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CARDIOLOGY  FROM  THE  GENERAL 
PRACTITIONER’S  STANDPOINT. 


Harvey  M.  Ewing,  M.D., 

Attending  Physician,  Mountainside  Hospital, 
Montclair,  N.  J. 

So  rapid  have  been  the  advances  in  our 
knowledge  of  diseases  of  the  cardiovascular 
system  in  recent  years,  that  unless  one  can 
devote  practically  his  whole  time  to  the 
study  of  this  branch  of  medicine  it  is  im- 
possible to  keep  up  with  them. 

Cardiovascular  disease  stands  at  the  head 
of  the  list  of  causes  of  death  in  this  country 
and  so  constitutes  one  of  the  most  important 
problems  in  Internal  Medicine.  How  best 
to  boil  down  the  vast  accumulation  of  facts 
that  are  being  gathered  in  this  field,  as  well 
as  in  the  other  fields  of  medicine,  and  to  pre- 
sent them  to  the  general  practitioner  in  such 
a way  that  he  can  use  them  to  advantage 
is  and  always  has  been  a very  serious  prob- 
lem. Yet,  unless  this  can  be  done  the  gen- 
eral public  will  never  benefit  by  the  knowl- 
edge and  experience  that  is  being  accumu- 
lated by  the  comparatively  few  investiga- 
tors and  specialists.  For,  after  all,  the  gen- 
eral practitioner  is  the  man  upon  whom  we 
must  ultimately  depend  to  bring  the  benefits 
of  preventive  or  curative  medicine  directly 
to  the  people  at  large.  Tuberculosis  is,  for 
example,  one  disease  that  has  been  brought 
under  a very  fair  degree  of  control  by  such 
proper  educational  methods. 

The  introduction  of  instrumental  methods 
in  the  study  of  heart  disorders  naturally 
made  the  situation  more  complicated  and 
the  new  technical  vocabulary  which  has  nec- 


essarily grown  up  about  these  methods  of 
study  has  added  to  the  confusion.  What  is 
the  value  and  place  of  these  instruments? 

The  blood  pressure  apparatus  is  now  fa- 
miliar to  practically  everyone  and  even  the 
laity  talk  quite  glibly  of  their  pressures.  The 
mercury  instrument  is  more  accurate  but 
the  aneroid  is  easier  to  carry  and  is  also  an 
aid  in  diagnosing  arrhythmias.  When  Mc- 
Kenzie perfected  his  polygraph  he  laid  the 
foundation  for  the  first  clear  comprehension 
of  the  arrhythmias  and  of  heart  block.  If 
an  electrocardiograph  is  available,  there  is 
little  use  for  a polygraph  at  the  present  time. 
The  action  of  the  polygraph  depends  upon 
mechanical  transmission  of  the  movements 
of  the  radial  artery  and  jugular  vein  to  mov- 
able pens  which  record  these  movements 
upon  a strip  of  paper.  Synchronously,  a 
time  record  is  inscribed  on  the  paper  by  an- 
other pen  moved  by  clock  work.  Irregular- 
ities of  rhythm  are  shown  by  this  instru- 
ment and  since  the  movements  of  the  jugu- 
lar vein  correspond  with  auricular  filling 
and  emptying,  and  those  of  the  radial  with 
similar  ventricular  movements,  it  is  possi- 
ble to  demonstrate  auriculoventricular  heart 
block  by  detecting  the  fact  that  the  ven- 
tricles are  beating  slower  than  the  auricles 
or  that  there  is  a longer  interval  between 
auricular  and  ventricular  contraction  than 
normal,  as  in  partial  block  or  delayed  con- 
duction. 

Einthoven’s  contribution,  in  adapting  the 
string  galvanometer  to  detection  of  the  ac- 
tion currents  of  the  heart  muscle  and  con- 
duction system,  was  of  tremendous  value, 
and  the  electrocardiograph  is  today  essen- 
tial to  any  careful  cardiovascular  examina- 
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tion.  The  nature  of  this  instrument,  its 
action  and  method  of  use,  the  methods  of 
interpreting  the  records  I have  described 
in  a previous  paper  to  this  society  and  I 
shall  now  briefly  outline  the  conditions 
which  it  will  reveal.  The  arrhythmias  are 
shown  definitely  and  much  more  clearly 
than  by  the  polygraph.  Varying  degrees 
of  abnormal  conduction  within  the  heart 
both  in  the  Bundle  of  His  and  its  two  main 
branches  and  also  in  the  Purkinje  system 
are  clearly  shown.  Myocardial  changes  of 
severe  nature  frequently  give  definite  al- 
teration in  the  electrocardiogram  and  it  is 
possibe  to  demonstrate  improvement  in  the 
heart  muscle  under  treatment,  at  times,  by 
this  instrument.  It  is  of  a great  deal  of 
value  in  confirming  the  diagnosis  of  coro- 
nary thrombosis.  Hypertrophy  of  one  or 
the  other  side  of  the  heart  in  general  gives 
typical  electrocardiographic  changes. 

The  vital  capacity  spirometer,  which 
measures  the  vital  capacity  of  the  lungs,  is 
thought  by  many  to  furnish  a very  fair  es- 
timate of  th$  functional  capacity  of  the 
heart  expressed  numerically.  The  other 
tests  of  functional  capacity,  such  as  the  use 
of  blood  pressure,  or  pulse  rate  after  given 
exercises,  also  have  their  adherents. 

The  x-ray  is  of  value  in  cardiology  and 
with  its  use  you  all  are  familiar. 

A basal  metabolimeter  is  frequently  use- 
ful in  differentiating  between  the  possibility 
of  a cardiac  arrhythmia  due  to  hyperthy- 
roidism and  that  due  to  some  essential  dis- 
ease of  the  heart.  The  differential  diagnosis 
between  neurocirculatory  asthenia,  or  auto- 
nomic imbalance,  and  hyperthyroidism  is  a 
fairly  frequent  problem  and  a basal  me- 
tabolism is  of  considerable  help  as  it  is  not 
elevated  in  autonomic  imbalance,  but  is  ele- 
vated in  hyperthyroidism. 

This  array  of  instruments,  some  of  them 
requiring  highly  technical  knowledge  for 
operation,  and  interpretation  of  the  records 
obtained  by  them  make  the  study  of  heart 
disease  seem  pretty  formidable.  Now, 
while  these  things  all  have  their  sphere 
of  usefulness  and  while  our  present 
advanced  state  of  knowledge  of  cardi- 
ology depends  to  a considerable  degree 
upon  what  they  have  shown,  and  while 


one  pretending  to  do  special  work  in  cardi- 
ology could  not  do  without  most  of  them, 
yet  it  seems  to  me  to  be  well  to  recall  to 
your  minds  some  of  the  simpler  things  that 
will  still  give  you  a considerable  insight 
into  the  problems  of  the  patient  with  cir- 
culatory disorder  or  disease. 

The  first  of  these  things  is  a careful  his- 
tory, and  all  this  requires  is  time  and  tact 
and  a knowledge  of  what  to  ask  the  patient. 
Shortness  of  breath,  palpitation,  sensation 
of  irregular  heart  action  and  precordial  or 
substernal  pain  are  the  most  common 
symptoms  of  which  a patient  suffering  from 
cardiac  disorder  complains. 

One  must  be  careful  to  analyze  the  pa- 
tient’s statement  that  he  suffers  with  short- 
ness of  breath.  In  nervous  individuals  a 
sensation  of  not  being  able  to  take  a deep 
breath  is  often  called  shortness  of  breath 
and  may  prove  misleading.  It  is  important 
to  question  the  patient  as  to  the  amount 
of  exertion  necessary  to  bring  on  shortness 
of  breath  and  a good  measure  is  his  ability 
to  climb  one  or  more  flights  of  stairs.  It 
seems  to  be  much  more  satisfactory  to  es- 
timate a patient’s  ability  to  do  the  things 
that  he  is  accustomed  to  do  rather  than 
by  some  unusual  test  such  as  swinging  dum- 
bells.  An  individual  who  cannot  go  up  one 
flight  without  shortness  of  breath  has  fairly 
serious  impairment  of  circulatory  function. 
The  patient  who  cannot  lie  flat  in  bed  with- 
out difficulty  in  breathing  probably  has  con- 
siderable cardiac  disease  and  one  who  is 
awakened  out  of  a sound  sleep  by  dyspnea 
usually  has  pretty  serious  heart  disease.  Few 
persons  with  serious  damage  to  the  heart 
escape  some  degree  of  dyspnea. 

Palpitation  includes  various  forms  of 
rapid  heart  action  in  which  the  patient  is 
conscious  of  a throbbing  sensation  over  the 
heart.  Questioning  on  this  point  will  help 
differentiate  between  palpitation  with  regu- 
lar and  that  with  irregular  rhythm.  If  the 
patient  complains  of  an  occasional  pound- 
ing beat,  a turning  over  of  the  heart  or  a 
missed  beat  followed  by  a heavy  beat,  we 
can  be  reasonably  sure  that  we  are  dealing 
with  premature  beats.  Frequently,  the  pa- 
tient can  tell  that  his  heart  seems  to  be 
totally  irregular,  which  suggests  fibrillation 
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of  the  auricles.  In  paroxysmal  tachycardia 
the  sudden  onset  of  a very  rapid,  regular 
rhythm  and  the  abrupt  ending  of  the  attack 
are  almost  certainly  diagnostic.  A com- 
plaint of  rapid  beating  or  of  irregularity 
suggesting  auricular  fibrillation  should  al- 
ways lead  one  to  ask  concerning  the  symp- 
toms of  hyperthyroidism,  which  is  not  un- 
commonly the  exciting  cause  of  auricular 
fibrillation. 

There  are  various  types  of  heart  pain  and 
where  they  occur  in  a person  over  35  or  40 
years  of  age  they  should  be  investigated 
seriously.  The  location  and  possible  radia- 
tion of  pain  should  be  enquired  into,  but  of 
more  importance,  I think,  is  the  character 
of  the  pain,  or  distress,  and  the  occasion  of 
its  occurence.  The  discomfort  that  is  de- 
scribed as  a sensation  of  squeezing  or  of 
pressure  under  the  breast  bone,  even 
if  not  severe  and  unaccompanied  by 
pain,  is,  I believe,  of  just  as  serious 
significance,  as  real  pain.  Usually  it  is 
accompanied  by  some  degree  of  difficulty 
in  breathing,  but  not  always.  I have 
seen  one  patient  die  with  only  this  sense  of 
substernal  pressure.  Radiation  of  the  dis- 
tress does  not  always  occur  although  it  may 
be  felt  in  the  neck  and  under  the  angle  of 
the  jaw. 

These  pains  or  other  sensations  may  follow 
physical  or  mental  exertion,  or  may  come 
on  while  the  patient  is  quiet,  perhaps  sleep- 
ing, and  under  the  latter  circumstance  they 
are  of  extremely  serious  significance. 
Usually  they  are  associated  with  grave 
myocardial  disease  and  probably  coronary 
sclerosis.  It  is  very  important  that  one  be 
not  mislead  by  the  fact  that  the  pain  is 
not  severe  or  that  there  is  no  acceleration  of 
the  pulse  in  the  attack  or  that  the  blood 
pressure  is  not  elevated  during  the  attack. 
Question  the  patient  closly  as  to  these  points 
and  you  will  often  be  able  to  make  a diag- 
nosis in  time  to  be  of  considerable  service 
to  him. 

One  should  not  only  take  a careful  his- 
tory of  the  onset,  development  and  course 
of  the  condition  of  which  the  patient  com- 
plains, but  also  should  investigate  the  past 
history  equally  carefully.  Rheumatism, 
chorea,  growing  pains  and  frequent  sore 


throats  are  the  commonest  etiologic  factors 
in  the  cardiac  disease  of  young  people  and 
should  be  systematically  enquired  into. 
Syphilis  should  always  be  asked  about  in 
older  patients. 

The  habits  of  the  patient,  his  attitude 
toward  his  troubles  and  life  in  general,  his 
method  of  doing  his  work,  either  taking  it 
very  seriously  or  lightly,  can  all  be  got  from 
talking  with  him,  and  the  estimate  that  it  is 
possible  to  make  of  his  condition  from  the 
history  alone  will  frequently  go  far  toward 
making  a diagnosis.  For  instance,  a young 
woman  who  complains  of  shortness  of 
breath  but  can  go  up  2 flights  of  stairs  with- 
out discomfort  and  can  dance  all  evening 
without  special  discomfort,  together  with 
absence  of  a history  of  the  above  mentioned 
acute  infections,  at  once  makes  one  suspect 
that  she  has  no  real  cafdiac  disease.  If, 
however,  her  statement  that  she  suffered 
with  shortness  of  breath  were  not  analyzed 
it  might  be  very  misleading  and  especially 
so  if  a loud,  somewhat  drawn  out  slapping 
first  sound  were  heard  at  the  apex  due  to 
an  over  acting  heart  in  a nervous  individual. 
This  sort  of  a case  frequently  is  diagnosed 
as  mitral  stenosis,  but  is  much  more  apt  to 
be  one  of  autonomic  imbalance  or  hyperthy- 
roidism. Dr.  Thomas  Lewis  once  said  that 
any  person  who  had  a normal  capacity  for 
work  could  not  have  serious  heart  disease. 

As  to  examination : Note  the  manner  in 
which  the  patient  tells  his  story.  The  per- 
son with  real  heart  disease  seldom  exagger- 
ates his  symptoms,  while  the  one  with  neu- 
rocirculatory  asthenia  or  the  nervous  in- 
dividual with  some  unimportant  disorder, 
such  as  premature  contractions,  is  apt  to 
tell  an  obviously  exaggerated  story.  Ex- 
amine the  whole  patient  and  one  will  some- 
times find  the  cardiac  pain  to  be  due  to  a 
chronic  cholecystitis;  the  auricular  fibril- 
lation to  hyperthyroidism ; the  irregular 
heart  of  the  extrasystolic  type  to  gastro- 
intestinal disturbance  or  tobacco  ; the  short- 
ness of  breath  to  some  pulmonary  condition, 
such  as  tuberculosis  or  emphysema. 

Thyroid  disorder  should  be  looked  for  in 
every  patient  and  foci  of  infection  about 
the  nose  and  accessory  sinuses,  tonsils  and 
teeth  should  always  be  sought  for  carefully. 
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In  the  examination  of  the  heart  itself  the 
arrhythmias  seems  to  cause  considerable 
confusion,  but  if  one  studies  them  and  gets 
a mental  picture  of  what  is  happening  in  the 
heart  in  each  type  of  arrhythmia  one  can 
diagnose  them  in  very  many  cases  without 
complicated  instrumental  help. 

The  commonest  irregularities  of  rhythm 
are  premature  contractions,  erroneously 
called  extrasystoles,  auricular  fibrillation, 
auricular  flutter  and  paroxysmal  tachy- 
cardia. The  premature  contraction  is  one 
that  occurs  earlier  in  the  cardiac  cycle  than 
normal,  that  is,  a very  short  time  after 
the  preceeding  normal  contraction.  The 
diastolic  period  separating  the  previous  nor- 
mal contraction  and  the  premature  contrac- 
tion is  much  shorter  than  normal  and  as  a 
result  the  heart  muscle  does  not  recover 
sufficiently  to  contract  with  its  usual  vigor 
and  the  contraction  is  a weak  one.  For  this 
reason  the  impulse  from  the  premature  con- 
traction is  frequently  not  felt  in  the  radial 
artery.  The  premature  contraction  having 
replaced  a normal  one  the  heart  is  unable 
to  contract  again  until  time  for  the  next 
succeeding  normal  contraction  and  as  a re- 
sult a long  diastolic  pause  occurs.  Now, 
if  the  premature  beat  has  not  been  felt  at 
the  wrist  there  will  appear  to  have  been  a 
missed  beat,  and  the  patient  often  feels  that 
a beat  has  been  missed.  The  normal  con- 
traction following  the  long  diastole  is 
stronger  than  usual  and  the  patient  feels 
it  as  a pound  or  thump.  If  one  listens 
over  the  heart,  the  premature  beat  can 
usually  be  heard  and,  better  still,  if  one 
applies  a blood  pressure  apparatus  in  the 
usual  manner  and  with  the  cuff  inflated  to 
systolic  pressure  or  a little  below,  the  swing 
of  the  needle  will  give  a very  clear  repre- 
sentation of  the  cardiac  rhythm  and  the 
premature  beat ; and  the  compensatory 
pause  with  the  stronger  beat  at  the  end  of 
this  pause  can  be  clearly  seen.  The  aneroid 
type  of  instrument  is  the  best  for  this  use, 
because  of  the  greater  oscillation  of  the 
needle  than  of  the  mercury  column  in  the 
mercury  type,  and  it  will  be  found  very  help- 
ful in  differentitating  and  visualizing  ar- 
rhythmias. These  premature  contractions 
may  be  isolated  or  may  recur  at  frequent 


intervals,  but  can  usually  be  recognized  and 
it  is  important  to  identify  them  because  in 
most  instances,  especially  in  young  people, 
they  do  not  indicate  serious  heart  disease. 
If  not  correctly  diagnosed  they  worry  both 
the  patient  and  the  physician. 

Auricular  fibrillation  is  a complete  ar- 
rhythmia and  if  the  physician  again  will 
watch  the  needle  of  the  blood  pressure  ap- 
paratus he  will  notice  first  that  it  is 
difficult  or  impossible  to  get  a systolic 
reading  because  of  the  varying  force 
of  the  beats,  many  weak  beats  not 
being  heard  over  the  brachial  artery 
nor  causing  movements  of  the  pointer.  As 
the  pressure  in  the  cuff  is  reduced,  the 
movements  of  the  needle  become  more  fre- 
quent, due  to  the  fact  that  weaker  beats 
are  getting  through  the  artery,  and  the 
oscillations  are  seen  to  follow  no  regular 
rhythm.  This  rhythm  is  usually  seen  in  a 
patient  in  whom  other  evidences  of  heart 
disease  can  be  found  and  is  very  frequently 
associated  with  heart  failure  of  some  de- 
gree, except  in  the  case  of  old  people  in 
whom  it  often  causes  no  inconvenience. 
Digitalis  will  in  most  cases  give  consider- 
able relief  to  patients  with  this  disorder 
while  in  the  case  of  the  premature  contrac- 
tions it  may  increase  the  difficulty. 

Auricular  flutter  and  paroxysmal  tachy- 
cardia are  both  regular  in  rhythm.  Flutte- 
most  often  occurs  in  a person  in  whom 
there  is  some  definite  heart  trouble,  and  is 
related  to  auricular  fibrillation,  while  the 
person  developing  paroxysmal  tachycardia 
most  frequently  has  no  other  evidence  of 
heart  disease.  In  flutter  the  ventricular 
rate  is  usually  half  or  one  quarter  that  of 
•'the  auricles.  The  auricular  rate  is  from  250 
to  350  per  minute.  Therefore,  a regular 
rapid  rhythm,  with  a rate  as  counted  by 
stethescope  of  180  or  190,  would  certainly 
rule  out  flutter  because  multiplying  this  rate 
by  2 would  give  an  auricular  rate  of  over 
350,  and  paroxysmal  tachycardia  would  be 
the  probable  diagnosis.  The  rate  in  parox- 
ysmal tachycardia  may  be  in  the  neighbor- 
hood of  130  or  140  when  this  point  alone 
would  not  differentiate  it  from  flutter,  but 
its  other  characteristics  would  be  sufficient 
to  make  the  condition  clear.  The  rate  in 
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paroxysmal  tachycardia  is  remarkably  con- 
stant, varying  not  more  than  1 or  2 beats 
per  minute  when  counted  at  varying  inter- 
vals. Paroxysmal  tachycardia  begins  ab- 
ruptly, the  patient  being  conscious  of  the 
moment  of  onset,  and  ends  just  as  abruptly, 
and  the  ventricular  rate  when  multiplied  by 
2 is  apt  to  exceed  350.  Pressure  on  the  vagus 
nerve  neck,  or  on  the  eyeball,  will  stop  most 
attacks  of  paroxysmal  tachycardia,  but  will 
do  no  more  than  slow  auricular  flutter. 
This  differentiation  between  flutter  and 
paroxysmal  tachycardia  is  important  since 
the  treatment  is  entirely  different,  as  is  also 
the  prognosis.  Digitalis  is  the  treatment 
for  flutter  while  vagus  or  ocular  pressure 
as  stated  above  in  the  differential  diagnosis 
is  all  that  is  necessary  to  stop  most  attacks 
of  paroxysmal  tachycardia. 

These  irregularities  are  of  interest  to  the 
surgeon  as  well  as  the  general  physician  be- 
cause they  not  infrequently  occur  during 
or  following  operation. 

The  blood  pressure  apparatus  is  also  valu- 
able in  detecting  pulsus  alternans,  in  which, 
as  the  pressure  in  the  cuff  is  released,  only 
every  other  beat  is  heard  at  first  and  not 
until  the  pressure  is  reduced  below  the  sys- 
tolic point  does  every  beat  come  through. 
This  sign  is  associated  with  severe  myo- 
cardial weakness. 

As  to  ausculation,  it  is  important  to  learn 
to  use  the  unaided  ear.  There  are  a con- 
siderable number  of  soft  blowing  diastolic 
aortic  mumurs  that  are  heard  easily  by  the 
ear  alone  and  not  with  a stethescope.  Mit- 
ral diastolic  mumurs  are  frequently  heard 
only  with  the  patient  lying  on  his  left  side 
and  often  only  for  a few  moments  after 
exercise.  Examine  all  cases  suspected  of 
having  heart  disease  in  the  recumbent  and 
left  lateral  postures,  and  stooping  forward 
in  the  standing  posture,  and  if  possible  after 
exercise. 

It  is  possible  to  make  a correct  diagnosis 
in  a very  large  percentage  of  heart  cases 
without  complicated  apparatus,  if  one  gets 
a clear  idea  of  what  the  possibilities  in  diag- 
nosis are  and  a mental  picture  of  what  nor- 
mally occurs  in  the  cardiac  cycle  and  what 
occurs  in  the  abnormalities.  The  only  in- 
struments absolutely  essential  are  a well 


trained  ear,  a good  and  very  simple  bell 
stethescope,  a blood  pressure  apparatus  and 
a couch  or  table. 

DISCUSSION. 

Dr.  Reik:  One  statement  made  by  the  speaker 
with  such  emphasis,  that  he  apparently  intended 
it  to  have  a specific  meaning,  seems  to  me  to  re- 
quire either  explanation  or  some  qualification.  If 
I understand  him  correctly,  he  said  that  the  re- 
moval of  tonsils  does  not  preclude  the  possibility 
of  a future  attack  of  cardiac  trouble  or  of 
arthritis.  I don’t  wish  to  precipiate  a discussion 
on  the  removal  of  tonsils,  but  it  seems  to  me  that 
such  a statement  requires  some  explanation  or  it 
might  be  misunderstood  by  those  of  us  engaged 
in  the  general  practice  of  medicine.  Those  who 
advocate  the  removal  of  infected  tonsils  as  the 
probable  cause  of  cardiac  disease,  or  of  arthritis, 
certainly  would  not  for  a moment  say  that  the 
individual  who  has  undergone  tonsillectomy  may 
not  at  some  future  time  have  an  attack  of  en- 
docarditis or  arthritis  due  to  some  other  cause, 
but  such  an  operation  does  preclude  the  possibil- 
ity of  another  attack  of  endocarditis  or  arthritis 
from  diseased  tonsils. 

Dr.  Samuel  Stalberg:  I came  in  a little  late  and 
I don’t  know  whether  the  reader  of  the  paper 
mentioned  it  or  not,  but  one  method  ’-hich  I 
came  to  rely  upon  a great  deal,  not  so  much  for 
the  diagnosis  of  the  various  cardiac  conditions  as 
for  the  potency  of  the  cardiac  muscle  itself,  is  the 
plan  that  was  evolved  mainly  during  the  late 
war  by  Thomas  Lewis  and  others,  and  that  is  the 
giving  of  a certain  definite  form  of  exercise  to 
test  the  functional  capacity  of  the  heart  muscle. 
Of  course,  like  other  methods,  it  is  not  absolutely 
infallible,  but  almost  invariably  I found  that  the 
other  circumstances  in  the  case  and  the  later 
history  justified  that  reliance.  You  are  repaid 
many  times  in  the  performance  of  this  test. 

You  take  the  patient  in  3 different  postures,  in 
the  recumbent,  in  the  sitting  posture,  and  in  the 
standing  posture,  and  note  the  differences  in  the 
rate  of  the  pulse,  and  then  you  make  him  per- 
form a certain  definite  form  of  physical  exercise. 
I usually  employ  hopping  on  the  left  foot  100 
times.  Then  you  get  him  back  in  the  recumbent 
posture  and  count  his  pulse.  In  the  normal  case 
there  will  be  a certain  increase  in  the  pulse  rate. 
This  goes  back,  in  almost  every  normal  case,  with- 
in 2 minutes.  In  some  cases  it  goes  back  a little 
bit  earlier.  In  cases  that  have  a deficient  cardiac 
muscle  or  some  degree  of  myocardial  deficiency, 
you  will  find  almost  invariably  the  rate  does  not 
go  back  in  2 minutes,  and  the  time  in  which  the 
rate  goes  back  varies  with  the  deficiency  of  the 
cardiac  muscles.  In  some  cases  it  does  not  go 
back  until  4 or  5 minutes. 

I think  this  simple  method  is  very  valuable  in 
the  estimation  of  cardiac  disease. 

Dr.  Ewing:  About  the  removal  of  tonsils,  I 

just  mentioned  that  in  passing.  I know  I have 
seen  cases  of  endocarditis  occurring  after 
thorough  removal  of  the  tonsils,  apparently  from 
the  same  type  of  infection  in  the  glandular  tissue 
in  the  pharynx.  When  you  have  removed  the 
tonsils  in  a young  patient,  he  is  protected  to  the 
extent  that  you  have  removed  the  commonest 
source  of  the  infection  that  causes  heart  disease 
in  young  people. 

As  to  the  tests  of  functional  capacity,  I have 
tried  them  all.  I have  found  none  that  are  satis- 
factory. Vital  capacity,  Barringer’s  swinging  of 
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dumb-bells  and  followin  blood  pressure  after- 
waid,  hopping  on  one  foot,  changing  posture  and 
all  the  rest  of  them  have  not  proved  satisfactory 
in  my  hands.  I get  much  more  information  by 
asking  the  patient  what  he  can  do  in  his  ordinary 
daily  life.  There  are  no  2 patients  who  will  hop 
up  and  down  exactly  alike;  there  are  no  2 patients 
who  do  the  same  amount  of  work  on  hopping 
up  and  down,  and  it  is  an  abnormal  thing  for  a 
person  to  do.  A nervous  individual  will  get  the 
idea  that  it  is  something  very  important  or  else, 
in  the  neurocirculatory  case,  he  will  hop  high  for 
a while  and  gradually  lower  and  lower  so  that 
it  is  impossible  to  keep  that  exercise  constant. 
It,  therefore,  becomes  of  very  doubtful  value  as 
an  accurate  method  of  measuring  the  cardiac 
reserve.  The  same  thing  applies  to  swinging 
dumb-bells;  most  of  us  are  not  accustomed  to 
swinging  dumb-bells.  If  you  ask  a patient  to 
swing  a 10  or  12  lb.  dumb  -bell  up  above  his  head, 
if  he  is  an  athlete,  he  will  do  it  very  radily.  If 
it  is  a woman  who  has  never  been  an  athlete, 
she  will  do  a great  deal  of  work  in  swinging  that 
dumb-bell;  and  again  you  are  not  going  to  get 
anything  very  definite  out  of  the  same  piece  of 
work  in  different  individuals.  I have  been  very 
anxious  to  get  a functional  estimate  of  the  capa- 
city of  the  heart,  but  I don’t  know  of  anything 
better  than  asking  the  patient  as  to  the  ordinary 
things  that  he  does  in  his  everyday  life.  Again, 
in  all  these  things,  hopping  up  and  down  on 
one  foot,  swinging  dumb-bells,  and  then  taking 
the  blood  pressure,  you  are  dealing  with  more 
than  one  factor,  you  are  dealing  with  several 
factors,  aside  from  the  factor  of  the  heart  muscle, 
and  what  you  are  getting  is  not  an  estimate  of 
the  heart  muscle’s  functional  capacity  alone,  but 
an  estimate  of  the  patient’s  general  ability  to  do 
work. 

So  that  I do  these  things,  I take  these  tests 
and  I have  a spirometer,  but  I have  never  been 
able  to  find  a single  case  in  which  I got  any  bet- 
ter estimate  of  a patient’s  functional  capacity  by 
one  of  these  so-called  accurate  tests  than  I could 
get  by  carefully  talking  to  him  for  15  to  30 
minutes  or  using  some  simple  test  such  as  walk- 
ing upstairs. 


SURGERY  OF  THE  LARYNX. 


Henry  Boylan  Orton,  M.D., 

The  Larynx,  in  many  ways,  is  like  No 
Man  s Land,  a little  too  low  for  the  average 
nose  and  throat  man,  a little  too  high  for 
the  internist,  and  seemingly  of  no  import- 
ance to  the  general  surgeon. 

Chronic  stenosis  of  the  larynx  usually 
comes  to  the  surgeon  in  either  a tracheo- 
tomized  or  an  intubated  case.  The  types 
of  stenosis  which  we  encounter  are  classi- 
fied as  follows:  Panic,  spasmodic,  paralytic, 
ankylottic,  neoplastic,  h\  perlastic  and  cicat- 
ricial. The  cases  reported  this  afternoon 
are  included  in  the  above  types;  the  hyper- 
lastic  is  the  most  comm  n form,  diphtheria 
being  the  cause  in  17  ca  es. 


Ihe  first  type,  panic  stenosis,  has  the 
psychic  element  for  the  predominating  cause 
and  that  quite  naturally  becomes  a very  im- 
portant factor  in  the  treatment.  Spasmodic 
and  ankylottic  types  I will  pass  over  by 
simply  mentioning  them,  coming  next  to 
the  neoplastic,  which  includes  both  the 
benign  and  malignant  growth.  Papillomas 
and  fibromas  are  usually  removed  without 
any  trouble  by  direct  laryngoscopy,  though 
in  some  cases  it  is  necessary  to  put  the 
larynx  at  rest  by  tracheotomy.  Malignant 
forms  vary  in  degree ; epithelioma  is,  of 
course,  the  most  common,  whlie  carcinoma 
and  endothelioma  rare. 

Endolaryngeal  operating  is  rather  dis- 
appointing. In  early  cases,  with  the  growth 
limited  to  the  anterior  third  of  the  cord,  a 
laryngofissure  or  thyrotomy  with  extirpa- 
tion of  a wide  area  will,  according  to  the 
statistics  of  St.  Clair  Thompson,  Jackson 
and  others,  produce  cure  in  85%  of  cases. 
Ihe  following  case  histories  are  of  interest: 

E.  Z.,  aged  48,  female,  white,  was  referred 
to  me  October  20,  1919,  with  dryness  of 
throat,  accompanied  with  hoarseness. 

Hereditary  History:  Mother  died  of  stom- 
ach trouble  at  the  age  of  56.  Father  died  of 
asthma  at  the  age  of  57.  Husband  died  from 
accident.  Two  children  living  and  well.  Has 
never  had  a miscarriage.  No  previous  history 
of  tuberculosis  or  cancer  in  the  family. 

Antecedent  Personal  History:  Had  measles 
and  whooping  cough  when  a child.  Otherwise 
has  enjoyed  good  health  up  to  the  present 
trouble.  Patient  went  to  a local  hospital  for 
one  year,  being  treated  for  chronic  laryngitis. 
For  the  past  year  has  been  treated  by  various 
doctors  without  relief. 

Present  History:  When  talking  any  length 
of  time  voice  tires.  Very  seldom  coughs. 

Has  very  little  pain.  When  patient  feels  pain 
it  radiates  from  neck  to  left  ear.  Headaches 
occasionally.  Some  days  does  not  trouble  her 
at  all.  Appetite  good.  Sleeps  well.  No  pain 
on  swallowing.  No  shortness  of  breath. 
Gaining  weight. 

Physical  Examination : Eyes,  corrected 

with  glasses.  Head,  negative.  Ears,  nega- 
tive other  than  slight  pain  at  times  radiating 
to  left  ear.  Nose,  slight  deviation  of  the  sep- 
tum to  the  right,  in  contact  with  the  middle 
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turbinate.  Mouth,  negative.  Neck,  nega- 

tive. Throat,  dry.  Notwithstanding  the 
fact  that  tonsils  had  been  operated  upon,  part 
of  them  still  remain.  Indirect  laryngeal  ex- 
amination showed  a warty,  grayish  white 
growth  on  the  anterior  part  of  the  left  cord, 
with  a sluggish  movement.  Lungs,  complete 
chest  examination  by  Dr.  George  B.  Emory 
revealed  no  evidence  of  tuberculosis  and  he 
thinks  the  lungs  are  normal.  Heart,  nega- 
tive. Abdomen,  negative.  Extremities,  nega- 
tive. Wassermann,  negative.  Sputum,  nega- 
tive. X-rays,  negative. 

Diagnosis:  Epithelioma  of  the  left  cord. 

Laryngoscopy:  October  27,  1919.  Condi- 
tions found  on  first  endoscopy:  Growth  is 

subglottic  as  well  as  being  on  the  cords.  Ary- 
tenoids not  involved.  Small  piece  of  growth 
removed.  Microscopic  examination  of  speci- 
men, by  Dr.  John  W.  Gray:  “The  mass  con- 
sists of  finger-like  papillomatous  arrangement 
of  squamous  epithelium,  which  is  closely 
packed  together  and  in  center  of  growth  in- 
vading deep  tissues.  The  basal  lining  is,  how- 
ever, quite  regular.  In  numerous  places  the 
cells  show  very  active  mitosis  with  the  pro- 
duction of  tumor  mitoses ; in  a few  places  defi- 
nite early  pearl  formations.  Diagnosis : 
Epithelioma  of  the  left  vocal  cord.” 

A laryngofissure  was  done  on  November 
8,  1919,  at  the  Presbyterian  Hospital.  A 
median  incision  was  made,  extending  from  the 
hyoid  bone  to  the  suprasternal  notch.  Dis- 
secting down  to  isthmus  of  the  thyroid  gland 
which  was  clamped,  cut  and  ligated.  A low 
ti  acheotomy  was  performed.  Thyroid  car- 
tilage was  split  in  the  median  line.  Peri- 
chondrium separated  from  the  internal  sur- 
face of  the  left  thyroid  cartilage  as  far  back 
as  the  arytenoids.  The  growth  was  removed, 
by  cutting  J4  in.  above  and  below  the  margin 
of  the  growth,  along  with  the  arytenoids  on 
the  left  side.  A piece  of  cartilage  3x6  mm. 
was  removed  at  the  junction  with  the  crico- 
thyroid membrane  in  the  median  line.  Larynx 
packed  with  gauze,  neck  sutured,  patient  put 
to  bed  in  sitting  position. 

I he  operation  and  subsequent  treatment 
were  uneventful,  other  than  that  a large  amount 
of  granular  tissue  formed  within  the  larynx 
where  the  cartilage  was  resected.  This  was 
removed  and  the  patient  has  remained  entire- 


ly well  with  a good  voice  up  to  the  present 
time,  a period  oi  nearly  6 years  without  re- 
currence. 

In  cases  in  which  the  growth  appears  to  be 
larger  and  involving  the  posterior  part  of  the 
cords,  the  outcome  i - not  so  good  with  laryn- 
gofissure. In  these  cases  a complete  laryngec- 
tomy should  be  done,  provided  the  growth  has 
not  jumped  the  fence,  which  is  very  hard  to 
determine,  for  even  by  direct  examination 
what  from  all  appearances  looks  to  be  an  in- 
trinsic growth  has  many  times  already  become 
extrinsic,  and  usually,  only  too  sad  to  relate, 
if  operated  on  there  will  be  a recurrence  with- 
in a year. 

T.  H.  N.,  aged  53,  was  referred  to  me  on 
September  29,  1920,  complaining  of  a sore 
throat  which  had  existed  for  1 1 weeks.  I saw 
the  patient  in  consultation  with  Dr.  Mackenty 
who  agreed  with  me  in  the  diagnosis  and  ad- 
vised as  follows : “The  disease  is  on  the  bor- 
dei  line  between  operation  and  nonoperation, 
since  it  is  practically  an  extrinsic  case.  Yet 

1 believe  there  is  some  hope  of  still  circum- 
venting it  by  operation.  I would  certainly  not 
delay  the  operation  for  it  will  soon  be  too  late 
to  save  him.”  Laryngectomy  was  done  in 
August,  1921,  and  the  patient  died  of  a re- 
currence on  December  4.  There  was  an  in- 
volvement of  his  esophagus. 

J.  G.,  aged  62,  male,  white,  came  to  me  on 
May  30,  1922,  complaining  of  hoarseness  of 

2 years  duration  with  coughing  and  pain. 

Laryngoscopy  was  done  and  a specimen  re- 
moved for  examination.  Diagnosis : Carci- 

noma  oi  the  larynx.  After  a preliminary 
tracheotomy,  a complete  laryngectomy  was 
done  July  18,  1922,  and  the  patient  died  of  a 
recurrence  on  August  2,  1923,  13  months  after 
the  operation. 

H.  L.,  aged  69,  male,  white,  was  referred 
to  me  on  August  9,  1923.  Upon  indirect  ex- 
amination, on  the  left  vocal  cord  at  the  junc- 
tion of  the  middle  and  anterior  third,  was  seen 
a soft  polyp-like  growth  the  size  of  a pea.  A 
specimen  was  removed  for  examination  and 
the  report  was : “Epidermoid  Carcinoma  of 
the  Larynx”.  Laryngectomy  was  done  on 
April  9,  1925,  and  the  patient  died  3 days 
after  the  operation.  This  case  was  a very 
poor  risk  to  start  with,  being  a nephritic  and 
diabetic.  I suggested  to  him  on  August  16, 
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1923,  that  he  should  have  a complete  laryngec- 
tomy. It  was  not  until  2 years  later  that  he 
made  up  his  mind  for  operation  and  then  only 
when  he  was  nearly  asphyxiated  twice  because 
of  the  growth  almost  closing  up  his  entire 
larynx. 

G.  S.  O.,  aged  72,  male,  white,  was  referred 
to  me  by  Dr.  Fisher,  of  Asbury  Park,  because 
of  intrinsic  carcinoma  of  the  larynx.  The 
operation  was  performed  on  June  23,  1924, 
two-thirds  of  it  being  done  under  local  anes- 
thesia. This  man  is  alive,  walking  around 
and  apparently  feeling  all  right. 

Hereditary  History : Father  died  of  some 
lung  condition.  Mother  died  of  pneumonia 
at  the  age  of  82.  Brother  died  from  sore  in 
back  of  head. 

Antecedent  Personal  History.  Has  enjoyed 
good  health. 

Present  History : Sputum  examination  neg- 
ative. Hoarseness  for  3 months,  coming  on 
gradually. 

Physical  Examination : Head,  negative. 

Eyes,  glasses  corrected.  Ears,  negative. 
Nose,  polypi  removed  at  age  of  65.  Mouth, 
negative.  Neck,  negative.  Throat,  hoarse- 
ness. No  pain.  On  right  cord,  growth  at 
junction  of  anterior  and  middle  third.  Some 
sluggish  movement  of  cord.  Chest,  negative. 
No  cough.  Wassermann,  negative.  No  x-ray 
pictures  taken. 

Laryngoscopy,  June  4,  1924: 

Conditions  found  on  first  endoscopy: 
Growth  on  right  cord  at  junction  of  anterior 
and  middle  third.  Specimen  removed  for  ex- 
amination. Diagnosis:  Carcinoma  of  the 

larynx,  intrinsic. 

Laryngectomy,  June  23,  1925:  Skin  and 
deep  structures  infiltrated  with  1%  novocain 
for  the  skin  and  0.5%  novocain  for  the  deeper 
structures.  An  incision  was  made  from  the 
hyoid  bone  to  the  suprasternal  notch  and  a 
cross  incision  at  the  hyoid  bone  to  both  sides 
of  the  neck,  the  completed  incision  forming  a 
T.  Entire  larynx  and  4 rings  of  the  trachea 
completely  skeletonized ; the  thyroid  gland 
clamped,  cut  and  ligated  at  the  isthmus.  All 
bleeding  stopped.  Ether  was  then  given  by 
mouth  and  the  trachea  amputated  at  the  sec- 
ond ring.  Ether  transferred  to  the  tracheal 
stub  by  means  of  a tube  fitting  into  the 
trachea.  Larynx  dissected  from  the  esopha- 


gus upward  to  a point  in  back  of  the  aryten- 
oids. Larynx  dropped  back  in  place  and  an 
incision  made  through  the  hyothyroid  mem- 
brane into  the  hypopharynx.  One  yard  of 
gauze,  2 in.  wide,  was  packed  into  the  mouth 
through  this  opening.  The  rest  of  the  larynx 
was  removed  by  cutting  into  the  hypopharynx ; 
all  bleeding  ligated  and  the  esophagus  closed 
with  catgut.  Just  before  the  last  stitch  was 
tied,  a French  22  nasal  tube  was  inserted  into 
the  esophagus  through  the  nose.  Four  anchor 
sutures  of  silkworm  gut  anchored  the  trachea 
to  the  skin.  The  skin  was  sutured  to  the  mu- 
cous membrane  of  the  trachea  by  means  of 
plain  silk.  Three  double  tube  drains  were  in- 
serted, one  on  each  side  of  the  esophagus  into 
the  lower  plains  of  the  neck  and  the  other 
high  up  in  the  region  of  the  hypopharynx. 

The  summary  of  my  own  5 cases  is  as  fol- 
lows : 

( 1 ) Thyrotomy ; patient  living  and  well 
after  a period  of  nearly  6 years.  (2)  Laryn- 
gectomy ; patient  died  4 months  later  of  a re- 
currence. (3)  Laryngectomy;  patient  died  13 
months  later  of  a recurrence.  (4)  Laryngec- 
tomy; patient  died  3 days  after  operation. 
(5)  Laryngectomy;  patient  living  and  well  at 
a period  of  1 year  after  operation.  Including 
Dr.  Barkhorn’s  5 cases,  with  3 of  which  I 
have  assisted,  brings  the  series  up  to  10.  Dr. 
Barkhorn’s  results  are  far  better  than  mine, 
be  having  had  but  1 death. 

There  is,  however,  a great  deal  in  getting 
the  cases  early  and  it  is  a plea  that  I make 
that  in  case  of  hoarseness  extending  over  a 
period  of  a few  months,  unaccounted  for, 
the  patient  is  entitled  to  a complete  laryngeal 
examination,  and  it  is  only  hy  such  coopera- 
tion that  we  can  expect  to  reduce  the  mortal- 
ity in  carcinoma  of  the  larynx,  where  if  recog- 
nized early,  the  results,  for  cure,  are  far  bet- 
ter than  in  any  other  part  of  the  body. 

As  to  hyperplastic  stenosis,  caused  by  diph- 
theria of  the  larynx,  my  results  are  better.  Of 
these  17  cases  there  were : hyperplastic,  9 ; 
cicatricial  by  loss  of  cartilage,  1 ; by  loss  of 
muscular  tissue,  5;  by  loss  of  fibrous  tissue, 
2 ; a total  of  17. 

As  to  trauma,  these  were  divided  into : 
tracheotomic,  4;  intubational,  12;  operative, 
1. 

Procedures:  laryngostomy,  4;  laryngeal 
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bouginage  after  tracheotomy,  11;  tracheal 
bouginage,  1 ; fibrous  band  cut,  1 ; total,  17. 

In  the  case  of  A.  B.,  the  tracheotomy  tube 
was  removed  on  October  22,  1924,  and  just 
prior  to  coming  to  Atlantic  City,  I heard  that 
the  child  had  died  of  acute  miliary  tubercu- 
losis on  May  30,  1925,  the  death  in  no  way 
attributed  to  his  stenosis  or  treatment. 

C.  P.,  aged  8 years,  female,  white,  was  ad- 
mitted to  the  hospital  on  January  2,  1917,  and 
discharged  on  July  11,  1922. 

Fibrous  stenosis,  from  laryngeal  diphtheria. 
Procedures:  Tracheotomized  January  4, 

1917,  by  Dr.  Lynah.  Tonsillectomy  May  25, 

1923.  Laryngostomy.  Decannulized  May  8, 

1924.  Plastic  May  8,  1924.  Cured. 

M.  M.,  aged  11  years,  female,  white,  was 
admitted  to  the  hospital  on  October  11,  1918, 
and  discharged  August  16,  1922.  Fibrous 
stenosis  above  tracheotomy,  due  to  laryngeal 
diphtheria.  Procedures:  Tracheotomized  No- 
vember 26,  1919,  by  Dr.  Lynah.  Laryngos- 
tomy October  5,  1922.  Plastic  May  8,  1924. 
Tonsillectomy  December  13,  1924.  Wearing 
Jackson  tube  because  of  panic. 

J.  E.,  aged  16  years,  male,  white,  was  re- 
ferred to  me  as  a case  of  laryngeal  stenosis. 
Was  admitted  to  St.  Michael’s  Hospital  on 
October  12,  1923,  and  a low  tracheotomy  was 
done  on  October  15,  1923.  Procedures: 
Laryngostomy  November,  1923.  Decannul- 
ized April  8,  1925.  Laryngostomy  tube  re- 
moved April  8,  1925.  Tonsillectomy  April 
29,  1925.  Improved. 

As  to  the  treatment  of  these  conditions,  if 
the  case  has  been  intubated,  the  first  thing  is 
to  get  rid  of  the  intubation  tube,  which  usually 
is  done  by  a tracheotomy,  and  when  I speak 
of  tracheotomy,  I mean  what  is  generally 
taught  and  known  as  a low  tracheotomy, 
which,  of  course,  is  the  only  one  to  do.  If 
some  one  should  ask  me  if  there  is  any  need 
for  such  small  service  as  this,  my  answer  is 
“yes”.  Why?  Because  the  majority  of 
tracheotomies  I have  seen  have  been  high. 
All  tracheotomized  patients  I have  seen  have 
not  had  the  proper  size  tube,  they  were  all 
entirely  too  small.  The  laryngeal  stenosis 
cases  I have  seen  have  been  a result  of  high 
tracheotomy  and  very  little,  if  any,  attention 
has  been  given  to  the  postoperative  care  of 
the  patients.  To  say  that  your  work  ends 


after  a tracheotomy  has  been  performed  is 
erroneous;  it  is  just  beginning. 

In  vain  have  some  authors  of  large  vol- 
umes of  surgery  tried  to  classify,  to  specify 
their  differentiations,  and  to  give  the  reasons 
for  the  various  types  of  tracheotomy,  so 
stupidly  and  improperly  done  by  many  op- 
erators. Tracheotomy,  Dr.  Chevalier  Jack- 
son  states,  is  the  worst  done  of  all'  operations 
and  is  perhaps  the  only  one  that  has  not  been 
raised  to  its  proper  modern  plane ; and  this  is 
true.  Yet  I would  not  for  one  second  belittle 
the  brilliant,  spectacular,  if  you  will,  life- 
saving procedure  of  any  surgeon  doing  any 
kind  of  a tracheotomy  after  a patient  has 
ceased  to  breathe.  Even  so,  a low  tracheotomy 
can  be  done  if  you  will  but  remember  the  two- 
finger  operation  of  Jackson.  But  why  wait 
until  they  cease  to  breathe  before  doing  a 
tracheotomy  unless  it  is  an  emergency?  It 
is  just  like  a gastrostomy.  We  all  recommend 
that  it  be  done  early,  but  everyone  does  it  late. 

Indications:  You  do  a tracheotomy  either 
for  a therapeutic  or  a mechanical  reason ; dis- 
ease or  injuries  involving  or  likely  to  produce 
obstruction  of  the  laryngeal  air-way.  The 
functional  rest  afforded  by  a timeL  tracheo- 
tomy may  go  far  toward  reducing  the  degree 
of  inflammation  following  injuries  to  the 
larynx,  and  thereby  promoting  a more  rapid 
cure  and  a better  functional  result.  It  is  a 
question  in  my  mind  whether  it  is  not  better 
to  do  a tracheotomy  than  intubation  in  laryn- 
geal diphtheria,  thereby  lessening  laryngeal 
stenosis  following  intubation ; in  dyspnea  fol- 
lowing the  entrance  of  a foreign  body  in  the 
larynx,  trachea,  or  esophagus  (as  was  very 
brilliantly  demonstrated  by  Dr.  Barkhorn  re- 
cently in  a tracheal  foreign  body,  in  which 
case  a timely  tracheotomy  saved  the  patient)  ; 
as  drainage  of  the  lung  following  the  removal 
of  peanut  kernels  in  infants ; in  bilateral  ab- 
ductor paralysis ; papilloma  of  the  larynx  in 
children ; acute  edema,  and  as  a preliminary 
step  in  certain  operations  of  the  larynx.  The 
same  surgical  asepsis  and  team  work  should 
prevail  here  as  for  any  other  operation. 

General  anesthesia  is  to  be  condemned;  no 
case  that  needs  a tracheotomy  should  be  sub- 
jected to  the  added  risk  of  a general  anes- 
thesia, Some  local  anesthetic  should  be  used 
in  the  skin  only.  The  patient  at  operation 
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should  be  in  the  recumbent  position  with  a 
sand  bag  under  the  shoulders  and  neck  placed 
so  as  to  bring  the  trachea  into  prominence. 
The  head  should  be  low  and  in  a straight  line 
until  the  tube  is  inserted.  Incision,  as  I have 
stated  before,  should  be  from  the  thyroid  car- 
tilage to  the  episternal  notch.  You  should 
forget  the  classic  incision  for  a high  and  a 
low  tracheotomy  as  taught  in  college  days  and 
make  the  long  one.  You  gain  nothing  by  mak- 
ing a small  one,  but  the  risk  of  mediastinal 
infection  and  emphysema.  Even  though  some 
man  may  desire  to  do  this  classic  high  trach- 
eotomy his  incision  should  be  a long  one  and 
left  open,  remembering  that  a small  incision 
is  like  working  through  a funnel,  the  deeper 
you  go  the  narrower  the  bottom,  and  if  you 
are  annoyed  with  bleeding  it  is  hard  to  control 
and  the  blood  drains  directly  into  the  trachea, 
possibly  causing  unnecessary  complications. 

The  interval  between  the  sternohyoid  mus- 
cles is  exposed  and  they  are  drawn  outward, 
as  well  as  the  sternothyroid  muscle.  The  isth- 
mus of  the  thyroid  gland  is  exposed  and  push- 
ed out  of  your  way  either  upward  or  down- 
ward or,  if  very  large,  the  isthmus  is  divided, 
pushing  away  any  veins  of  the  inferior  thyroid 
plexus,  the  trachea  is  exposed  and  all  bleed- 
ing points  ligated.  At  this  point,  in  order  to 
abolish  the  annoying  cough  after  the  trachea 
has  been  opened,  some  advocate  the  injection 
of  cocain  into  the  trachea.  To  do  this  is  to 
abolish  a very  valuable  aid  in  ridding  the 
larynx  and  trachea  of  thick  mucus,  for  all  the 
mucus  coughed  into  the  operator’s  face  for 
a few  seconds  is  just  that  much  less  for  the 
patient  to  aspirate  as  a possible  cause  of 
lung  abscess  or  pneumonia.  After  all  bleed- 
ing points  are  ligated,  the  third,  fourth  and 
fifth  rings  of  the  trachea  are  opened  and  the 
proper  tube  inserted,  being  careful  to  make  one 
incision  in  the  trachea  in  the  median  line,  not 
to  cut  the  posterior  wall,  and  do  not  stop  when 
you  first  hear  the  hiss  of  air  and  try  to  en- 
large your  tracheal  opening  with  dilators,  for 
you  will  only  cause  damage  by  ripping  the 
trachea.  The  cricoid  cartilage  should  never 
be  cut  as  it  is  the  only  complete  ring  of  the 
trachea.  Some  men  prefer  to  sew  up  the 
wound,  but  in  so  doing  they  run  the  risk  of 
emphysema  and  mediastinal  infection.  A 
transverse  incision  in  the  trachea  invites  a 


danger  by  causing  necrosis  of  the  tracheal 
rings.  The  incision  in  the  trachea  should 
never  be  above  the  second  tracheal  ring.  If 
in  an  emergency  the  larynx  has  been  opened 
above  the  second  ring  to  resuscitate  the  pa- 
tient, the  operation  should  be  continued  lower 
down,  so  as  to  prevent  any  laryngeal  stenosis 
by  improper  placing  of  the  tube,  remember- 
ing that  the  subglottic  region  of  the  larynx 
is  the  narrowest  part  and  does  not  tolerate 
much  trauma. 

The  Proper  Tube : In  all  tracheotomized 
cases  I have  seen  in  adults,  the  tube  was  en- 
tirely too  small,  using  a child’s  tube  in  an 
adult.  No  hospital  should  be  so  poorly  equip- 
ped as  not  to  have  a duplicate  set  of  silver- 
plated  tracheotomy  tubes.  The  majority  of 
tubes  in  hospitals  are  too  small,  and  are  made 
of  aluminum  which  corrodes.  On  account  of 
its  smallness,  if  there  is  much  postoperative 
swelling,  the  tube  will  be  pulled  out  of  the 
trachea  and  the  patient  will  die  of  asphyxia- 
tion. The  hard  rubber  tubes  cannot  be  boiled 
and  should  not  be  used.  These,  as  well  as  the 
aluminum  tubes,  have  a fenestrum  which  is 
useless  and  cause  granulations  to  form. 
Every  case  should  have  a special  nurse  for  48 
hours.  The  room  should  be  warm  and  moist ; 
the  inner  tube  should  be  removed  and  cleaned 
as  often  as  is  necessary,  which  may  be  every 
5 minutes ; the  dressings  should  be  changed  as 
quickly  as  they  are  soiled;  the  entire  tube 
should  be  changed  every  day ; permitting  a 
tube  to  remain  indefinitely  increases  the 
chances  of  infection  and  subjects  the  patient 
to  an  added  risk  which  is  entirely  unnecessary. 

After  a laryngostomy  in  which  there  has 
been  a fibrous  stenosis  of  the  trachea  or 
larynx,  this  portion  of  tracheal  and  laryngeal 
structures  must  be  severed  and  the  wound 
kept  open  until  the  trough  has  been  epiderm- 
ized.  In  the  closure  of  this  opening  I have 
followed  the  technic  of  Dr.  Charles  F.  Nas- 
sau, as  follows:  Under  novocain  anesthesia,  I 
dissect  a tongue  of  skin  and  fat  downward, 
with  its  base  at  the  lower  end  of  the  laryn- 
gostomy opening.  This  should,  of  course,  be 
cut  broader  and  longer  than  appears  to  be 
necessary  on  account  of  shrinkage.  After 
raising  this  flap  and  the  shrinkage  occurs,  it 
will  then  be  only  slightly  wider  than  the  edge 
of  the  opening,  when  you  take  into  account 
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the  uncut  edge.  Make  the  incision  upward  in 
the  median  line  from  the  upper  end  of  the 
opening.  Dissect  the  skin  away  fairly  freely 
from  the  underlying  tissue.  Now  comes  the 
only  part  of  the  operation  from  which  there 
must  be  no  deviation.  The  use  of  catgut  as 
suture  material  in  the  neighborhood  of  the 
opening  is  absolutely  forbidden.  Even 
chromic  gut  must  not  be  used.  Use  straight 
milliners  straw  needles,  sharp  No.  9,  threaded 
with  fine  black  silk,  say  Brainard  and  Arm- 
strong machine  twist  spool  silk  No.  000. 
Bring  your  line  of  sutures  as  close  as  possible 
to  the  base  of  the  turned  up  flap.  Enter  the 
needle  on  the  skin  surface  of  the  base  of  the 
turned  up  flap.  Pick  up  the  edge  of  the  skin 
around  the  opening  and  come  out  on  the  mu- 
cocutaneous surface.  Tie  these  sutures  with 
at  least  3 knots  and  cut  as  close  as  possible  to 
the  knot.  Alternate  the  sutures  on  each  side 
as  you  close  the  opening  from  below  upward. 
It  is  not  necessary  to  use  a mattress  suture. 

As  you  can  readily  understand,  the  proced- 
ure is  analogous  to  an  end-to-end  suture  of  the 
small  intestine  where  you  tie  the  knots  inside 
the  bowel.  Dr.  Clerf  tells  me  that  they  never 
had  any  trouble  with  these  sutures,  nor  have 
the  patients  ever  noticed  that  they  come  out 
although,  of  course,  they  are  cast  off  in  course 
of  time.  These  sutures  should  be  placed  very 
close  together,  making  an  almost  watertight 
junction.  After  the  flap  is  sewed  in  place  it 
is  obvious  that  little  remains  except  to  slide 
the  skin  over  from  each  side  and  suture  in 
the  median  line.  Sometimes  I have  had  to 
make  small  variations  from  the  straight  line 
to  a line  shaped  like  a Y.  That  will  be  the 
least  part  of  the  trouble.  Naturally,  I do  not 
mean  to  use  the  fine  silk  sutures  for  the  super- 
ficial layer  of  stitches,  although  I do  as  a rule 
depend  upon  them  except  for  3 or  4 fine  silk- 
worm gut  sutures  to  take  up  what  little  ten- 
sion there  may  be.  I think  it  is  wise  to  put  in 
2 or  3 very  small  drains.  In  the  event  that 
suppuration  appears  to  be  impending,  under 
no  circumstances  remove  any  of  the  sutures 
but  start  the  use  of  hot  boric  acid  compresses, 
kept  hot  by  a water  bag.  Change  these  com- 
presses every  half  hour  for  24  hours. 

In  recapitulation  or  summary : 

In  neoplastic  stenosis  of  the  larynx  much 
can  be  accomplished  if  the  cases  are  seen  early 


and  it  is  a plea  that  I make  that  in  case  of 
hoarseness  that  has  extended  over  a period  of 
a few  months,  unaccounted  for,  the  patient  is 
entitled  to  a complete  laryngeal  examination,,, 
and  it  is  only  by  such  cooperation  that  we  can 
expect  to  reduce  the  mortality  in  carcinoma  of 
the  larynx,  where  if  recognized  early,  the  re- 
sults for  cure  are  far  better  than  in  any  other 
part  of  the  body. 

Laryngofissure  is  justifiable  in  growth  lim- 
ited to  the  anterior  commissure  or  anterior 
part  of  the  cords,  laryngectomy  in  those  in- 
volving more,  but  still  intrinsic.  Radium  has 
been  of  no  value  in  my  experience. 

In  hyperplastic  stenosis  following  diph- 
theria, is  it  not  better  to  do  a tracheotomy 
than  to  continue  intubations,  thereby  lessening 
traumatism  of  the  larynx? 

In  tracheotomy,  far  better  results  will  fol- 
low if  a low  tracheotomy  is  done,  keeping 
away  from  the  cricoid  cartilage.  If  some  of 
the  above  suggestions  are  carried  out,  much 
will  be  accomplished  in  the  proper  elevation, 
of  the  life-saving  operation  of  tracheotomy 
and  a fewer  number  of  tracheal  stenoses  will 
be  seen.  A timely  tracheotomy,  properly 
done  and  with  proper  postoperative  care,  will 
give  better  functional  results  than  waiting  and 
doing  a quick  tracheotomy  with  possibly  bad 
results. 


Upon  completion  of  his  paper,  Doctor  Or- 
ton, with  permission  of  the  President,  showed 
3 cases,  one  a man  73  years  of  age  on  whom; 
a complete  laryngectomy  had  been  done,  now 
wearing  an  artificial  larynx.  The  second  case, 
that  of  a laryngofissure  done  6 years  ago.  The 
third  case,  a laryngeal  stenosis  for  which  a 
laryngostomy  had  been  performed. 

DISCUSSION. 

Dr.  Walter  B.  Johnson:  I would  like  to  say  a 
word.  It  certainly  is  gratifying  to  have  a mem- 
ber of  our  society  come  here  and  present  a series 
of  cases  such  as  these,  with  such  wonderfully- 
successful  results.  It  is  also  quite  remarkable 
that  he  has  been  able  to  gather  together  this  very 
considerable  number  of  cases.  These  cases  are 
not  so  common.  Among  children,  and  generally 
speaking,  in  our  community,  for  instance,  since' 
1882  we  have  done  some  hundreds  of  intubations: 
of  the  larynx,  and  we  have  never  been  unfortunate 
enough  to  have  a laryngeal  tube  that  could  not 
be  removed  on  account  of  continued  retention, 
neither  have  we  had  at  home  enough  trouble  to 
cause  any  serious  disease  or  death  as  the  result 
of  injury  due  to  the  presence  of  the  tube.  In  the 
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earlier  days  before  it  became  so  easy  to  do  this 
operation — as  it  would  appear  to  be  from  what 
Dr.  Orton  says,  although  I think  most  of  us, 
should  we  have  undertaken  to  do  it,  would  have 
found  out  that  we  were  in  very  great  difficulty — 
we  used  to  operate  directly  on  papilloma.  I op- 
erated successfully  on  a girl  many  years  ago  for 
papilloma  of  the  larynx  and  removed,  in  a num- 
ber of  sessions  a two  dram  vial  of  tissue,  and  she 
has  been  alive  and  well  for  years.  I have  seen  cases 
of  hickory  nut  shells  and  peanuts  lodged  in  the 
larynx  and  have  made  tracheotomies  on  them 
and  have  generally  succeeded  in  getting  the 
foreign  body,  whatever  it  might  have  been,  out 
through  the  laryngeal  opening.  I feel  that  I 
should  certainly  fail  miserably  if  I were  con- 
fronted with  any  such  series  of  cases  and  op- 
erations as  the  Doctor  has  been  confronted  with, 
and  I feel  that  the  thanks  of  this  society  and  his 
community  are  due  the  Doctor  for  the  good  work 
he  has  done  and  for  presenting  this  very  excellent 
paper  and  this  wonderful  exhibit. 

Dr.  Henry  C.  Barkliorn:  It  is  a great  pleasure 
to  discuss  Dr.  Orton's  unusual  paper  on  “Opera- 
tive Laryngology”.  It  is  a pity  Dr.  Tucker  is  not 
here — coming  from  Dr.  Jackson’s  Clinic  with  its 
large  mass  of  material,  with  the  resulting  ability 
to  give  a statistical  summary.  Historically,  we 
all  remember  in  our  student  days,  not  always 
so  very  remote,  the  large  number  of  chronic 
tube  cases  of  tracheotomized  patients  whom 
nobody  was  able  to  decannulize.  This  condition 
no  longer  exists.  By  painstaking  prolonged 
treatment,  such  as  Dr.  Orton  carried  out  in  his 
17  cases,  these  cases  can  be  restored  to  economic 
usefulness  with  good  airways  and  useful  voices. 
Iglauer  was  perhaps  one  of  the  first  to  attack 
this  problem.  He  simply  doubled  a piece  of 
rubber  tubing,  tied  it  at  each  end  to  form  an 
elipse  and  put  it  into  the  larynx  on  a continuous 
string  from  the  mouth  to  the  tracheotomy  wound, 
thus,  by  continuous  pressure,  dilating  the 
laryngeal  stenosis.  While  this  method  was  use- 
ful it  increased  the  hospital  days  of  the  patient 
and  if  the  pressure  became  too  great  caused  new 
ulcerations  and  stenosis.  By  the  various  Orton 
modifications  of  the  Jackson  procedures  the  same 
results  are  obtained  with  less  uncertainty.  In 
papillomas  of  the  larynx  we  have  not  lost  a 
case  and  have  frequently  succeeded  without 
tracheotomy.  We  feel  very  strongly  about  the 
expediency  of  doing  tracheotomies  of  choice  and 
not  of  necessity  and,  of  course,  as  a low  tracheo- 
tomy is  the  only  method  by  which  there  is  any 
hope  of  ultimate  removal  of  the  tube,  the  high 
tracheotomies  should  be  eliminated  from  the  text 
books.  It  is  astonishing  how  little  uproar  and 
confusion  there  can  be  in  a judiciously  timed 
tracheotomy  under  major  surgical  technic. 
Those  cases  of  laryngeal  stenosis  which  we 
are  unable  to  dilate  are  long,  tedious  after- 
treatment  propositions.  An  entire  new  laryn- 
geal passage  must  be  built  around  a large  rub- 
ber tube  and  it  takes  from  G months  to  2 years 
for  a good  firm  epidermized  channel  to  form. 
Then  comes  the  problem  of  the  external  clos- 
ure by  a plastic,  and  even  then,  as  in  one  of 
Dr.  Orton’s  cases,  panic  may  cause  so  much 
spasm  of  the  neck  muscles  and  sucking  in  of 
the  superficial  portion,  which  consists  only  of 
two  layers  of  skin,  that  it  is  necessary  to  reopen 
and  start  all  over  again.  Were  I fated  to  have  a 
carcinoma  at  all,  I would  be  quite  content  to  have 
it  of  the  larynx,  for  it  is  within  a cartilaginous 
box.  Technically,  laryngectomy  is  not  difficult. 
In  the  time  of  Gluck  it  was  a crude  unsurgical 
procedure  but  Crile,  by  his  two-stage  method, 


taught  us  much  and  now  MacKenty  by  his  re- 
finements has  made  a one-stage  operation  feasiloe 
without  immediate  mortality.  It  is  necessary 
only  to  do  as  much  work  as  possible  under  local 
anesthesia  so  that  that  the  other  portion  can  be 
cut  down  to  half  an  hour.  To  block  off  the 
trachea  with  a large  rubber  tube  wound  with 
bismuth  gauze  in  a cone  shaped  manner,  to 
block  off  the  mediastinae  with  iodoform  gauze, 
and  to  pack  off  the  mouth  with  a large  pack, 
just  before  the  final  removal  of  the  entire  larynx, 
is  recommeneded. 

Dr.  Orton’s  results  have  been  very  gratifying 
and  I feel  the  community  is  to  be  congratulated 
on  having  a man  with  the  mental  equipment,  the 
patience  and  the  disposition  to  sacrifice  the  moie 
remunerative  portions  of  our  specialty  so  that 
he  may  have  time  to  study  and  time  to  devote 
to  the  tedious  detail  of  this  most  refined  specialty 
within  a specialty. 


SURGERY  IN  DISEASES  OF  THE 
CHEST. 


Richard  H.  Dieffenbach,  M.D., 
Newark,  N.  J. 

It  is  not  my  intention  to  describe  the 
technic  of  the  various  surgical  procedures 
now  being  employed  by  thoracic  surgons, 
but  simply  to  give  a short  resume  of  those 
operations  which  have  proved  of  value  in 
relieving  and  alleviating  certain  pathologic 
processes  of  the  chest.  This  information  is 
rather  difficult  of  access  and  is'  scattered 
through  many  special  journals  and  has  up  to 
the  present  day  not  been  formulated  and,  in 
many  instances,  not  brought  to  the  atten- 
tion of  the  medical  profession  at  large.  In 
a measure  this  is  fortunate  as  chest  surgery 
is  still  in  its  infancy  and  any  extravagant 
claims  would  only  detract  from  its  useful- 
ness. Advance  lies,  as  in  all  other  depart- 
ments of  medicine  and  surgery,  primarily 
in  a correct  diagnosis  and  then  in  deciding 
on  the  proper  treatment.  True  intrathoracic 
surgery  is  comparatively  rare  and  in  an 
analysis  of  all  opeations  in  New  York  City 
for  the  period  of  one  year  Dr.  Lilienthal 
found  the  ratio  to  be  1 intrathoracic  to 
5000  of  all  other  operations  reported. 

Problems  and  Difficulties. 

In  the  beginning,  the  greatest  obstacle  to  ex- 
ploring the  chest  was  lung  collapse  and  medi- 
astinal flutter  or  flapping  resulting  from  the 
open  pneumothorax.  A variety  of  apparatus 
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has  been  devised — some  very  cumbersome 
and  intricate  and  in  the  main  almost 
prohibitive  in  cost.  Latterly  this  has 
been  overcome  by  simple  intrapharyn- 
geal  insufflation  anesthesia.  This  is  quite 
satisfactory  for  practically  all  surgical 
intrathoracic  procedures,  the  collapsed  lung 
being  very  readily  expanded  by  hold- 
ing the  patient’s  mouth  tightly  closed 
and  increasing  the  pressure  in  the  anes- 
thesia apparatus.  Seven  millimeters  of 
mercury  negative  pressure  will  hold  the 
lung  to  the  chest  wall.  Care  must  there- 
fore be  exercised  in  raising  the  positive 
intrapulmonary  pressure  as  a rupture  with 
subcutaneous  emphysema  may  result.  Lat- 
terly local  anesthesia  has  been  employed  to 
a great  extent  and  there  has  consequently 
been  less  anxiety  about  lung  collapse.  I 
will  again  revert  to  this  under  anesthesia. 
Among  other  problems  of  chest  surgery,  is 
the  patient’s  general  condition,  which  is 
usually  very  poor.  Transfusions  are  fre- 
quently indicated  and  should  not  be  done 
too  late.  Postoperative  pulmonary  hemor- 
rhage is  another,  but  can  usually  be  readily 
controlled  by  packing  the  lung  through  the 
chest  wound.  Preventing  generalized  pleu- 
ral infection  will  be  touched  on  under 
asepsis. 

Asepsis  and  Anesthesia. 

The  aseptic  precautions  here  are  as  else- 
where in  surgery.  The  pleura  is  less  resist- 
ent  to  infection  than  the  peritoneum  and  a 
free  pleural  cavity  cannot  be  walled  off.  In 
the  abdomen,  coils  of  intestines  will  rapidly 
adhere  and  keep  an  abscess  localized.  In 
the  pleural  cavity,  there  is  no  walling  off 
unless  the  pleural  leaves  are  adherent  or 
are  made  so  by  a two-stage  procedure.  Be- 
sides this,  we  have  the  very  serious,  nearly 
always  fatal  mediastinitis  to  bear  in  mind. 
Under  this  heading  let  me  sound  a warning : 
Never  aspirate  a lung  abscess  unless  you 
are  prepared  to  operate  and  drain  the  same 
shortly.  The  bacteria  in  a lung  abscess  are 
very  virulent,  mainly  anaerobic  and  liable 
to  cause  severe  and  frequently  fatal  infec- 
tions anywhere  along  the  tract  of  the 
needle.. 

Wherever  possible,  local  anesthesia  should 
be  p-iven  the  preference.  Gas-oxygen  may 


be  used  as  an  adjuvant.  Under  paraverte- 
bral block,  very  extensive  rib  resections 
may  be  made.  The  surgeon  is  not  hurried. 
The  patient  can  cooperate  in  holding  his. 
breath  and  blowing  out  his  lung  and,  most 
important  of  all,  the  cough  reflex  is  not 
eliminated.  I know  that  I have  operated 
several  times  under  local  anesthesia  suc- 
cessfully when  a general  would  have  been 
fatal. 

Empyema. 

Incision  and  drainage  of  the  so-called 
acute  empyema  is  probably  one  of  the  old- 
est surgical  procedures  known.  Everyone 
is  familiar  with  it  and  I will  say  little  con- 
cerning it  except  as  a warning.  Before  do- 
ing a thoracotomy  be  certain  that  all  the 
pneumonia  has  subsided,  that  the  pleural 
adhesions  are  firm  enough  so  that  a local- 
ized empyema  will  not  develop  into  a gen- 
eral one  and  that  the  mediastinum  is  fairly 
well  fixed.  We  all  have  a tendency  to  con- 
sider the  mechanical  effect  of  the  fluid  on 
respiration  and  overlook  the  toxic  element 
of  dyspnea.  Many  an  individual  is  quite 
active  and  leads  a useful  life  with  less  than 
one  lung  functioning  provided  there  are  no 
active  bacteria  present  producing  toxins. 
On  the  whole,  I should  say  most  empyemas 
are  drained  too  early.  Personally  I have 
seldom  used  the  closed  method.  If,  while 
the  pulmonary  process  is  still  active,  the 
pressure,  gauged  by  cardiac  displacement, 
x-ray  and  dyspnea,  seems  too  great,  I em- 
ploy aspiration  and  repeat  it  when  neces- 
sary. To  know  when  to  drain  often  re- 
quires nice  judgment  and  I know  of  no  fixed 
rule  to  follow.  We  must  take  into  con- 
sideration the  amount  and  the  character  of 
the  fluid,  the  type  of  the  organism,  and 
remember  that  early  effusions  are  fre- 
quently protective  and  that  many  reabsorb. 
Above  all,  be  certain  that  all  the  pneu- 
monitis has  subsided  before  attempting  any 
radical  measure. 

In  chronic  empyemas,  the  treatment  is 
governed  by  the  size  of  the  cavity,  the  in- 
fecting agent,  the  presence  or  absence  of 
bronchial  fistula,  condition  of  lung,  and 
duration  of  disease.  Small  cavities  may  be 
closed  and  large  ones  diminished  in  size  by 
causing  reexpansion  of  lung  tissue.  Fre- 
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quently,  irrigation  by  Dakin’s  solution  with 
blowing  exercises  will  be  all  that  is  neces- 
sary to  effect  this.  Before  employing  ir- 
rigation one  must  be  certain  that  no  bron- 
chial fistula  exists.  When  the  limit  of  use- 
fulness of  these  simple  methods  has  been 
reached  the  lung  may  be  decorticated,  and 
if  normal  it  will  reexpand  even  after  being 
collapsed  for  a considerable  period  of  time, 
or  some  plastic  chest  wall-collapsing  opera- 
tion can  be  planned  to  obliterate  the  cavity. 
This  is  best  done  in  several  stages  and 
under  local  anesthesia,  as  the  patients  are 
poor  surgical  risks.  It  is  essential  that  the 
size  and  shape  of  the  cavity  be  definitely 
known.  Injecting  bismuth  with  cotton  seed 
oil  followed  by  an  x-ray  will  give  the  need- 
ed information. 

Bronchiectasis,  Lung  Abscess  and 
Gangrene. 

Sharp,  clear,  definite  distinction  cannot 
be  drawn  between  these  processes.  They 
shade  into  one  another  and  one  is  frequently 
associated  with  or  may  supervene  another. 

All  cases  of  lung  abscess  should  be  first 
treated  by  postural  drainage,  rest,  fresh  air, 
endoscopy  and  possibly  pneumothorax. 
Endoscopic  drainage,  irrigation,  and  local 
treatment  often  give  brillant  results  es- 
pecially, in  my  opinion,  if  the  abscess  re- 
sults from  aspiration.  If  there  is  no  im- 
provement, these  measures  should  not  be 
persisted  in  too  long  and  myocardial  de- 
generation, amyloid  disease  or  albuminuria, 
allowed  to  develop.  A complicating  em- 
pyema demands  immediate  surgical  inter- 
vention, namely,  drainage  of  the  empyema 
and  later,  if  necessary,  of  the  abscess.  Con- 
trary to  expectation,  my  best  results  have 
been  in  this  type  of  case. 

The  surgical  procedure  at  present  giving 
the  best  results  in  lung  abscess  is  one  de- 
vised by  Evarts  Graham,  of  St.  Louis.  The 
abscess  is  located  and  portions  of  sections 
of  three  or  more  ribs  resected  over  the  af- 
fected area.  It  is  essential  that  the  pleural 
leaves  be  adherent  to  prevent  empyema. 
Fortunately  this  is  usually  the  case.  If  not, 
they  must  be  sutured  and  the  abscess 
opened  or  made  to  adhere  by  means  of  a 
two-  tage  < peration.  So  far  the  technic 
is  common  to  most  methods.  Graham, 


however,  opens  and  destroys  the  abscess 
by  using  heavy  plumbers’  soldering  irons, 
heated  cherry  red.  He  has  had  very  good 
results.  Not  too  much  must  be  done  at 
one  sitting.  Anesthesia  is  required  for  the 
chest  wall  section  only.  Subsequent  lung 
cauterizations  are  painless.  One  is  tempted 
to  cauterize  too  much  and  too  frequently. 
Two  weeks  or  more  should  intervene.  The 
cavity  is  lightly  packed  with  gauze. 

Bronchiectasis  should  first  be  treated 
conservatively,  as  laid  down  under  lung  ab- 
scess. If  there  is  no  improvement  and  the 
disease  is  unilateral  or  confined  to  one  lobe, 
pneumothorax  or  surgical  collapse  may  be 
offered.  Another  procedure  is  partial  pneu- 
monectomy or  lobectomy.  Both  have  a 
high  mortality.  Graham’s  slow  cauteriza- 
tion offers  the  best  outlook.  With  dia- 
thermy, I have  had  no  experience.  It  may 
be  superfluous  to  state  that  bilateral  and 
extensive  bronchiectases  are  beyond  sur- 
gical help.  Gangrene  has  a very  gloomy 
prognosis  and  when  diagnosed  and  localized 
may  be  treated  similarly  to  abscess. 

Intrathoracic  Tumors. 

The  chest  cavity  is  a silent  region  and 
tumors  when  sufficiently  large  to  produce 
symptoms  are  usually  too  extensive  for  re- 
moval. Provided  an  early  diagnosis  can  be 
made  and  the  tumor  removed,  the  prognosis 
is  favorable,  since  metastasis  are  late  in  de- 
veloping. X-ray  and  radium  may  be  used 
as  palliative  measures.  The  resulting 
fibrosis  must  be  considered  as  it  may  cause 
marked  displacement  of  the  heart. 

Carcinoma  of  the  Esophagus. 

This  still  presents  a very  discouraging 
outlook.  A few  cases  have  been  operated 
upon  with  moderate  success.  Rovsing, 
Torek,  Meyer,  Lilienthal,  Headblom  and 
Eggers  have  reported  successful  extirpa- 
tions. More  work  must  be  done  by  the 
surgeon  in  this  field.  As  Dr.  Meltzer, 
speaking  before  the  New  York  Society  for 
Thoracic  Surgery,  said  concerning  carcin- 
oma of  the  esophagus,  “More  of  these  pa- 
tients should  be  referred  to  the  surgeon  for 
operation.  How  will  the  surgeons  ever 
make  progress  if  you  deny  them  the  ma- 
terial on  which  and  with  which  to  gain 
experience”  ? 
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Chest  Wall  Tumors. 

These  should  be  lemoved  surgically  as 
soon  as  diagnosed.  Underlying  adherent 
lung  and  pericardium  freely  resected.  Ihe 
great  difficulty  lies  in  the  ultimate  closure 
and  plastic  readjustment  of  the  bony  defect. 

Purulent  Pericarditis. 

If  aspiration  does  not  afford  sufficient  re- 
lief and  improvement,  operation  is  indicated. 
This  should  be  done  early  and  ample  drain- 
age provided.  The  pericardial  sac  has  on 
several  occasions  been  successfully  irrigated 
with  Dakin’s  solution. 

Heart. 

Many  wounds  of  the  heart  have  been  re- 
paired. Care  must  be  taken  in  manipula- 
tion so  as  not  to  kink  the  great  vessels. 
Latterly,  experimental  work  has  been  in- 
stituted with  the  view  of  attacking  the  con- 
stricted mitral  valve  in  stenosis.  One  case 
in  a child  has  been  reported  as  successfully 
operated  on  and  improved.  There  may  be 
other  cases  which  have  escaped  my  notice. 

Unilateral  Tuberculosis. 

Cases  in  whch  artificial  pneumothorax  is 
indicated  but  impossible  of  performance  on 
account  of  pleural  adhesions,  may  have  an 
extrapleural  thoracoplasty  performed,  re- 
sulting in  a permanent  collapse.  These 

cases  must  be  carefully  selected.  They 
should  be  old,  chronic  cases  in  which 
all  other  therapeutic  measures  have  failed 
to  bring  about  an  arrest  of  the  disease,  and 
the  lesion  must  be  unilateral. 

Injuries  of  the  Chest  and  Contents. 

These  must  be  treated  individually.  Open 
pneumothorax  should  be  closed.  Tension 
pneumothorax  should  be  tapped  by  insert- 
ing a needle  and  relieving  the  positive  pres- 
sure. Hemothorax,  if  not  large,  and  slow 
in  accumulating,  may  be  treated  expectantly 
and  later  the  unabsorbed  fluid  blood  aspi- 
rated. A rapidly  filling  hemothorax  should 
be  explored  and  the  hemorrhage  controlled. 
Time  is  too  short  to  discuss  every  tramatic 
possibility. 

Foreign  Bodies. 

If  aspirated,  they  should  be  removed  by 
oral  endoscopy.  If  entering  through  the 
chest  wall,  they  should  be,  as  a rule,  remov- 
ed through  an  exploratory  incision  after 


careful  x-ray  localization.  Usually,  a 
foreign  body  may  be  safely  removed  no 
matter  where  located. 

Conclusion. 

The  diagnosis  of  chest  disease  requires 
the  close  cooperation  of  internist,  roentgen- 
ologist, endoscopist,  and  surgeon.  Many 
cases  are  very  obscure  and  only  in  this  way 
will  progress  be  made.  In  closing  I wish  to 
bring  to  your  attention  exploratory  thor- 
acotomy. If  after  exhausting  all  diagnostic 
measures  and  means  we  are  still  in  doubt 
and  feel  that  we  are  confronted  with  a pro- 
cess amenable  to  surgical  treatment,  we  are, 
in  my  opinion,  justified  in  offering  the  pa- 
tient an  exploratory  thoracotomy.  We  all, 
or  at  least  a great  majority,  favor  explora- 
tory celiotomy  in  obscure  abdominal  lesions. 
The  risk  and  shock  of  exploratory  thor- 
acotomy is  little  if  any  greater  provided  you 
do  nothing  more.  This  procedure,  if  ju- 
diciously employed,  not  as  a short  cut  to 
diagnosis,  but  after  all  means  of  diagnosis 
have  been  exhausted,  will,  in  my  opinion, 
prove  to  be  of  as  great  a benefit  to  those 
suffering  with  obscure  disease  of  the  chest 
as  exploratory  celiotomy  has  been  to  those 
with  obscure  abdominal  disease. 

DISCUSSION. 

Dr.  Francis  R.  Haussling:  Mr.  President,  I 

think  Dr.  Dieffenbach  deserves  a great  deal  of 
credit  for  the  interest  he  has  shown  in  this  very- 
disappointing  field  of  surgery.  I think  he  should 
be  encouraged.  Since  he  has  gone  into  this  line 
of  work  more  extensively,  I have  referred  all  my 
cases  to  him,  because  I feel  that  in  the  long  run 
the  patient  has  a greater  chance  of  life  and 
health  under  the  care  of  a man  who  is  devoting 
himself  more  or  less  entirely  to  this  field  of  sur- 
gery. 

It  is  only  on  rare  occasions  that  we  have  the 
opportunity  of  listening  to  a paper  on  this  sub- 
ject, in  which  comparatively  few  men  are  deeply 
interested,  and  fewer  of  them  have  enough  ma- 
terial on  which  to  base  a paper.  Chest  surgery 
got  its  first  marked  impetus  almost  a quarter  of 
a century  ago,  in  1903-1904.  In  Breslau,  I saw 
von  Mikulicz  perform  his  first  operation  on  a hu- 
man being,  in  the  Sauerbruch  negative  pressure 
cabinet.  That  was  almost  25  years  ago,  and 
progress  has  been  comparatively  slow  since  that 
time.  The  most  important  factors,  to  my  mind, 
in  reducing  the  mortality,  have  been  three.  The 
first  of  these  has  been  the  method  of  administer- 
ing the  anesthetic;  the  second,  the  stage  op- 
eration, and  the  third  the  gradually  increasing 
number  of  men  of  marked  ability  who  have  be- 
come interested  in  the  subject. 

In  so  far  as  the  administration  of  the  anes- 
thetic is  concerned,  this  has  been  a great  factor, 
and  especially  if  you  do  these  operations  in  stages. 
Many  of  them  can  be  done  under  local  anes- 
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thesia.  Novocain  can  be  used  in  large  quantities, 
with  practically  no  toxic  effect.  The  stage  opera- 
tion, of  course,  has  added  a great  deal  to  the  re- 
duction of  mortality.  I think  that  we  can  all 
remember  the  terrific  mortality  occurring  just  in 
one  class  of  cases, — chronic  empyema, — in  which 
•the  SchSde  operation  or  the  Estlander  operation 
was  performed,  as  compared  with  the  marked  re- 
duction in  mortality  by  applying  the  stage  op- 
eration, doing  a little  at  a time,  donig  it  in  2,  3, 
or  more  stages.  I did  a considerable  number  of 
these  operations  over  a period  of  years  in  very 
small  stages,  and  have  had  no  deaths.  It  is  quite 
a contrast. 

In  regard  to  hemothorax,  what  the  doctor  said 
is  so — that  hemothorax,  traumatic  hemothorax 
had  better  be  explored,  if  rapid  and  extensive  in 
forming,  but  many  of  these  cases  are  slow  in 
forming,  and  some  10  years  ago  the  then  County 
Physician  of  Essex  County  asked  me  why  we 
surgeons  didn’t  take  the  blood  out  of  the  chest 
by  aspiration  in  these  patients.  That  he  had 
autoposied  6 or  7 cases  that  had  no  other  trau- 
matic lesion,  but  a chest  full  of  blood.  I said  we 
would  do  it,  and  since  that  time  I am  sure  we 
have  reduced  the  mortality,  because  we  haven’t 
heard  of  these  patients  dying  with  this  single 
lesion,  and  we  should  have  heard,  because  we  are 
always  told  what  they  find  at  autopsy.  This  will 
be  true  to  an  even  greater  extent  now  in  Newark 
since  our  pathologist  at  the  Newark  City  Hospi- 
tal is  also  County  Physician. 

The  Doctor  sounds  a note  of  warning  in  regard 
to  the  virulence  of  the  bacteria  found  in  lung 
abscess.  This  is  very  true.  I want  to  add  to 
this  another  warning  on  aspiration,  In  infants 
and  small  children,  it  is  a short  distance  from  the 
external  chest  wall  and  through  the  diaphgram 
into  the  peritoneal  cavity  in  case  there  is  no  fluid 
present,  in  the  pleura.  A case  in  point:  A child 
was  transferred  to  our  service  from  the  Medical 
Service  in  Newark  City  Flospital — transferred  with 
a diagnosis  of  empyema,  on  the  strength  of  the 
physical  findings,  and  pus  on  aspiration.  At  op- 
eration, we  found  no  pus  in  the  pleural  cavity, 
but  a puncture  could  be  seen  in  the  diaphragm. 
Wound  was  closed  without  drainage.  We  then 
evacuated  about  a quart  of  pneumococcus  pus 
through  an  abdominal  incision.  The  child  re- 
covered in  spite  of  the  surgeon,  and  the  pleura 
was  not  infected  in  spite  of  the  2 punctures 
through  the  pleura  into  the  abdomen. 

In  discussing  intrathoracic  tumors,  the  Doctor 
said  that  intrathoracic  tumors  occurring  in  the 
chest  cavity  are  usually  not  sufficiently  extensive 
to  cause  marked  symptoms.  I think  that  is  true. 
It  is  only  when  tumors  in  the  chest  involve  or 
press  on  vital  structures,  that  we  begin  to  get 
marked  symptoms.  I think  diagnosis  can  be 
arrived  at  a little  earlier  if  there  are  2 points 
borne  in  mind:  One,  that  any  persistent,  deep- 

seated  pain  in  the  chest  or  along  the  intercostal 
nerves,  or  even  on  the  abdominal  wall  as  low  as 
the  appendix,  accompanied  by  tenderness,  war- 
rants a diagnostic  x-ray,  and  if  the  x-ray  shows 
nothing,  and  the  pain  persists,  a repitition  of  the 
x-ray.  I think  that  applies  to  all  surgery.  We 
all  rush  to  diagnostic  x-ray,  but  very  few  of  us 
think  of  having  repeated  x-ray  if  the  pain  per- 
sists. I think  in  this  way  we  can  probably  ar- 
rive at  a diagnosis  a little  earlier. 

A few  words  about  deep  x-ray  therapy.  As  I 
see  it,  deep  x-ray  therapy  of  course  cannot  take 
the  place  of  exploratory  operation  in  doubtful 
chest  cases.  In  my  opinion,  surgery  should  be 
the  method  of  choice,  if  there  is  any  possibility 
of  removing  the  tumor,  followed  by  deep  x-ray 


therapy.  If  the  tumor  is  absolutely  inoperable, 
of  course,  deep  x-ray  therapy  should  be  used. 
We  all  know  that  with  deep  x-ray  therapy,  intra- 
abdominal tumors  disappear  in  a most  marvelous 
manner,  but  we  should  always  be  very  guarded 
in  our  prognosis,  even  though  the  x-ray  shows  a 
lesion  and  the  patient  no  longer  has  subjective 
symptoms,  because  these  tumors  have  a habit 
of  recurring  in  just  as  mysterious  a fashion,  and 
most  of  them  do  recur. 

Dr.  Poliak:  Mr.  President,  the  essayist,  in  his 
very  able  summation,  said  that  this  was  largely 
a paper  for  the  surgeon,  but  he  said,  likewise,  it 
was  indicated  that  the  surgeon  and  the  internist 
should  agree  upon  this  subject.  I am  not  talk- 
ing about  chest  surgery  in  general,  but  I desire 
to  say  a word  about  chest  surgery,  in  so  far  as 
it  applies  to  tuberculosis  and  to  bronchiectasis. 

I believe  it  was  a physician,  Brauer  of  Ham- 
burg, who  was  first  induced  to  do  chest  surgery, 
and  how  successful  he  has  been,  can  be  cor- 
roborated by  the  thousands  and  thousands  of 
artificial  pneumothoraces,  that  have  been  em- 
ployed with  so  much  success. 

I believe  that  there  is  an  erroneous  impression 
among  the  profession,  generally,  in  so  far  as  tu- 
berculosis is  concerned,  when  the  profession 
throw  up  their  hands  and  say  that  nothing  can 
be  done.  I think  this  is  an  attitude  which  is 
incorrect,  and  I believe  that  the  time  has  arrived 
when  we  ought  not  to  say,  or  we  ought  not  to 
permit  any  one  to  say  that  nothing  can  be  done 
for  the  tuberculous.  We  have  seen  a tremendous 
amount  of  successful  surgery  done  in  tuberculosis, 
usually  of  the  unilateral  type.  The  Doctor  may 
be  correct  when  he  says  that  it  is  questionable 
whether  there  is  any  tuberculosis  which  is  of 
unilateral  type,  but  when  we  speak  of  unilateral 
type,  we  mean  that  type  where  there  is  manifest 
disease  on  the  one  side,  and  the  other  side  is 
practically  clear,  or  where  there  are  no  evidences 
of  symptomatology. 

We  have  seen  some  very  wonderful  success  in 
regard  to  bronchiectasis.  While  it  is  true  that 
during  the  last  year  we  have  had  4 cases  operated 
upon,  2 of  bilateral  bronchiectasis,  the  one  more 
advanced  in  the  one  side  than  the  other,  children 
who  had  been  erroneously  diagnosed  as  tubercu- 
lous, who  had  been  sent  to  the  institution,  have 
been  kept  under  observation  until  we  were  fairly 
convinced  that  there  was  no  tuberculosis  but 
that  we  were  dealing  with  a bronchiectasis. 
In  2 of  these  cases  we  had  some  result  for  2 
or  3 months  after  the  entire  removal  of  the  lobes; 
in  other  words,  a lobectomy  was  done.  The 
children  did  very  well  immediately  after  the 
operation,  but  died  a month  or  two  later,  very 
likely  due  to  some  causes  resulting  from  the 
after  effects  of  the  operation.  However,  in  2 
cases  of  bronchiectasis  that  were  operated  upon 
by  the  complete  compression  done  by  the  two- 
stage  method,  the  children  have  entirely  re- 
covered. 

It  is  true  that  in  surgery  as  applied  to  tuber- 
culosis, the  results  are  not  generally  known,  and 
yet  the  results  at  the  Walter  Reed  Hospital,  by 
Lambert  and  Miller,  the  splendid  results  of 
Brauer,  Neumann  and  Sauerbruch  are  very  en- 
couraging. 

Apropos  of  that  it  might  be  said  that  the 
Doctor  did  not  mention  a certain  operation  which 
is  used  in  connection  with  this  work,  which  is 
very  simple.  In  the  cases  where  pneumothorax 
cannot  be  employed,  the  operation  of  phrenico- 
tomy  is  now  employed  very  successfully.  The 
operation  is  very  simple.  I saw  Neumann  and 
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Sauerbruch  do  it  last  year.  They  cut  down  to 
the  phrenic  nerve,  catch  it  on  the  hemostat  until 
they  hear  the  nerve  fracture  and  then  there  is 
heard  a sudden  collapse  of  the  diaphragm.  Many 
German  and  Swiss  surgeons  have  attempted  to  do 
this  with  success.  I saw  2 of  them  performed  by 
Jacobius,  and  it  was  very  interesting.  Those  are 
operations  where,  by  reason  of  their  adhesions, 
an  endoscope  is  introduced  into  the  chest  cavity 
and  these  adhesions  are  burned  out,  or,  so  to 
speak,  cut  down,  and  after  that  operation,  pneu- 
mothorax can  be  applied  and  compression  ac- 
complished. 

I believe  we  are  facing  a new  era  in  surgery. 
I believe  that  the  consumptive  and  the  more  un- 
fortunate individual  who  is  afflicted  with  bron- 
chiectasis has  a hopeful  future  because  of  chest 
surgery,  and  I am  firmly  of  the  conviction  that  as 
the  efficacy  of  chest  surgery  becomes  better  rec- 
ognized and  realized,  the  consumptive  and  the 
bronchiectatic  and  others  will  benefit  by  reason 
of  our  knowledge. 

Dr.  Ernest  A.  May:  Dr.  Dieffenbach  and  Dr. 

Haussling  have  mentioned  the  value  of  the  x-ray 
and  radium  therapy  in  these  conditions  of  the 
chest.  In  this  field,  where  surgery  is  still  in  its 
infancy,  radiation  therapy  is  of  comparatively 
great  value,  and  I am  very  sure  as  soon  as  sur- 
gery is  more  experienced  in  procedures  in  the 
chest  and  operative  measures,  that  the  coopera- 
tion of  the  surgeon  and  the  roentgenologist  will 
be  of  great  importance. 

It  might  be  of  interest,  from  the  standpoint  of 
the  roentgenologist,  to  give  a brief  resume  of 
what  the  indications  are  and  what  results  can  be 
expected  in  deep-ray  therapy  of  the  chest.  The 
results  are  not  as  discouraging  as,  for  instance, 
in  cancer  of  the  bladder,  as  we  heard  yesterday. 
On  the  other  hand,  one  must  not  expect  too  much 
in  advanced  cases.  The  value  of  deep-ray  therapy 
is  limited,  as  every  other  method  is  limited.  It 
offers  only  palliative  results  in  hopeless  cases. 

There  has  been  a great  deal  of  over  enthusiasm 
in  deep-ray  therapy,  as  was  the  case  with  every 
new  method  of  therapy  in  medicine,  but  as  we  are 
now  passing  this  stage,  we  are  able  to  draw  the 
lines  of  indications  much  clearer. 

When  speaking  about  radiation  therapy,  we  are 
mostly  interested  in  the  malignancies.  Sarcomas, 
which  occur  primarily  in  the  lungs,  bronchi, 
pleura  and  mediastinum,  or  secondarily  in  the 
lungs  as  an  early  metastasis,  often  yield  well  to 
irradiation.  Even  permanent  cures  have  been 
described.  Primary  carcinoma  of  the  lung  re- 
acts comparatively  well;  although  many  cases 
cannot  be  cured,  yet  the  progress  of  the  disease 
can  be  arrested  for  some  length  of  time  and  the 
patient  can  be  given  more  comfort.  It  is  easy 
to  understand  that  in  cases  of  secondary  growths 
of  the  chest,  the  primary  lesion  should  be  given 
most  careful  attention,  for  we  often  find  that  after 
elimination  of  the  primary  tumor,  the  metastasis 
shrinks  without  treatment. 

Here  I would  like  to  remind  you  that  sarcoma 
and  sometimes  carcinoma  often  send  very  early 
metastases  to  the  lung.  In  every  case  of  malig- 
nancy, I therefore  make  it  a practice  to  have  the 
lungs  radiographed,  and  thus  avoid  unpleasant 
surprises.  In  doubtful  cases,  such  an  x-ray  often 
clears  the  question  of  diagnosis. 

It  is  in  the  field  of  mediastinal  tumors  that 
roentgen  therapy  gives  grea.t  satisfaction.  Who- 
ever has  witnessed  the  decrease  in  size  of  such 
tumors,  in  particular  lymphosarcoma  and  lym- 
phogranuloma, however  large  they  may  be,  and 


has  seen  how  within  a short  time  these  masses 
melt  away,  and  how  the  dyspneic  patient  re- 
covers his  old  vitality,  will  always  return  to  this 
method  of  treatment.  I am  very  sure  that  after 
a time  the  procedure  will  be  such  that  the  so- 
called  inoperable  tumor  will  be  first  treated  by 
x-ray  and  then  be  operated  upon  by  the  surgeon. 
In  a goodly  number  of  cases  the  results  are  per- 
manent, but  in  others  recurrence  happens,  and' 
in  those  the  prognosis  is  poor.  Further  radia- 
tion is  only  palliative  in  such  cases. 

In  cancer  of  the  esophagus,  no  permanent 
cures  have  been  described  beyond  a period  of 
7 to  10  years.  Unfortunately,  surgery  has  also 
shown  only  a very  few  good  results.  Naturally, 
whether  the  patient  is  treated  with  the  rays  or 
not,  the  indication  for  gastrostomy  in  cases  of 
stricture  remains  the  same.  In  the  majority  of 
cases  it  is  possible  to  relieve  these  symptoms  of 
stricture  through  irrigation  with  roentgen  or  ra- 
dium rays  through  a longer  period  of  time;  in 
some  cases  for  years.  I myself  have  treated 
several,  some  with  complete  obstruction,  who 
were  able  to  swallow  after  treatment  and  re- 
mained in  this  condition  up  to  death,  in  good 
comfort.  Nevertheless,  I would  advise  gastro- 
stomy in  all  cases  for  several  reasons. 

Another  condition  in  which  the  roentgen 
therapy  proves  to  be  invaluable  is  the  thymus 
hyperplasia  of  infants.  Shortly  after  irradiation, 
the  dyspneic  symptoms  begin  to  decrease  and 
with  every  day  one  can  follow  the  decrease  in 
size  of  the  thymus  shadow  in  the  x-ray  picture. 
Here  is  really  a field  where  roentgen  therapy  can 
be  considered  as  a life-saving  procedure. 

In  the  treatment  of  tubercular  glands  the 
roentgen  rays  remain  the  most  valuable  thera- 
peutic measure.  The  infiltrated  glands  disappear 
and  the  degenerated  and  infected  ones  heal  up 
much  quicker  and  without  the  extreme  scarring 
of  untreated  cases.  Even  in  pulmonary  tubercu- 
losis, roentgen  treatment  has  proved  to  be  of 
value  as  an  aid  to  the  usual  treatment.  The 
best  cases  are  the  slowly  progressing,  the  sta- 
tionary, and  those  that  tend  to  latency  and  also 
the  cirrhotic.  Cavities  are  no  contraindication. 
Excluded  from  this  treatment  are  only  the  rapidly 
progressing,  the  pneumonic,  exudative,  and 
all  the  acute  progressive  productive  forms.  In 
the  tuberculosis  of  the  ribs,  sternum  and  spinal 
column,  roentgen  therapy  is  a valuable  thera- 
peutic adjunct;  also  some  forms  of  asthmatic 
bronchitis,  whooping  cough,  and  last  but  not 
least,  pneumonia,  respond  to  the  irradiation. 

You  will  see  from  this  short  and  incomplete 
description,  that  radiation  therapy  in  the  last  10 
years  has  assumed  large  proportions  in  the 
therapy  of  diseases  of  the  chest. 

One  more  thing  I again  want  to  point  out  is 
that  close  cooperation  between  the  surgeon,  clini- 
cian and  the  roentgenologist  is  of  very  great 
importance. 

Dr.  Dieffenbach:  I want  to  thank  the  gentle- 

men for  their  discussion  of  my  paper.  I think 
the  great  difficulty  is  that  the  subject  I chose 
is  a little  too  broad  for  the  time  allowed  here. 
I am  very  grateful  to  Dr.  Poliak  for  bringing 
out  some  points  which  I did  not  touch  upon.  To 
describe  every  method  of  procedure,  I feared 
would  make  the  paper  too  long  and  tiresome.  I 
also  want  to  thank  the  Doctor  for  his  enthusiasm 
in  describing  some  of  the  results.  I felt  that  if  I 
said  that  much,  it  might  create  the  impression 
of  over  enthusiasm. 
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SOME  OBSERVATIONS  CONCERNING 
HYPERTENSION. 


Thomas  K.  Lewis,  M.D., 

Such  terms  as  hypertension,  arterio- 
sclerosis, hypertensive  cardiovascular  dis- 
ease, cardiorenal  disease,  etc.,  are  unsatis- 
factory and  confusing;  and  just  as  unsatis- 
factory and  confused  is  our  knowledge  of 
the  condition  or,  rather,  group  of  conditions, 
to  which  such  nomenclature  is  applied.  As 
a matter  of  fact,  we  do  not  know  anything 
very  definite,  that  is,  with  scientific  ac- 
curacy, about  the  subject  as  a whole.  Many 
keener  observers  and  vastly  more  authorita- 
tive essayists  than  the  author  of  this  paper 
have  failed  to  clear  up  the  muddle  and  carry 
conviction  in  this  subject.  Therefore,  it  was 
with  no  thought  of  coining  terminology  or 
solving  any  problems,  that  this  paper  was 
written.  We  are  attempting  to  discuss 
hypertension  not  as  a disease  but  as  a phe- 
nomenon of  timely  interest  to  every  one  in 
the  practice  of  medicine.  The  alarming  in- 
crease in  the  occurrence  of  hypertension 
among  individuals  of  early  middle  life,  to- 
gether with  the  numerous  tragedies,  result- 
ing from  arterial  disease,  among  our  most 
valuable  citizens  are  facts  demanding  our 
careful  attention.  Having  had  the  oppor- 
tunity of  contact  with  a very  great  number 
of  cases  presenting  hypertension,  it  was  the 
purpose  of  the  author,  in  writing  this  paper, 
to  attempt  to  draw  some  practical  conclu- 
sions from  his  observations  that  may  be  of 
value  in  managing  patients  presenting  this 
phenomenon  or  symptom. 

Whether  hypertension  is  cause  or  is  re- 
sult, in  what  we  shall  broadly  term  arterial 
disease,  one  thing  is  certain,  namely,  that 
long-standing  high  blood  pressure  does  re- 
sult in  the  production  of  arterial  changes. 
Investigation  of  the  reports  of  experimental 
pathologists  reveals  the  fact  that  the  con- 
clusion is  practically  unanimous,  among 
such  workers,  that  continued  elevation  of 
blood  pressure  results  in  damaging  changes 
to  the  arterial  walls,  whether  the  hyperten- 
sion be  induced  by  physical  or  chemical 
means  or  by  bacterial  toxins  or  endotoxins. 

I shall  make  no  effort  to  review  the  path- 


ology of  arterial  degeneration  in  detail  but 
pass  on,  immediately,  to  the  statement  that, 
just  as  in  any  degenerative  disease,  when 
structural  damage  has  occurred  and  the 
formation  of  scar  tissue  has  superseded, 
there  is  no  known  therapeutic  agent,  at  our 
disposal  whereby  we  can  cause  regenera- 
tion of  the  destroyed  tissue.  Now,  the  ap- 
plication of  the  laws  of  physics  to  the  cir- 
culatory apparatus  would  seem  to  indicate 
that,  in  hypertension,  as  the  vessel  walls 
lose  their  elasticity  the  diastolic  blood  pres- 
sure, of  necessity,  must  rise  in  order  that  a 
satisfactory  mean  pressure  may  be  main- 
tained. Therefore,  we  arrive  at  the  conclu- 
sion that  elevation  of  the  diastolic  blood 
pressure  indicates  organic  vessel  changes 
and,  when  such  is  the  case,  cure  is  most  im- 
probable. This  reasoning  is  borne  out  by 
facts.  In  100  cases,  treated  in  the  dispen- 
sary of  the  University  Hospital  during  the 
past  2 years,  presenting  hypertension,  not 
a single  case  showing  a diastolic  pressure 
of  more  than  100  ever  reverted  to  normal. 
The  same  holds  true  for  150  cases  taken 
consecutively  from  my  own  case  records. 
I do  not  wish  to  convey  the  impression  that 
nothing  remains  to  be  done  for  these  pa- 
tients. Such  is  not  the  case,  for,  by  care- 
ful attention,  much  may  be  accomplished  in 
relief  of  symptoms  and  in  prolongation  of 
life.  However,  I wish  to  reiterate  that  any 
chance  for  cure  has  been  lost  when  the  dias- 
tolic blood  pressure  has  risen  much  above 
100  mm. ; that  is,  after  organic  change  in 
the  vessel  walls  has  occured. 

On  the  other  hand,  we  see  a goodly  num- 
ber of  cases  presenting  a high  systolic  and 
low  diastolic  pressure  responding  to  treat- 
ment and  returning  to  normal.  It  would 
seem  that  the  so-called  benign  hypertension 
is  nothing  more  than  a hypertension  that 
has  been  of  insufficiently  long  duration  to 
have  caused  arterial  damage,  tardiac  hyper- 
trophy and  renal  incompetency. 

What  then  is  the  conclusion  ? Simply, 
that  if  we  would  effect  cures  we  must  get 
our  hypertension  patients  early  and  by  ex- 
haustive study  endeavor  to  discover  and 
correct  such  etiologic  factors  as,  in  the  in- 
dividual case,  prove  to  be  responsible  for 
the  production  of  the  hypertension. 
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As  has  been  stated  before  there  is  much 
about  the  cause  of  hypertension  that  is  un- 
known. However,  we  have  positive  evi- 
dence that  certain  diseases,  pathologic  con- 
ditions and  abnormal  states  have  definite 
etiologic  relationship  to  hypertension. 
There  are  undoubtedly  many  more  factors 
that  have  as  yet  been  undiscovered.  As  a 
practical  means  of  approach,  I have  made 
the  following  classification  from  the  stand- 
point of  etiology:  (1)  Toxemias  and  in- 

fections. (2)  Chronic  nephritis.  (3)  Focal 
infection.  (4)  Nervous  tension.  (5)  Ple- 
thora and  overfeeding.  (6)  Menopause. 
(7)  Essential  hypertension. 

(1)  The  toxemias  and  infections  as  the 
cause  of  hypertension  do  not  need  much 
discussion.  Lead  poisoning  and  syphilis  are 
indisputably  the  cause  of  certain  hyper- 
tensions. No  case  presenting  hyperetnsion 
should  be  permitted  to  get  by  without  a 
routine  Wassermann  test.  It  is  just  a ques- 
tion whether  the  longstanding  repute  of 
potassium  iodid  in  the  treatment  of  hyper- 
tension has  not  been  gained  entirely 
through  its  remarkable  efficacy  in  certain 
undiagnosed  cases  of  syphilitic  origin.  It 
is  a fact  that  a vast  majority  of  our  cases 
derive  no  demonstrable  benefit  from  the  use 
of  this  drug.  Previous  infections  have  a 
much  greater  influence  in  the  production  of 
high  blood  pressure  than  is  generally  accorded 
them.  In  particular,  typhoid  fever  is  to  be 
found  recorded  in  the  previous  history  of  a 
very  large  number  of  our  high  tension 
cases.  Pneumonia  plays  a less  pronounced 
role.  However,  in  general,  it  is  my  opinion 
that  we  are  woefully  wanting  in  our  con- 
valescent care  of  the  typhoid  and  pneu- 
monia case,  in  fact  of  all  of  the  acute  in- 
fections. The  routine  effort  to  keep  these 
cases  away  from  work,  rather  than  to  hurry 
them  back  to  the  job,  should  prevail. 

(2)  Chronic  nephritis  is  unquestionably 
a cause  of  ultimate  development  of  high 
blood  pressure  and  needs  little  discussion. 
Any  patient  who,  especially  in  youth,  has 
presented  an  acute  nephritis  should  be  kept 
under  constant  periodic  observation.  Un- 
doubtedly many  of  our  cases  slip'  over  into 
a low  grade  chronic  nephritis  which,  com- 
monly, runs  on  for  years  undected.  And  it 
should  be  borne  in  mind  that  chronic 


nephritis  is  one  of  the  most  difficult  of  diag- 
noses to  make. 

(3)  Focal  infection  has  here,  as  in  every 
branch  of  medicine,  been  seized  upon  with 
gusto;  arid  teeth,  tonsils  and  gall-bladders 
have  been  disappearing  with  alarming 
rapidity  from  our  middle-aged  clientele. 
There  is  much  in  this  matter  of  focal  in- 
fection but  it  is  about  time  that  we  take  ac- 
count of  stock  and  show  a little  common 
sense  in  the  matter.  Our  great  stumbling 
block  is  in  our  inability  to  diagnose  with 
any  degree  of  accuracy  the  state  of  focal 
infection.  There  is  no  test  or  known  symp- 
tom complex  which  enables  us  to  determine 
whether  or  not  we  have  focal  infection.  Ihe 
various  blood  tests  up  to  date  are  far  from 
conclusive.  In  the  early  case,  with  or  with- 
out other  known  etiology,  I am  heartily 
in  accord  with  extirpation  of  all  known  foci 
of  infection  but  with  the  advanced  case  pre- 
senting a high  diastolic  blood  pressure,  par- 
ticularly where  heart  and  kidneys  are  dam- 
aged, routine  removal  of  teeth  and  tonsils 
offers  no  hope  of  relief.  Certainly  I have 
never  observed  any  resultant  good.  To  me, 
such  radical  treatment  seems  both  futile 
and  deplorable. 

A patient  of  mine,  presenting  the  most 
advanced  form  of  the  disease,  failing  to  ob- 
tain any  encouraging  results  from  me, 
drifted  over  to  one  of  the  large  Phila- 
delphia hospitals  where  his  teeth  and  tonsils 
were  removed.  As  was  to  be  expected 
there  was  no  improvement.  In  fact,  he 
grew  rapidly  much  worse  and  about  a 
month  later  died.  Such  radical  measures 
in  an  incurable  case  are  without  result  and 
are  absolutely  unjustifiable.  However, 
with  the  early  case,  where  focal  infection 
is  the  etiologic  factor,  eradication  of  the 
focus  will  be  productive  of  results,  as  illus- 
trated by  the  following  case  : 

Mrs.  R.,  a patient  of  mine  for  12  years,  with 
a blood  pressure  known  to  be  normal  up  to  1917. 
Upon  my  return  from  service  in  the  army  the 
patient  came  back  to  me  with  a new  complex 
of  symptoms,  including  blood  pressure  190/100, 
in  September,  1920.  There  were  found  many 
extensively  diseased  teeth  which,  after  several 
months  of  persuasion,  were  removed.  In  July, 
1921,  the  patient  had  gained  weight,  was  feeling 
much  improved  and  B.  P.  was  130/100.  In  Oc- 
tober, 1921,  B.  P.  was  130/90.  In  October,  1923, 
B.  P.  had  dropped  to  120/7  5 and  has  continued 
thereabouts  ever  since. 
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I have  had  a number  of  equally  happy  re- 
sults from  extraction  of  abscessed  teeth  but 
it  has  never  been  my  fortune  to  obtain 
marked  relief  of  a hypertension  following 
tonsilectomy.  Summing  up  the  matter,  it 
appears  certain  that  focal  infection  plays 
a real  part  in  the  production  of  hyperten- 
sion but  that  unless  early  removal  is  ob- 
tained no  results  need  be  expected  from 
radical  means,  even  though  the  tissues  re- 
moved many  have  been  originally  the  etio- 
logic  factor. 

(4)  Nervous  tension  as  a cause  of  high 
blood  pressure  is  alluded  to  by  Martinat  in 
what  he  speaks  of  as  the  “Neurohemic” 
type.  Whether  nervous  tension  ever  is  the 
sole  cause  of  hypertension  is  very  much  a 
question  but  it  cannot  be  denied  a role 
as,  at  least,  a contributory  factory.  Many 
times  in  the  business  and  professional  man 
working  under  great  nervous  and  mental 
strain  elevation  of  blood  pressure  is  en- 
countered without  other  discoverable  etio- 
logic  factors.  The  high  rate  of  incidence 
of  various  types  of  arterial  disease  among 
members  of  our  own  profession  is  in  itself 
suggestive.  Knowing  that  all  violent  emo- 
tions produce  elevation  of  blood  pressure  it 
seems  reasonable  enough  to  assume  that 
long  protracted  strain  and  the  perpetual 
high  nervous  tension  of  modern  business 
life,  when  continued  over  a long  period  of 
time,  may  eventually  produce  arterial  dam- 
age. At  any  rate  the  laity  is  discovering 
for  itself  the  value  of  relaxation  through 
Y.  M.  C.  A.  and  golf  links. 

(5)  Plethora,  overfeeding  and  over- 
weight constitute  one  of  the  most  clear 
cut  of  our  known  causes  of  hypertension.  A 
hundred  thousand  years  or  so  ago  when 
man  was  roaming  the  field  and  forest,  in 
order  to  maintain  life,  he  was  forced  to 
consume  an  enormous  amount  of  scantily 
nutritious  food;  today  the  healthy  human 
still  demands  a large  bulk  of  nourishment 
which,  in  too  many  cases,  is  of  the  most 
nutritious  type.  With  the  corresponding 
reduction  in  physical  effort  the  result  is 
obvious.  Roughly  estimating  the  diet  of 
some  of  these  cases,  I have  found  many  of 
them  to  range  from  5000  to  even  7000  calories 
per  diem.  This  enormous  intake  of  food, 


by  raising  blood  viscosity,  ultimately  leads 
to  elevation  of  blood  pressure  and  subse- 
quent arterial  damage.  There  are  many 
tomb  stones  dedicated  to  this  fact.  The 
following  case  will  illustrate  the  point : 

Mr.  G.,  age  60,  came  for  treatment  of  what  she 
called  rheumatism  in  January,  1923.  Weight 
240  lb.  B.  P.  208/100.  Rheumatism  was  judged 
to  be  result  of  excessive  strain  of  overweight  on  her 
legs  and  cardiovascular  overstrain.  She  was  put 
on  reduction  diet  and  given  thyroid  extract  65 
mg.  b.d.  The  following  results  were  charted: 


Wt. 

B.  P. 

Feb. 

233 

185/80 

Mar. 

225 

165/90 

July 

207  y2 

156/84 

Aug. 

204 

130/70 

Sept. 

199  Yz 

125/75 

June 

(1924) 

215 

165/90 

(following  break  in  diet) 

July 

204 

130/70 

May 

(1925) 

205 

148/90 

Shortly  after  beginning  to  lose  weight  the 
rheumatic  symptoms  began  to  abate. 

While  regulation  of  diet  is  the  essential 
requirement  in  these  cases,  the  moderate 
use  of  thyroid  extract  in  certain  individuals 
is  of  value.  It  was  probably  due  to  this 
type  of  case  that  a few  years  back  some 
men  were  advising  the  routine  use  of  thyroid 
extract  in  all  cases  of  hypertension. 

(6)  Menopause,  per  se,  is  not  a cause  of 
rising  blood  pressure  but  I am  giving  it  a place 
in  etiology  because  of  that  very  distinct  type 
of  case  which  has  its  origin  at  or  during  the 
time  of  the  menopause.  This  group  is  really 
a combination  of  several  types.  The  tend- 
ency for  rapid  increase  of  weight  during 
this  period,  the  heightened  neurohemic  ir- 
ritability and  the  frequent  association  of 
subovarian  and  subthyroid  function  all  play 
a part.  Any  of  these  3 factors  may  cause 
elevation  of  blood  pressure  and  the  com- 
bination gives  rise  to  a very  high  percent- 
age of  hypertension  among  our  menopause 
patients.  It  may  be  that  the  subfunction  of 
ovary  and  thyroid  exert  their  influence,  in- 
directly, through  rapid  increase  in  weight. 
However,  I have  found  the  routine  use  of 
corpus  luteum,  administered  hypodermati- 
cally  with,  sometimes,  the  use  of  thyroid 
extract,  very  valuable  adjuncts  to  the  diet- 
ary measures. 

(7)  Essential  hypertension  does  not 
really  deserve  a place  in  etiology  since  it  is, 
itself,  spoken  of  as  a disease.  Further  it 
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has  no  established  cause.  I am  placing  it 
here,  in  truth,  for  the  purpose  of  raising 
the  question  as  to  whether  there  is  such  a 
condition.  Is  it  not  possible  or  rather  prob- 
able that  we  apply  this  term  to  such  cases 
as  we  have  been  unable  to  pigeon  hole  etio- 
logically?  I wish  to  cite  a case  that  sug- 
gests this  thought. 

Mrs.  L.  came  to  the  University  Hospital  clinic 
presenting  what  appeared  to  be  a clear  cut  case 
of  essential  hypertension.  In  past  history  she 
stated  that  she  had  never  had  any  disease.  It 
was  found  that  some  12  years  before  she  had  been 
treated  at  the  same  dispensary  for  what  condition 
she  did  not  know.  Her  old  record  was  found,  and 
brought  to  light  the  fact  that  in  1912  she  had 
been  treated  for  a subacute  nephritis.  At  the 
present  time  the  urinary  findings  are  negative 
except  for  traces  of  albumen  and  occasional 
hyalin  casts.  Renal  function  gives  a total  of  40% 
and  blood  urea  nitrogen  is  normal.  With  our 
old  record  we  feel  justified  in  assuming  this  case 
to  have  resulted  from  the  old  nephritis. 

The  frequency  with  which  we  find  very 
high  blood  pressure  readings  in  this  group 
of  cases  is  additional  reason  for  making 
one  wonder  whether,  after  all,  most  of  our 
essential  hypertensions  do  not  go  back,  in 
reality,  to  some  kidney  condition  in  the 
past. 

Diabetes  bas  by  some  been  attributed  re- 
cently to  hypertension.  This  has  not  been 
borne  out  by  our  findings.  In  the  series  of 
100  cases,  above  mentioned,  sugar  has  been 
found  in  the  urine  in  about  2%  and  these 
were  either  true  diabetes  or  cases  of 
simple  alimentary  glycosuria  readily  cor- 
rected by  diet.  Routine  blood  sugar  re- 
cently taken  on  15  cases  of  hypertension 
gave  normal  results.  Further,  treatment 
of  our  diabetics  showing  elevation  of  blood 
pressure  has  resulted,  almost  uniformly,  in 
fall  of  blood  pressure  so  that  we  are  back 
to  the  old  idea  that  glycosuria,  through  kid- 
ney irritation,  may  give  rise  to  nephritis 
and  ultimately  arterial  disease. 

In  summing  up  we  arrive  at  the  following 
conclusions  : 

(1)  Regardless  of  our  imperfect  under- 
standing of  this  subject,  it  seems  definite 
that  the  symptom  hypertension  is  a sure 
indication  of  something  gone  wrong  in  the 
human  economy  and  should  be  given  the 
most  careful  attention. 

(2)  There  is  little  chance  of  curing  a 
hypertension  of  long  duration,  especially 


where  the  diastolic  pressure  has  risen  above 
100,  for  the  reason  that  organic  changes 
have  occurred. 

(3)  In  order  to  accomplish  anything 
with  hypertension  we  must  get  our  cases 
early,  when,  if  the  etiologic  factor  can  be 
ascertained,  cure  or  at  least  alleviation  can 
be  attained. 

(4)  Diabetes  and  glycosuria  are  not,  as 
a rule,  caused  by  hypertension  but  rather, 
when  of  long  duration,  they  are  etiologic 
factors  in  the  development  of  hypertension. 

(5)  Essential  hypertension  as  a distinct 
entity  is  doubtful.  It  seems  rather  more 
likely  that  it  is  the  result  of  a preexisting 
nephritis. 

(6)  While  much  is  yet  to  be  learned 
about  the  causes  and  the  modus  operandi 
in  the  development  of  hypertension,  yet, 
the  following  conditions  are  of  sufficiently 
definite  etiologic  significance  to  be  of  prac- 
tical value : (a)  Toxemias  and  infections, 
(b)  Chronic  nephritis,  (c)  Focal  infection, 
(d)  Nervous  tension,  (e)  Plethora,  over- 
feeding and  overweight,  (f)  Menopause. 

DISCUSSION. 

Dr.  Otto  Lowy:  Dr.  Lewis  makes  a somewhat 
ambiguous  statement  in  reference  to  focal  in- 
fection. He  says  that  at  the  present  time  we 
have  no  means  of  determining  focal  infections 
in  the  blood,  but  later  on,  he  says  that  teeth  and 
tonsils  are  removed  indiscriminately,  and  then 
quotes  a case  in  which  a cure  was  affected  by  the 
removal  of  the  infected  parts,  without  stating 
how  he  arrived  at  the  conclusion  that  the  infec- 
tion arose  from  this  particular  spot. 

I should  like  to  reiterate  that  Drs.  Cotton, 
Twinch  and  myself  emphasized  the  fact  that  focal 
infection  may  cause  an  enormous  amount  of 
trouble  by  changing  the  biologic  aspect  of  the 
blood  and  thereby  causing  toxins  to  circulate, 
which  may  give  rise  almost  to  any  symptom  and 
particularly  hypertension.  I believe  I brought 
out  the  fact  yesterday  that  we  are  now  able  to 
determine  definitely,  or  as  nearly  definitely  as 
any  biologic  reaction  can  be  made,  that  we  can 
identify  an  offending  organism. 

The  Doctor  is  perfectly  right  when  he  states 
that  the  removal  of  the  teeth  and  tonsils  do  not 
always  relieve  the  symptoms,  even  after  the  re- 
moval or  clearing  out  of  affected  parts.  Some  of 
the  microorganisms  may  remain  and  cause 
trouble. 

I,  therefore,  feel  that  the  removal  of  the  in- 
fected organs,  the  isolation  of  the  offending  or- 
ganisms, the  preparation  and  use  of  proper  vac- 
cines are  always  indicated. 

Dr.  Lewis:  On  the  question  of  focal  infections  I 
think  that  we  agree  entirely.  The  point  that  I 
wished  to  make  was  simply  the  fact  that  the  pro- 
cedure which  has  been  in  vogue,  of  radical  re- 
moval in  the  cases  of  badly  advanced  lesions,  offers 
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very  little  hope  for  allevi.  tion  of  symptoms.  The 
patient  himself  is  a poor  risk.  I have  known  of 
several  cases  of  death  following  tonsillectomy  in 
such  cases  as  this,  and  I have  never  observed  any 
cures.  I agree  that  in  a moderate  case  of  hyper- 
tension, in  an  early  case  of  hypertension,  in  one 
in  which  there  is  no  great  amount  of  organic 
change,  that  every  possible  focus  of  infection 
should  bo  eliminated,  and  I also  agree  with  the 
follow-up  by  the  use  of  vaccines  in  such  cases. 
The  point  simply  was  to  bring  out  the  inadvis- 
ability in  our  advanced  cases,  of  those  radical 
procedures,  which  can  do  no  good  because  the 
cases  have  gone  beyond  repair. 

As  for  blood  chemistry,  in  showing  up  the 
question  of  focal  infection  given  a case  of  hyper- 
tension, it  is  indeed  a difficult  problem  to  ascer- 
tain the  etiologid  factor.  We  know  that  the 
focal  infection  is  not  the  only  cause,  and  it  is 
mighty  difficult,  to  my  way  of  thinking,  to  estab- 
lish whether  or  not  we  have  focal  infection.  I 
repeat  what  I stated  before,  that  1 think  most 
of  the  methods  of  examinations  by  laboratories, 
in  their  attempt  to  establish  focal  infection  as  an 
entity,  are  not  very  conclusive. 


TRIGEMINAL  neuralgia  and  its 
TREATMENT. 


K.  Winfield  Ney,  M.D., 

Dean  and  Professor  of  Neurosurgery,  New  York 
Polyclinic  Medical  School  and  Hospital. 

Though  tic  douloureux  has  been  recognized 
as  a distinct  clinical  entity  for  more  than 
120  years,  its  etiology  remains  obscure  and 
its  pathology  undetermined.  The  paroxys- 
mal character  of  the  sharp,  lancinating  fa- 
cial pain  is  so  characteristic  of  this  distres- 
sing malady  that  there  is  usually  but  little 
difficulty  in  making  a positive  diagnosis 
based  alone  upon  the  patient’s  description 
of  the  pain. 

There  are,  however,  several  painful  af- 
fections involving  the  trigeminal  area  which 
are  not  typical  paroxysmal  trigeminal  neu- 
ralgias and  which  must  be  carefully  differ- 
entiated from  the  true  case.  It  is  not  un- 
common to  find  in  the  course  of  a migraine 
that  most  of  the  pain  is  located  in  the  tri- 
geminal area,  often  in  the  region  of  the 
first  division,  but  there  should  be  no  diffi- 
culty in  differentiating  an  attack  of  mi- 
graine, which  is  periodic  in  its  recurrence 
and  usually  having  a gradual  onset,  increas- 
ing in  severity,  reaching  a climax,  and  fad- 
ing away  after  a period  of  pain  and  discom- 
fort lasting  12  to  48  hours.  The  pain  of 


migraine,  commonly  known  as  “periodic 
sick  headache”,  is  usually  dull  rather  than 
sharp,  and  described  as  throbbing.  The 
facial  pain  that  occurs  in  disease  of  the  ac- 
cessory sinues,  in  sphenopalatine  neuralgia, 
and  various  other  disorders  of  the  face, 
gums  and  teeth,  may  suggest  trigeminal 
neuralgia,  but  a careful  consideration  of  the 
pain  characteristics  will  usually  serve  to 
differentiate  definitely  the  atypical  form  of 
facial  pain  from  that  of  the  typical  trigemi- 
nal neuralgia. 

The  pain  of  paroxysmal  trigeminal  neu- 
ralgia is  severe  and  essentially  short ; it  is 
distinctly  paroxysmal  in  character,  striking 
the  patient  without  warning.  A paroxysm 
usually  lasts  a few  seconds  and  rarely  longer 
than  a few  minutes.  It  is  characterized  by 
patients  as  being  excruciating,  as  though 
the  face  were  being  penetrated  by  a “hot 
iron,”  or  “jagged  lightning.”  It  is  common- 
ly described  as  burning,  boring,  cutting, 
piercing,  like  the  touching  of  an  exposed 
nerve  of  a tooth.  While  a single  paroxysm 
lasts  usually  but  a few  seconds,  frequent 
repetition  of  these  shocks  may  occur  during 
an  attack.  The  attacks  of  trigeminal  neu- 
ralgia may  be  separated  by  an  interval  of 
months  or  even  years.  Occasionally  an  at- 
tack may  last  for  a few  days  or  weeks,  after 
which  the  neuralgic  pains  may  not  again  be 
felt  for  a period  of  weeks  or  months. 
Often,  however,  there  is  but  little  inter- 
mission between  attacks,  and  the  patient 
has  a series  of  daily  paroxysms  for  months, 
and  occasionally  we  have  patients  apply  for 
relief  who  have  had  these  excruciating 
paroxysms  of  pain  occurring  daily,  or  many 
times  each  day,  for  years. 

The  course  of  a paroxysmal  trigeminal 
neuralgia  is  essentially  chronic.  The  dis- 
ease, at  first  usually  limited  to  a single  divi- 
sion of  the  trigeminal  nerve,  tends  toward 
a progressive  involvement  of  other 
branches.  The  pain  is  usually  referred  to 
the  periphery,  and  commonly  involves  the 
angle  of  the  mouth,  the  upper  or  lower  lip, 
or  the  ala  of  the  nose.  In  these  areas,  the 
touching  of  the  skin  is  often  sufficient  to 
induce  a paroxysm  of  pain,  and  hence  they 
have  been  termed  by  Patrick  “dolorogenetic 
zones.”  Occasionally  such  a zone  may  be 
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located  in  the  tongue,  in  the  buccal  mem- 
brane, or  in  a single  tooth.  In  many  pa- 
tients, any  irritation  of  dolorogenetic  zone 
will  produce  a characteristic  paroxysmal 
pain,  and  a patient  with  true  trigeminal 
neuralgia  is  usually  very  reluctant  in  per- 
mitting the  examiner  to  touch  this  zone, 
for  fear  of  precipitating  an  attack.  These 
patients  live  in  almost  constant  dread  of  in- 
ducing an  attack,  which  may  be  instigated 
by  washing  the  face,  shaving  or  stroking 
the  beard,  drinking  cold  liquids,  and  occa- 
sionally even  the  taking  of  food. 

More  than  70%  of  patients  reporting  for 
treatment  have  had  all  their  teeth  extracted 
from  the  affected  side.  Many  have  been 
mutilated  by  ill-advised  operations  on  their 
sinuses  and  gums  by  physicians  and  dentists 
who  fail  to  appreciate  the  clinical  aspects 
of  the  affliction.  I have  never  seen  a case 
of  true  paroxysmal  trigeminal  neuralgia  re- 
lieved by  any  operation  upon  the  teeth  or 
sinuses,  nor  is  the  condition  influenced  by 
the  use  of  medication.  The  only  hope  of  re- 
lief in  typical  cases  lies  in  the  surgery  of 
the  trigeminal  tract. 

The  surgical  procedures  in  general  use 
consist  in:  alcholic  injections  of  the  ter- 
minal branches  or  the  gasserian  ganglion; 
either  division  or  avulsion  of  the  peripheral 
branches  of  the  trigeminal  trunk,  or  the 
posterior  root  of  the  ganglion.  While  alco- 
holic injections  of  the  supra-orbital,  infra- 
orbital, and  third  division  of  the  trigeminal 
nerve,  when  successfully  accomplished,  may 
give  relief  for  1 or  2 years,  and  occasionally 
longer  (though  rarely  so),  the  procedure 
must  be  repeated  with  less  satisfactory  re- 
sults. It  is  only  in  exceptional  cases  that 
the  relief  obtained  by  alcoholic  injections 
is  permanent,  and  sooner  or  later  the  un- 
happy victim  is  driven  to  seek  relief  through 
the  more  radical  operation  of  division  of  the 
sensory  root  of  the  ganglion.  Peripheral 
operations  upon  branches  of  the  trigeminal 
nerve  give  relief  only  until  nerve  regenera- 
tion take's  place,  after  which  the  patient  is 
again  subjected  to  the  tortures  of  the  at- 
tack. Attempts  at  alcoholic  injection  of  the 
ganglion  through  the  foramen  rotundum  are 
successful  in  about  one-third  of  cases,  but 
the  relief  here  is  usually  only  transient;  and 


the  injection  is  so  commonly  fraught  with 
serious  complications  that  it  is  being  largely 
abandoned  in  favor  of  root  division. 

The  division  of  the  sensory  portion  of  the 
posterior  root  of  the  gasserian  ganglion  is 
by  all  means  the  operation  of  choice.  With 
experience  and  perfection  of  technic,  the 
mortality  of  this  procedure  has  been  re- 
duced to  less  than  0.5%,  and  by  this  pro- 
cedure in  typical  cases  we  can  promise  a 
complete  and  permanent  relief  of  pain.  In 
our  experience,  patients  so  treated  regret 
their  wasted  time  in  trying  to  procure  per- 
manent relief  from  alcoholic  injections  and 
peripheral  resections.  Even  in  the  aged 
and  those  afflicted  with  cardiac  or  renal  dis- 
ease to  an  extent  contraindicating  general 
anesthesia,  division  of  the  posterior  root 
can  be  very  satisfactorily  accomplished 
under  local  anesthesia;  in  fact,  in  the  ma- 
jority of  instances  we  find  that  under  local 
anesthesia  and  with  the  patient  in  a sitting 
posture,  the  complete  operation  may  be  ef- 
fected in  less  than  an  hour,  entirely  without 
pain,  with  a minimum  loss  of  blood  and 
totally  without  shock.  In  patients  who  are 
very  nervous  and  do  not  wish  to  be  op- 
erated on  without  being  put  to  sleep,  it  is 
our  practice  to  use  rectal  oil-ether  anesthe- 
sia, which  makes  the  patient  drowsy  or 
induces  light  sleep ; the  operation  is  then 
done  under  local  analgesia.  With  this 
method  of  anesthesia,  the  marked  venous 
oozing  so  commonly  encountered  in  gas- 
serian work  resulting  from  the  cerebral 
congestion  of  an  inhalation  anesthesia,  is 
largely  eliminated,  an,d  it  is  possible  to 
complete  the  operation  in  a much  shorter 
time — -often  our  local  anesthesia  cases  are 
completed  in  less  than  45  minutes. 

The  surgical  treatment  of  trigeminal  neu- 
ralgia, whether  it  be  alcoholic  injection, 
avulsion,  or  resection  of  the  posterior  root, 
invariably  results  in  a cutaneous  anesthesia 
of  the  affected  side.  Unless  this  anesthesia 
is  produced,  the  beneficial  effects  of  the 
treatment  are  not  experienced.  To  the  pa- 
tient the  operation  resolves  itself  into  an 
acceptance  of  cutaneous  anesthesia  for  loss 
of  pain.  The  numbness  of  the  anesthetic 
region  of  the  face  annoys  some  patients 
until  they  become  accustomed  to  its  pres- 
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ence.  Usually  a few  months  is  sufficient, 
and  patients  with  true  paroxysmal  trigemi- 
nal neuralgia  are  always  grateful  to  ex- 
change their  pain  for  an  anesthesia. 

With  the  perfection  of  the  technic  of 
posterior  root  division,  it  seemed  that  the 
question  of  trigeminal  neuralgia  was  solved, 
yet  experience  has  proved  that  even  this 
procedure  might  be  refined  by  preserving 
the  motor  root  of  the  trigeminus,  which 
may  in  most  instances  be  satisfactorily 
isolated — thereby  preserving  the  function 
of  the  masseter,  temporal  and  pterygoid 
muscles  of  that  side.  This  is  of  particular 
importance  in  those  rare  cases  in  which  the 
patient  is  the  unhappy  victim  of  a bilateral 
trigeminal  neuralgia. 

In  a small  percentage  of  cases,  trophic 
disturbances  in  the  cornea  occur,  and  after 
all  due  precautions  we  have  observed  minor 
corneal  abrasions  in  about  4%,  though  less 
than  1%  have  actually  developed  corneal 
opacities.  Spiller  and  Frazier  have  pointed 
out  that  in  the  posterior  root  of  the  ganglion 
the  fiber  bundles  are  arranged  in  groups, 
corresponding  in  function  to  the  terminal 
divisions  of  the  trigeminus,  and  that  it  is 
possible  to  divide  the  outer  two-thirds  of 
the  posterior  root  and  preserve  sensation 
in  the  cornea  and  the  first  division  of  the 
nerve.  Inasmuch  as  the  majority  of  cases 
of  trigeminal  neuralgia  are  limited  to  the 
second  and  third  divisions,  this  subtotal  re- 
section of  the  posterior  root  seems  to  com- 
pletely relieve  the  neuralgia  and  at  the  same 
time  preserves  corneal  sensation,  thereby 
preserving  the  possibility  of  corneal  trophic 
changes.  In  doing  this  operation  under 
local  anesthesia,  we  have  repeatedly  dem- 
onstrated the  feasibility  of  this  procedure  • 
by  dividing  a portion  of  the  root,  and  hav- 
ing the  cooperation  of  the  patient,  we  have 
been  able  to  determine  the  exact  location 
of  the  anesthesia  produced.  In  dividing  the 
bundles  of  the  trigeminal  root  from  without 
inward,  division  of  the  first  bundles  produces 
an  anesthesia  of  the  chin  and  lower  lip ; 
with  the  progressive  division  of  bundles 
medially,  the  area  of  anesthesia  is  raised 
until  the  eye  is  approached,  thus  demon- 
strating clearly  the  position  of  the  bundles 
in  relation  to  the  ganglion  and  its  peripheral 


divisions.  In  those  patients  who  suffer 
from  involvement  of  the  first  and  second 
division  of  the  trigeminus,  it  seems  advis- 
able to  divide  the  entire  root,  making  no 
attempt  to  preserve  corneal  sensation. 

While  in  typical  cases  of  paroxysmal  tri- 
geminal neuralgia,  the  relief  obtained  from 
division  of  the  sensory  root  of  the  ganglion 
is  certain  and  permanent,  this  procedure 
does  not  serve  to  relieve  other  disorders  in 
which  pain  is  expressed  in  the  trigeminal 
area,  and  it  is  the  experience  of  most  neuro- 
logic surgeons  to  have  operated  on  certain 
atypical  cases  which  were  not  true  paroxys- 
mal trigeminal  neuralgias,  and  failed  to  re- 
lieve the  pain.  These  unfortunate . experi- 
ences with  atypical  cases  have  been  exceed- 
ingly helpful  in  the  clinical  identification 
of  types,  though  in  some  instances  we  may 
still  have  difficulty  in  differentiating  certain 
forms  of  facial  pain  which  more  or  less 
simulate  the  typical  clinical  expression  of 
the  malady.  Any  type  of  facial  pain  which 
crosses,  the  middle  of  the  face  or  radiates 
beyond  the  trigeminal  area,  or  which  is  at- 
tended with  objective  symptoms  such  as 
anesthesia  or  facial  paralysis,  and  most 
cases  in  which  a paroxysm  lasts  longer  than 
a few  minutes,  should  be  considered  as 
doubtful,  even  though  the  pain  appears  to 
be  largely  confined  to  a definite  trigeminal 
area.  Midfacial  neuralgias  of  the  spheno- 
palatine type  may  occasionally  bear  some 
of  the  characteristics  of  trigeminal  afflic- 
tions, but  they  may  be  differentiated  in  that 
they  are  relieved  by  anesthetizing  the 
mucous  membrane  of  the  nose  in  the  pos- 
terior middle  turbinate  region.  Tumors  of 
the  posterior  fossa  and  of  the  gasserian 
ganglion  rarely  give  typical  attacks  and  are 
invariably  associated  with  more  or  less  or- 
ganic disturbance  with  objective  signs 
which  immediately  suggests  the  nature  of 
the  lesion.  Attacks  of  migraine  are  com- 
monly confused  with  trigeminal  neuralgia, 
and  are  to  be  differentiated  by  their  regu- 
lar periodicity,  the  length  of  the  attack,  and 
the  throbbing  nature  of  the  pain,  which  pro- 
gressively increases  and  decreases.  Various 
other  disturbances  giving  pain  in  the  tri- 
geminal area  are  little  understood  and  can 
be  but  undefinitely  classified  at  the  present 
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time ; certain  of  these  are  undoubtedly  due 
to  disturbance  of  the  sympathetic  system. 
We  have  seen  2 instances  of  painful  afflic- 
tions of  the  face,  upon  which  the  posterior 
root  of  the  trigeminus  had  been  previously 
divided,  yet  the  patient  continued  to  have 
a more  or  less  constant  burning  pain  in  the 
anesthetic  area.  Both  of  these  cases  were 
eventually  entirely  relieved  through  resec- 
tion of  the  superior  cervical  sympathetic 
ganglion  and  a decortication  of  the  internal 
carotid  artery. 

When  there  is  doubt  regarding  the  nature 
of  a facial  .neuralgia,  particularly  if  it  in- 
volves the  area  of  the  second  or  third  tri- 
geminal division,  the  diagnosis  might  be 
helped  by  alcoholic  injections  of  these  divi- 
sions at  the  foramen  rotundum  or  ovale.  If 
there  follows  a complete  anesthesia  in  the 
cutaneous  area  of  the  branch  injected  and 
the  neuralgia  is  entirely  relieved  and  re- 
mains relieved  as  long  as  the  anesthesia 
persists,  the  condition  can  be  reasonably 
considered  as  being  a true  trigeminal  neu- 
ralgia. When,  however,  the  pain  persists 
in  the  anesthetized  area  after  an  alcoholic 
injection,  the  surgeon  may  conclude  that  the 
case  is  not  a trigemnial  affair. 

Reiteration  of  salient  points  : 

•(1)  Typical  paroxysmal  trigeminal  neu- 
ralgia is  a disease  characterized  by  a dis- 
tinctive symptomatology,  which  is  not  to 
be  confused  with  other  expressions  of  facial 
pain  occurring  in  the  trigeminal  area. 

(2)  Paroxysmal  trigeminal  neuralgia  is 
never  cured  by  the  use  of  drugs,  operations 
upon  the  sinuses  or  teeth,  and  in  most  in- 
stances is  but  temporarily  relieved  by  alco- 
holic injections  and  operations  upon  the 
peripheral  branches  of  the  ganglion. 

(3)  Typical  cases  of  trigeminal  neu- 
ralgia are  completely  and  permanently  re- 
lieved by  dividing  the  posterior  root  of  the 
gasserian  ganglion,  which  can  be  safely  and 
easily  accomplished  under  local  anesthesia 
by  an  experienced  neurosurgeon. 

(4)  In  obtaining  relief  for  trigeminal 
neuralgia,  the  patient  gratefully  exchanges 
his  paroxysmal  pain  for  a permanent  cu- 
taneous anesthesia  of  the  affected  side  of 
the  face,  nose,  mouth  and  tongue,  to  which 


he  usually  becomes  adjusted  in  a relatively 
short  time. 

(5)  In  most  instances,  it  is  possible  to 
preserve  the  motor  root,  thereby  retaining 
function  in  the  masseter,  temporal  and 
pterygoid  muscles  of  the  affected  side. 

(6)  Under  local  anesthesia,  it  is  quite 
a simple  procedure  to  resect  bundles  of  the 
posterior  root  of  the  ganglion  progressively 
from  without  inward,  raising  the  level  of 
the  anesthesia  from  the  chin  upward  until 
the  lower  eyelid  is  reached,  preserving 
corneal  sensation.  It  is  also  possible,  be- 
ginning on  the  medial  aspect  of  the  root 
to  progressively  resect  the  fibers  outwardly, 
lowering  the  area  of  forehead  anesthesia 
until  the  upper  eyelid  is  reached,  thereby 
affecting  an  almost  complete  division  of  the 
posterior  root,  retaining  only  those  fibers 
subserving  corneal  sensation. 

(7)  Subtotal  resections  of  the  pos- 
terior root  give  very  satisfactory  results, 
when  anesthesia  is  produced  over  the  sec- 
ond and  third  divisions  of  the  nerve,  pre- 
serving corneal  sensation,  which  when  sac- 
rificed, subjects  the  patient,  in  a small  per- 
centage of  cases,  to  certain  trophic  disturb- 
ances which  occasionally  lead  to  permanent 
corneal  opacities. 

(8)  A certain  type  of  pain  in  the  tri- 
geminal area,  characterized  by  a more  or 
less  continual  burning  sensation,  is  relieved 
by  resection  of  the  cervical  sympathetic. 


THE  ETHICAL  PRACTICE  OF 
MEDICINE. 

H.  E.  Longsdorf,  M.D., 

Mt.  Holly,  N.  J. 

(Presidential  Address  to  the  Burlington  County 
Medical  Society,  October,  1925.) 

I suppose  I am  perfectly  safe  in  saying 
that  there  has  been  no  other  subject  so 
frequently  discussed  and  written  about 
among  medical  men  as  medical  ethics.  I 
therefore  fully  realize  that  much  that  I may 
have  to  say  is  “old  stuff”;  in  fact,  there  is 
really  little  new  under  the  sun. 
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I am  going  to  chance  trying  your  patience, 
in  the  hope  that  I may  say  something  that 
will  stir  our  thoughts,  so  that  all  of  us  may 
have  a part  in  lifting  human  ideals  to  a 
little  loftier  plane  than  we  have  found  them. 
One  of  the  difficulties  about  the  considera- 
tion of  this  subject  is  that  frequently  men 
will  not  discuss  it  in  a broad,  impersonal 
way.  Rather  they  will  write  it  at  some- 
one, when  much  that  they  may  have  in 
mind  for  the  other  fello\y  could  be  well 
taken  home. 

Some  years  ago  I attended  one  of  our 
county  meetings.  It  happened  to  be  on  a 
warm  afternoon  in  June,  the  time  of  year 
when  we  can  sometimes  permit  ourselves 
to  relax  a little.  We  sat  over  our  dinner  a 
little  longer  than  usual,  many  enjoying  the 
opportunity  for  a little  visit.  I happened 
to  be  sitting  near  2 men  who  had  grown  old, 
and  perhaps  a little  weary,  in  the  harness. 
Both  have  gone  on  since.  They  were  dis- 
cussing the  question  of  medical  ethics  in 
a general  way.  I was  so  impressed  with 
their  conversation,  much  of  it  bitter,  that 
I then  and  there  took  a solemn  vow  tint 
should  I ever  attempt  to  outline  a code  of 
ethics,  or  talk  on  this  subject,  it  would  be 
when  I was  in  the  prime  of  life,  and  at  a 
period  in  my  practice  when  no  one,  much 
less  myself,  could  believe  that  my  thoughts 
were  swayed  or  influenced  by  passion  of  any 
kind.  In  a way,  this  is  my  explanation  for 
the  topic  of  today. 

I want  you  to  believe  this  is  a frank  and 
honest  discussion  of  a troublesome  subject. 
Physicians  have  always  more  or  less  prided 
themselves  that  they  belonged  to  a profes- 
sion where  an  attempt  was  made  to  observe 
certain  moral  regulations  in  practice  and 
conduct.  We  have  an  illustrious  history  be- 
hind us.  We  are  all  familiar  with  Hippo- 
crates and  his  oath ; also  “The  Law  of  Hip- 
pocrates”. You  will  remember  that  he  was 
a celebrated  Greek  physician!  born  on  the 
Island  of  Cos  about  460  B.  C.  He  belonged 
to  a family  that  claimed  descent  from  the 
mythical  Aesculapius,  son  of  Apollo.  You 
will  remember  that  there  was  a long  medi- 
cal tradition  in  Greece  before  his  day,  which 
he  is  supposed  to  have  inherited  chiefly 
from  Herodicus.  He  also  enlarged  his 


medical  training  or  experience  through 
travel.  The  writings  which  are  attributed 
to  Hippocrates  are  the  earliest  extant 
Greek  medical  writings.  The  famous 
“Oath”  is  among  these.  This  document 
shows  that  in  his  time  physicians  were  al- 
ready organized  into  a sort  of  guild,  with 
regulations  for  training  of  followers,  and 
with  a professional  ideal  which,  with  slight 
exception,  can  hardly  yet  be  regarded  as 
out-of-date. 

One  saying  of  his  has  achieved  universal 
quotation:  “Life  is  short,  and  the  Art  long; 
the  occasion  fleeting;  experience  fallacious, 
and  judgment  diflcult.  The  physician  must 
not  only  be  prepared  to  do  right  himself, 
but  also  to  make  the  patient,  the  attendants, 
and  externals  cooperate”.  He  also  says  in 
his  “Law”  that  “medicine  is  of  all  the  arts 
the  most  noble”.  Also,  “that  whoever  is  to 
acquire  a competent  knowledge  of  medicine 
ought  to  be  possessed  of  the  following  ad- 
vantages : Natural  talent,  love  of  labor  and 
perseverance,  and  the  advantage  of  early 
instruction  and  experience”.  Certainly  all 
this  advice  written  hundreds  of  years  ago 
applies  today. 

I presume  that  all  of  you  have  had  some 
college  instruction  in  medical  ethics.  As  I 
see  it,  much  of  this  instruction  is  useless 
because  it  is  not  practical.  There  are  often 
so  many  fanciful  ideals  and  ideas  advanced 
that  the  poor  student  is  lost  in  a maze  of 
uncertainty.  I remember  my  own  course, 
running  through  parts  of  2 years.  It  was 
under  the  direction  of  a dear  old  doctor 
who  was  just  getting  out  of  practice.  I 
remember  he  gave  us  a lot  of  advice  about 
our  relation  to  one  another  and  to  the  pub- 
lic at  tlarge.  He  frequently  would  dis- 
tribute cards  bearing  beautiful  sentiments 
in  poetry  or  verse,  and  try  to  interest  us  in 
each  other’s  birthdays  and  in  each  other. 
While  I enjoyed  all  of  this,  for  it  afforded 
relief  from  what  then  seemed  more  serious 
work,  yet  I confess  I wondered  what  it 
was  all  about.  Now,  in  the  light  of  later 
years  and  some  little  experience,  I can  see 
what  our  friend  was  driving  at.  He  knew, 
as  I now  know,  that  his  mission  was  ac- 
complished largely  if  he  succeeded  in  point- 
ing out  the  principles  of  life,  the  value  of  a 
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love  for  humanity,  and  the  importance  of 
friendship,  for  when  we  realize  these,  the 
ethical  practice  of  medicine  will  naturally 
follow.  We  should  know  a great  deal  of 
life,  yet  life  is  something  difficult  to  under- 
stand and  define.  You  see  trees  and  plants 
at  certain  seasons  of  the  year  that  have 
the  appearance  of  being  dead,  yet  we  know 
there  is  a mysterious  something — life — 
ready  to  reappear  when  the  proper  outward 
conditions  present  themselves.  You  can 
put  this  life  to  any  laboratory  test  or  analy- 
sis you  choose,  yet  the  immaterial  principle 
escapes  you.  It  is  not  perceptible  to  the 
senses  or  to  any  physical  test.  Life,  then, 
is  an  immaterial  principle.  There  is,  of 
course,  great  difference  between  plant  and 
animal  life.  Animal  life  is  a higher  form. 
The  principle  we  call  life  in  the  anmial 
gives  it  rrfore  freedom.  It  has  senses,  in- 
telligence and  wonderful  instincts,  and  re- 
quires a greater  variety  of  food.  As  you 
go  up  the  scale  of  life  you  discover  the 
higher  the  form  of  life  the  more  help — 
external  help — is  required  for  fullest  de- 
velopment. Man,  the  highest  form,  re- 
quires the  most.  If  man  would  be  more 
than  a mere  animal,  and  would  live  the  life 
that  he  should  live,  he  needs  education, 
knowledge,  culture,  affection,  love,  society, 
work,  recreation  and  even  solitude. 

Man  is  more  than  body — he  has  a soul. 
The  fact  that  he  has  a soul  makes  him  dif- 
ferent from  the  animal. 

The  physical  part  of  man  requires  food, 
requires  rest,  requires  some  kind  of  work. 
We  all  have  these;  barring  unnatural  con- 
ditions, these  are  readily  obtainable.  The 
soul,  part  of  man  that  makes  life  more 
than  mere  existence,  gives  him  convictions, 
interests,  and  a sense  of  progress  and  ac- 
complishment. So  we  must  make  the  soul 
alive  to  know  that  we  really  live.  The  soul 
requires  food  to  attain  its  highest  develop- 
ment. 

What  are  some  of  the  things  that  our 
natures  react  to?  Nature  herself  is  one  of 
the  first  things  that  appeals  to  the  best  in 
every  one  of  us.  Some  years  ago,  on  an 
ocean  trip,  I awoke  one  morning  just  as  the 
ship  came  to  anchor  in  the  harbor  at  Kings- 
ton, Jamaica.  It  was  just  at  daybreak;  the 


sun  was  peeping  over  the  horizon,  and  as 
its  rays  fell  across  the  rugged  mountains 
and  the  little  town  of  Kingston  which  lay 
at  its  foothills,  and  flashed  out  across  the 
waters  to  the  porthole  through  which  I was 
looking,  I was  most  deeply  impressed  with 
the  sublime  beauty  of  the  beginning  of  a new 
day  in  the  tropics.  But  I have  often  thought 
since  then,  it  is  really  not  necessary  to  visit 
places  like  these.  Nature,  for  pure  beauty 
and  grandeur,  seems  to  have  blessed  all — 
in  the  little,  drab  country  town  as  well  as 
crowded  city.  The  beauty  of  sunrise  and 
sunset  is  free  to  all  who  will  only  see. 

Another  thing  that  a man  reacts  to  is 
society.  We  gather  here  today,  each  of  us 
different  in  some  respect,  in  creed,  culture, 
disposition ; yet  it  is  this  variety  that  we 
really  need.  No  one  can  really  live  to  him- 
self, and  it  has  been  said  that  “he  who  has 
the  widest  range  of  human  sympathy  re- 
ceives back  the  largest  measure  of  life”. 
You  give  and  it  is  given  back  to  you.  We 
react  to  love  and  affection.  Those  who  love 
really  give  life  to  each  other.  You  may 
have  the  finest  home,  all  that  life  can  give 
or  that  money  will  buy,  but  these  things 
alone  soon  wear  out,  and  unless  there  be 
love  there  isn’t  lasting  happiness. 

Another  thing  we  react  to  is  knowledge 
or  truth.  Only  through  knowledge  are  we 
often  able  to  arrive  at  great  truths.  Science 
at  the  present  time  is  busy  checking  up  the 
past  through  the  discovery  recently  of  one 
of  the  Pharaohs’  Tombs,  and  other  wonders 
of  past  ages.  Three  thousand  or  more  years 
seem  a long  time,  ' yet  science  is  able, 
through  the  study  of  the  glaciers  of  Green- 
land, Switzerland,  and  other  parts  of  the 
world,  to  estimate  past  epochs  in  enormous 
periods  of  time  covering  many  thousands 
of  years.  We  sometimes  ask  ourselves 
what  progress  we  have  made  in  the  last 
several  thousand  years,  in  the  light  of  cer- 
tain discoveries.  We  are  fond  of  talking 
about  our  present  modern  civilization.  A 
man  does  not  take  all  his  worldly  wealth 
with  him  at  death  these  days.  Rather  he  is 
more  interested  in  making  life  a little  easier 
for  those  coming  on. 

We  react  to  noble  friendship  and  good- 
ness. The-  kind  of  friendships  that  are 
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worth-while  are  those  which  come  about 
through  giving.  We  must  learn  how  to 
give  as  well  as  receive.  We  depend  upon 
•our  friends  for  advice,  and  really  for  life 
itself.  After  all,  only  through  the  lives  we 
lead  will  our  real  living  be  determined. 
Probably  every  man,  at  the  outset  of  his 
career,  has  a more  or  less  definite  goal 
toward  which  he  is  working.  Possibly  the 
goal  we  have  set  for  ourselves  is  attained, 
and  possibly  it  remains  seemingly  beyond 
our  reach.  If,  by  good  fortune,  we  do  at- 
tain an  early  ambition,  how  often  is  that  ac- 
complishment not  self-satisfying?  In  our 
selfish  effort,  we  have  so  often  forgotten 
to  give.  So,  today  I am  going  to  try  to 
show  you  a few  ways  in  which  we  might 
better  serve  society  and  ourselves,  and 
make  our  organization  really  worth-while. 
As  humble  as  my  suggestions  are,  they  are 
worthy  of  considerable  thought.  Many  of 
you  are  doubtless  familiar  with  and  may 
be  members  of  the  so-called  service  or- 
ganizations that  have  sprung  up  in  the  past 
few  years.  The  Rotarian  movement  which 
is  now  world-wide  was  the  first.  Others 
are  the  Kiwanis,  Lions,  etc.  All  of  these 
organizations  have  found  it  necessary  to 
have  a code  of  ethics,  and  it  is  largely  due 
to  the  efforts  of  these  clubs  that  men  in 
all  walks  of  life  are  coming  to  know  the 
value  and  begin  the  practice  of  ethical 
standards  of  business. 

In  suggesting  certain  general  principles 
that  might  be  embodied  in  a physician’s 
•code,  I would  be  naturally  somewhat  in- 
fluenced by  my  familiarty  with  the  Rotary 
Code.  Our  standards  must  have  in  them, 
perhaps  more  than  any  other  class,  a note  of 
sympathy  for  humanity  in  general.  All  of 
our  responsibilities  must  be  discharged  to 
the  very  best  of  our  ability.  We  must  re- 
member that  our  vocation  is  most  worthy, 
and  that  we  have  a distinct  opportunity  to 
serve  society.  We  can  well  remember  a 
cardinal  principle — “He  profits  most  who 
serves  the  best”.  It  is  perfectly  all  right  to 
be  a business  man,  but  be  ethical ; be  just 
and  moral  in  your  success.  Service  and 
ideas  have  a value.  Profit  is  legitimate — 
but  always  try  to  give  better  service.  We 
should  all  use  our  best  endeavor  to  elevate 


the  standards  of  our  profession,  and  to  sc 
conduct  our  affairs  that  others  will  find  it 
wise  to  emulate  our  example.  Make  a big 
effort  to  cultivate  friendships.  Learn  never 
to  abuse  friendships.  Do  not  take  an  unfair 
advantage  of  anyone.  Membership  in  any 
society  should  not  be  used  as  an  excuse  by 
other  members  for  special  favors.  Finally, 
the  Golden  Rule : “All  things  whatsoever  ye 
would  that  men  should  do  unto  you,  do  ye 
even  so  unto  them”. 

Now,  to  be  a little  more  specific.  A man 
in  the  practice  of  medicine  should  be  very 
careful  about  his  appearance  and  his  habits, 
because  he  is  in  close  contact  at  all  times 
with  exacting  people.  I think  the  majority 
of  people  appreciate  promptness  in  render- 
ing bills.  Certainly  it  will  be  easier  to 
rectify  any  possible  errors  while  the  serv- 
ice is  still  fresh  in  mind.  Night  ‘work  is  a 
bugaboo  to  most  all  physicians,  but  I be- 
lieve if  all  physicians  would  cooperate,  it 
would  be  possible  to  cut  this  work  to  a 
minimum.  Try  to  educate  people  to  call 
as  soon  as  symptoms  of  illness  occur,  and 
instruct  them  in  the  use  of  simple,  safe 
remedies.  However,  remember  that  every 
conscientious  physician  will  have  to  either 
do  some  night  work  or  arrange  for  some- 
one else  to  do  it.  Make  a great  effort  to  keep 
office  hours  regularly,  and  if  possible,  ar- 
range to  have  a regular  night  off  weekly, 
and  have  the  general  public  know  about 
this  night. 

The  new  man  in  a community  is  often 
a problem.  Be  kind  and  considerate  toward 
the  new  man,  and  even  though  he  gets  all 
your  practice  (for  you  know  nearly  all  new 
ones  do  that)  be  patient,  and  after  awhile 
the  new  man  will  realize,  from  your  ex- 
ample, that  there  will  be  great  advantage 
to  all  in  working  together.  In  Mt.  Holly,  I 
think  most  of  the  active  men  have  found 
it  to  be  of  great  advantage  to  have  an  oc- 
casional meeting  at  each  other’s  homes.  We 
become  better  acquainted,  and  learn  of  each 
other’s  problems,  and  if  we  have  difficulties 
and  misunderstandings,  instead  of  talking 
about  them  with  outside  people  or  other 
physicians,  we  talk  over  these  matters  with 
the  ones  directly  concerned,  and  usually  all 
is  amicably  settled. 
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I think  the  usual  practice  of  doing 
others’  work  and  turning  over  all  fees  is  a 
mistake.  We  in  Mt.  Holly  are  glad  to  do 
the  other  fellow’s  work,  but  as  long  as  we 
do  the  work  we  also  receive  the  pay.  That 
practice  saves  misunderstanding  and  makes 
us  likely  to  render  better  service.  We,  of 
course,  follow  the  practice  of  turning  the 
patient  back  to  the  family  physician.  We 
think  that  all  charges  should  be  uniform, 
and  feel  that  when  one  is  too  poor  to  pay 
the  regular  fee,  it  is  better  to  accept  noth- 
ing, and  make  it  straight  charity.  This  ap- 
plies to  general  work,  surgery  of  course  the 
exception,  because  here  it  is  difficult  to 
regulate  fees,  and  anyway  they  are  usually 
low  enough. 

I feel  that  all  men  should  be  honest  in 
reporting  contagious  diseases.  It  is  bad 
practice  to  try  to  save  a family  the  incon- 
venience of  a quarantine. 

In  the  matter  of  abortion,  which  is  always 
an  annoying  thing,  the  safe  rule  is  to  steer 
clear  of  these  cases,  and  try  to  render 
honest  and  sensible  advice.  Where  a thera- 
peutic abortion  is  deemed  necessary,  the 
safest  thing  is  to  have  a consultant,  and 
have  the  parties  to  the  arrangement  sign 
a statement  for  your  protection. 

I believe  that  all  men  should  take  an 
interest  in  public  health  matters,  and  help 
instruct  the  public  along  these  lines  in  your 
daily  round  of  work.  Also  back  up  the 
health  officer  as  far  as  you  are  able. 

Many  men  are  now  complaining  about  the 
advertising  campaigns  which  the  osteopaths 
and  chiropractors  are  conducting,  and 
wondering  what  we  can  do  to  offset  the 
effect  of  much  of  their  pernicious  work. 
I have  made  it  a rule,  personally,  to  ignore 
these  practitioners  because  I realize  I have 
nothing  in  common  with  them.  Certainly 
we  should  never  deign  to  consult  with  them, 
for  what  could  we  consult  about?  How- 
ever, I believe  it  is  wise  practice  to  ignore 
them  completely,  and  not  knock,  because 
even  though  you  may  be  honest  in  your 
convictions,  many  of  the  public  would  mis- 
understand you.  I believe  that  we,  if  we 
have  confidence  in  our  superior  training  and 
knowledge,  should  let  the  public  know  in  a 
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modest  way  the  real  efforts  we  are  mak- 
ing to  solve  the  problems  of  disease.  I 
think  it  is  certainly  an  admirable  plan  to- 
educate  the  public  to  the  value  and  import- 
ance of  a thorough  and  honest  occasional! 
complete  examination.  The  right  kind  of- 
propaganda  will  certainly  be  of  value  to 
our  prefession,  and  I think  it  might  be  well 
to  call  your  attention  to  the  value  of  con- 
ducting our  work  upon  a businesslike  basis. 

We  might  divide  our  patients  into  many 
classes,  but  I think  the  general  practitioner 
will  agree  with  me  that  there  are,  roughly 
3 large  groups  of  clients.  The  first  group 
we  might  term  the  “regulars”,  who  have- 
known  you  and  had  you  a number  of  years. 
The  second  class  are  "regulars”  too,  but  in; 
a different  way.  This  class  probably  have 
you  because  they  think  you  are  modern  and 
active,  and  can  give  them  the  best  service 
obtainable.  The  third  class  are  the 
“floaters”,  those  who  are  constantly 

switching  around  from  one  physician  to- 
another,  for  one  or  another  of  many  reasons. 
No  matter  how  long  a man  may  practice,, 
he  will  probably  retain  the  first  group,  but 
as  he  gets  past  middle  life  he  may  have 
difficulty  in  retaining  the  very  large  second', 
class,  and  he  will  likely  not  care  much  about 
the  third  class.  Then,  as  a man  grows  older 
and  begins  to  lose  his  snap  and  hustle,  his- 
work  naturally  falls  off,  so  I think  it  very 
wise  to  think  about  this,  particularly  at  the- 
outset  of  one’s  career,  and  “make  hay  while- 
the  sun  shines”.  The  saddest  thing,  to  me,, 
is  to  see  a man  in  medicine  forced  to  work 
hard  and  hustle  up  to  the  time  of  his  last 
breath.  In  our  profession  particularly,  we 
should  begin  early  to  lay  the  foundation  for 
a comfortable  and  easy  old  age.  We  have 
all  seen  men  who  have  devoted  their  entire- 
time — their  very  life  itself — to  their  work,, 
who  come  to  their  end  almost  totally  un- 
noticed, and  their  memory  soon  forgotten. 
The  world  loves  what  it  chooses  to  call  a. 
success.  There  is  a simple  lesson  in  this-. 
for  all  of  us.  How  fine  it  would  be  to  be: 
able  to  slacken  up  while  we  are  still  pos- 
sessed of  our  mental  faculties,  and  before 
we  have  gone  down  the  hill  too  far 
physically. 
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In  the  Principles  of  Medical  Ethics,  as 
adopted  by  the  American  Medical  Association, 
Section  1 of  Chapter  1 is  devoted  to  a consid- 
eration of  “The  Physician’s  Responsibility”, 
and  the  first  sentence  reads  as  follows : “A 
Profession  has  for  its  prime  object  the  service 
it  can  render  to  humanity;  reward  or  financial 
gain  should  be  a subordinate  consideration.” 
As  a clear,  concise  definition  of  our  aims  and 
objections,  we  members  of  the  medical  pro- 
fession have,  with  a great  deal  of  pride,  ac- 
cepted that  sentence  as  perfectly  expressing 
our  ideals.  Since  the  days  of  Hippocrates  we 
have  collectively  and  separately  affirmed  that 
principle  as  the  fundamental,  basic  factor  up- 
on which  our  standards  rest.  To  live  up  to 
that  elemental  factor  of  our  code  has  been  and 
remains  the  crowning  glory  of  our  achieve- 
ments. 

Service  to  humanity  is  a phrase  that  may 
cover  a variety  and  a multitude  of  things ; 
there  are  many  kinds  of  service  to  be  rendered 
and  many  different  forms  in  which  a given 
service  may  be  performed,  even  within  our 
limited  professional  field.  Naturally,  for  us, 
service  relates  primarily  to  the  preservation 
of  health  and  prolongation  of  the  lives  of 
those  who  entrust  themselves  to  our  care  or 
guidance.  Until  comparatively  recent  times, 
the  service  we  have  been  mainly  expected  to 
render  has  been  in  the  line  of  healing  the  sick 
or  of  rendering  aid  to  those  who  had  been  in- 
jured or  had  become  ill  through  some  unfortu- 
nate chain  of  circumstances.  Preventive 
medicine  is  by  no  means  a new  factor  in  our 
lives,  and  the  organized  profession  has  rend- 
ered invaluable  service  to  humanity  in  the  way 
of  scientific  discoveries,  in  the  application  of 
such  findings  to  the  prevention  or  elimination 
of  diseases,  and  in  the  dissemination  of 
knowledge  designed  to  educate  individuals  in 
the  art  of  self  preservation. 

It  is  only  recently,  however,  that  we  have 
come  to  realize  how  much  more  we  might  be 
doing  for  the  benefit  of  humanity,  and  one  of 
the  great  forward  movements  of  the  period  is 
that  which  has  for  its  object  the  raising  of  the 
average  duration  of  life,  and  which  is  today 
receiving  so  much  support  from  the  leaders 
of  the  medical  profession.  It  is  not  to  be  ex- 
pected that  every  member  of  an  organization 
shall  be  in  the  vanguard  of  the  procession, 
there  is  not  room  at  the  front  for  all,  but  there 
are  beginning  to  be  complaints,  from  all  parts 
of  the  country,  that  “the  medical  men,  gen- 
erally, have  not  taken  sufficient  interest  in  the 
proposal  to  have  every  individual  undergo  a 
physical  examination  at  least  once  a year  for 
the  purpose  of  securing  an  inventory  of  health 
conditions  and  obtaining  advice  and  sugges- 
tions for  prolonging  health.”  Apparently,  all 


physicians  approve  of  this  great  efifort  to  help 
man  to  help  himself,  this  movement  to  edu- 
cate the  people  into  keeping  well  and  avoiding 
sickness  and  delaying  as  long  as  possible  the 
inevitable  death,  but  many  of  them  are  too 
much  inclined  to  leave  the  educational  labor 
to  a few  members  and  are  far  too  neglectful 
of  their  wonderful  opportunities  for  personal 
service.  Aside  from  their  obligation  to  ren- 
der service  to  humanity  in  whatsoever  manner 
may  prove  feasible,  we  would  respectfully  call 
the  attention  of  those  who  have  not  yet  awak- 
ened to  the  importance  of  this  new  field  of 
labor  to  the  fact  that  while  “reward  or  finan- 
cial gain  should  be  a subordinate  considera- 
tion”, these  desirable  compensations  for  serv- 
ice go  in  greatest  abundance  to  those  who  rec- 
ognize their  responsibilities  and  obligations 
and  probably  in  least  satisfactory  form  to 
those  who  fail  to  meet  their  duties  and  oppor- 
tunities. 

We  quite  agree  with  the  Editor  of  the  Mis- 
souri Medical  Journal,  who  recently  said  on 
this  subject:  “If  we  read  the  signs  aright,  pe- 
riodic health  examination  will  become  a rou- 
tine in  the  life  of  every  person  who  takes 
thought  of  his  own  Welfare,  and  it  is  the  phy- 
sician who  must  make  this  examination.  It 
is,  therefore,  the  duty  of  every  physician  to 
familiarize  himself  with  the  development  of 
this  movement  and  prepare  himself  to  perform 
this  function  as  a paVt  of  his  regular  every- 
day practice.” 

We  are  entering  upon  a new  year,  a new 
era  of  promise  and  of  hope,  and  we  are,  pos- 
sibly, “turning  a new  leaf”,  or  at  least  giving 
some  thought  to  our  course  of  action  for  the 
immediate  future.  Each  of  us  desires  to 
profit  by  the  experiences  of  the  past  and  to 
plan  better  for  the  future,  and  there  appeared 
in  the  New  York  Times  on  New  Year’s  Day  a 
poem  that  seemed  particularly  worthy  of  a 
moments  consideration  on  the  part  of  physi- 
cians : 

A BABE  OF  PROMISE. 

(Poem,  by  Allen  Johnson) 

Another  year  of  hopes  and  fears, 

Another  year  of  smiles  and  tears, 

Another  year  from  all  our  years, 

Last  night  stole  soft  away. 

Whate’er  of  good,  whate’er  of  ill 
It  brought,  or  ache,  or  peace,  or  thrill, 

Means  little  now  save  as  it  will 
Prove  guidance  for  today. 

Time  pauses  not.  Relentless?  Nay, 

His  touch  is  tender;  day  by  day 
He  Leads  us  gently  down  the  way 
Unto  the  journey’s  end. 

As  bends  the  form  youth  bore  upright, 

Time  dims  youth’s  vision  ’gainst  the  blight, 

As  afterglows  to  falling  night 
Their  masks  of  beauty  lend. 

Hail  then  with  joy  the  New  Year’s  birth — 

A Babe  of  Promise  born  to  Earth — 

A year  worth  what  we  make  it  worth, 

A joy,  or  pain-to-be. 

Proud  sire  of  a new-born  year. 

Time  swings  his  service  portals  clear, 

Beyond  which  love  and  hope  appear, 

And  opportunity. 
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jgeto  gear's  (greeting. 

from 

The  President  of  the  Medical  Society 
of  New  Jersey. 

We  now  are  entering  the  second  quarter  of 
the  twentieth  century.  Medicine  and  surgery 
have  made  more  progress  during  the  last  25 
years,  toward  the  prevention  of  disease  and 
the  prolongation  of  life,  than  in  almost  2500 
years  before.  This  being  true,  we  must  keep 
up  with  the  procession  and  carry  on  the  good 
work.  My  visits  to  County  Medical  Society 
meetings  have  shown  me  that  the  thoroughly 
scientific  and  practical  programs  which  are 
presented,  encourage  attendance.  I congratu- 
late the  officers.  Let  us  keep  it  up. 

Osier  used  to  say  that  a man  who  did  not 
make  a determined  effort  to  keep  up  with 
medical  progress,  would  in  5 years  drop  10 
years  behind  his  brother  physicians.  We  need 
more  interest  in  the  plans  offered  at  the  an- 
nual meeting  for  postgraduate  courses.  We 
all  have  the  chance  to  have  these  courses  come 
to  us,  instead  of  having  to  go  to  them.  Let  us 
be  sure  to  take  advantage  of  this  excellent  op- 
portunity to  keep  up  to  date. 

Physicians  have  been,  some  of  them,  a little 
slow  in  properly  preparing  themselves  to  make 
thorough  health  examinations.  Periodic 
health  examinations  are  the  watchword  of  the 
hour.  They  are  coming  just  as  surely  as  the 
use  of  the  thermometer  and  the  hypodermic 
syringe  came  50  years  ago.  There  was  some 
opposition  to  those  advances ; physicians  were 
not  ready  to  learn  how  to  make  use  of  them. 
It  isn’t  enough  to  look  a man  over  casually 
and  say  he  is  alright ; it  is  essential  that  you 


demonstrate  to  him  that  you  know  he  is  al- 
right, because  his  urine,  his  blood,  his  blood 
pressure,  his  heart,  his  lungs,  his  nervous  sys- 
tem, and  his  special  senses  all  provide  definite 
accurate  evidence  of  that  fact.  If  you  do  not 
do  it,  someone  else  will  and  then  your  patient 
will  be  inclined  to  think  that  it  was  because 
you  did  not  knozv  how  to  do  it  that  you  failed 
to  examine  him  properly. 

I have  said  that  the  county  societies  are  do- 
ing excellent  work  in  encouraging  attendance 
at  their  meetings.  This  is  a hopeful  sign,  for 
nothing  is  so  beneficial  for  the  prestige  of  the 
profession  as  to  have  such  community  of  in- 
terest. When  doctors  disagree  in  public  we 
lose  something  in  the  estimation  of  the  laity. 
These  disagreements  are  often  due  to  trivial 
personal  grievances.  Let  us  bury  our  rancors 
and  stand  together,  since  that  means  so  much, 
not  only  for  increased  public  health,  but  also 
for  the  stabilization  of  the  confidence  of  the 
public  in  our  great  profession. 

May  I add  one  word  more  with  regard  to 
cooperation  w'ithin  the  ranks,  of  the  profes- 
sion? Just  at  the  present  time  one  of  the 
most  serious  drawbacks  in  the  practice  of 
medicine  is  the  number  of  damage  suits  that 
are  being  brought  against  physicians.  This 
has  become  one  of  the  banes  of  professional 
life,  not  only  for  the  physician  and  surgeon 
but  also  for  the  dentist.  In  this  matter,  co- 
operation, the  standing  together,  is  the  best 
mode  of  protection  that  we  can  have.  Your 
State  Society  now  offers  the  opportunity  for 
group  insurance,  a protection  that  practically 
does  away  with  the  worry  and  the  loss  in- 
volved in  defending  such  actions.  No  physi- 
cian or  surgeon  can  be  assured  that  he  will  be 
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free  from  such  an  attack.  Some  of  the  best 
men  of  the  profession  have  been  subjected  to 
the  ordeal,  and  the  verdicts  rendered  against 
physicians  have  often  been  out  of  all  propor- 
tion to  the  compensation  received  by  them  for 
their  services,  sometimes  involving  serious 
hardships,  not  only  on  the  physiciaYi,  but  on 
his  family  as  well.  This  group  insurance  is 
an  opportunity,  at  a small  investment,  for  the 
combining  of  our  efforts  in  such  manner  as 
will  do  more  to  prevent  abuses  and  frustrate 
the  machinations  of  blackmailers  than  any- 
thing else  that  we  could  do. 

My  best  wishes  for  a happy,  happy  New 
Year  and  many  of  them  to  you  all. 

Lucius  F.  Donohoe. 


CHANGES  IN  THE  JOURNAL. 

Your  attention  has,  of  course,  been  attracted 
to  the  new  form  assumed  by  the  Journal  this 
month.  This  modification  was  not  made  en- 
tirely voluntarily,  but  it  became  necessary  to 
conform  to  the  size  and  shape  of  all  the  other 
state  journals.  The  Editor  and  all  members 
of  the  Publication  Committee  recognized  the 
advantages  of  adhering  to  the  established 
form  and  hesitated  long  before  deciding  to 
change,  but  the  arguments  in  favor  of  the  ex- 
isting size  were  outweighed  by  those  demand- 
ing the  larger  page  size  to  accommodate  some 
of  the  illustrations  now  used  by  advertisers. 
This  change  will  make  a decided  break  in  the 
appearance  of  your  set  of  bound  volumes  but 
we  trust  no  one  will  find  that  a serious  ob- 
jection. 

We  are  taking  advantage  of  the  opportunity 
afforded  by  this  change,  and  by  the  advent  of 
a new  year  and  commencement  of  a new  vol- 
ume, to  initiate  some  additional  new  features. 
Under  the  heading  of  “Current  Events”  a new 
department  is  started  for  the  purpose  of  pre- 
senting reports  of  progress  being  made  na- 
tionally or  in  other  states  in  dealing  with  mat- 
ters of  economic  interest.  The  first  item  in 
the  present  number  recounts  a recent  move- 
ment looking  to  closer  harmony  of  action  be- 
tween New  Jersey  and  her  neighboring  states 
of  New  York  and  Pennsylvania  in  matters 
that  relate  to  general  professional  welfare  and 
where  uniform  legislation  might  prove  bene- 
ficial. The  second  item  reports  Dr.  Morrison’s 


efforts  to  bring  about  a settlement  of  the  dis- 
pute between  the  New  Jersey  and  Pennsylvania 
medical  licensing  boards.  The  third  subject 
is  a communication  from  Dr.  Costill  and  in- 
augurates a plan  for  securing  a closer  affilia- 
tion between  the  active  practitioner  of  medi- 
cine and  the  state  and  local  boards  of  health; 
the  State  Society’s  Committee  on  Public  Hy- 
giene and  Sanitation,  the  State  Board  of 
Health,  and  the  Editor  will  endeavor  to  join 
forces  in  submitting  material  for  this  special 
column  and  in  working  out  certain  features  of 
the  public  educational  program. 

In  this  new  department  we  shall  from  time 
to  time  present  summaries  of  the  work  of  the 
various  standing  or  special  committees  of  the 
American  Medical  Association — matter  that  is 
often  published  in  special  reports  or  bulletins 
but  does  not  reach  the  larger  number  of  mem- 
bers of  the  profession,  or  does  not  reach  them 
in  assimilable  form. 


STATE  SANITATION. 

Special  attention  is  called  to  an  excellent  re- 
port of  the  recent  annual  meeting  of  the  New 
Jersey  State  Sanitary  Association,  published 
herewith  ; a feat  that  was  accomplished  through 
the  kindly  cooperation  of  the  officers  of  that 
organization,  and  particularly  through  the 
courtesy  of  the  Chairman  of  its  Publication 
Committee,  Mr.  Charles  J.  Merrell.  We  were 
permitted  to  make  adequate  abstracts  of  all  the 
original  papers  presented  at  the  two-day  ses- 
sion and  you  will  find  this  survey  of  some  of 
the  most  important  health  problems  of  this 
state  supplies  most  interesting  and  instructive 
reading.  Administration  problems  are  dealt 
with  by  our  own  distinguished  Commissioner 
of  Labor,  by  the  newly  appointed  Commis- 
sioner of  Health  for  New  York  City,  and  by 
one  of  the  leaders  in  the  Lb  S.  Public  Health 
Service.  A very  complete  symposium  on  the 
subject  of  pollution  of  public  waterways,  the 
possible  effect  of  such  pollution  on  our  shell- 
fish industry,  and  the  steps  being  taken  to  pro- 
tect the  latter,  is  most  enlightening.  The  pos- 
sibility of  eliminating  rabies  from  the  com- 
munity by  the  vaccination  of  dogs  is  ably  pre- 
sented. Altogether,  this  is  an  unusually  inter- 
esting and  valuable  collection  of  papers  on 
practical  subjects. 


January,  192  6 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


33 


Jlletucal  economics 

ON  NOTES  AND  RECORDS. 

Memory  is  treacherous,  and  for  any  man 
doing  work  which  may  need  from  time  to  time 
to  be  recalled,  some  system  of  recording  events 
as  they  occur  is  a necessity.  This  is  espe- 
cially true  for  the  doctor,  who  deals  with  a 
varied  assortment  of  individuals  with  an  al- 
most equally  varied  assortment  of  complaints. 
His  contacts  are  never  routine,  nor,  if  he  is 
desirous  of  progress,  will  he  permit  his  rec- 
ommendations to  become  routine.  Note  tak- 
ing and  record  keeping  then  becomes  a very 
important  part  of  his  day’s  work.  For  the 
young  practitioner  starting  out  on  his  career 
this  is  a particularly  fertile  subject  for  thought. 
Despite  the  apparently  obvious  truth  of  the 
statement  a few  of  the  reasons  for  it  may  be 
considered. 

In  the  first  place  as  a pure  matter  of  busi- 
ness method  it  must  be  admitted  that  the  pa- 
tients themselves  have  a right  to  expect  it. 
Whether  thev  all  do  or  not,  is  a question ; but 
they  surely  have  the  right,  if  they  wish,  to  feel 
that  part  of  what  they  are  paying  the  doctor 
for  is  some  kind  of  record  of  their  symptoms, 
subjective  and  objective,  and  of  what  is  done 
for  them,  for  such  knowledge  often  may  be- 
come a very  important  part  of  future  investi- 
gation. Every  doctor  of  10  or  15  years  ex- 
perience can  tesitfy  how  impossible  it  often 
is  to  secure  from  a former  professional  at- 
tendant adequate  data  of  surgical  or  medical 
observations.  Failure  in  this  respect  is  a 
frank  admission  of  poor  work,  and  from  the 
patient’s  viewpoint  is  a subject  of  reprehension. 

Again,  the  doctor  for  his  own  benefit  should 
desire  to  keep  track  of  his  patients’  ailments 
and  the  means  employed  in  treatment.  How 
else  can  he  adequately  judge,  let  us  say,  of  the 
frequency  of  recurrent  colds  and  change  in 
their  character, ' — to  say  nothing  of  learning 
what  forms  of  treatment  are  especially  suc- 
cessful, or  (equally  important)  unsuccessful? 

Only  by  this  method  can  the  physician  be 
aware  from  year  to  year  of  slight  changes  in 
a patient’s  physical  condition,  and  develop 
early  suspicion  of  deterioration  in  the  subject 
of  middle  age.  Impressions  are  too  vague  to 
be  relied  upon,  and  too  often  directly  mis- 
leading. How  can  any  man  hope  to  remember 
accurately,  over  a period  of  months  or  years, 
the  character  of  a pulse,  the  position  of  the 
apex,  the  location  of  a few  rales  noted  at  a 
former  examination,  when  the  intervening 
months  have  been  filled  with  all  kinds  and  va- 
rieties of  other  patients  and  their  assorted 
ills?  And  yet,  some  knowledge  of  such  ap- 
parently trivial  observations  of  a couple  of 
years  ago,  may  make  a great  difference  in  the 
doctor’s  estimation  of  signs  or  symptoms  re- 
corded today. 


All  of  which  seems  trite  enough  and  what  is 
known  as  “old  stuff”;  but,  when  one  comes  in 
contact  with  a large  number  of  doctors  in  such 
way  as  to  obtain  inside  information  as  to  what 
they  actually  do  in  the  way  of  note  taking,  it 
becomes  quite  obvious  that  bad  habit  in  this 
regard  is  common. 

Another  use  of  recording  one’s  observations 
is  the  opportunity  it  gives  for  study.  Infor- 
mation may  be  acquired  by  reading  text  books 
and  magazines,  but  the  actual  value  of  anoth- 
er’s experience  and  ideas  is  never  as  great  as 
that  derived  from  one’s  own  actual  contacts, 
be  they  relatively  so  few.  Any  practitioner  in 
the  course  of  10  years  work  can  acquire  mate- 
rial from  his  own  practice,  the  rereading  and 
mulling  over  of  which,  will  add  more  to  his 
store  of  real  medical  knowledge  than  all  the 
text  books  in  Christendom.  A few  well  work- 
ed up  cases  of  one’s  own,  with  careful  notes 
thereon,  are  of  far  more  value  in  stimulating 
thought  and  in  the  actual  acquisition  of  knowl- 
edge than  the  most  voluminous  reports  of 
work  done  by  others.  Such  work  of  one’s 
own  serves  as  an  excellent  text  and  incentive 
to  reading : but  more  than  that,  facts  observed 
by  one’s  self  are  for  that  person  truth,  and 
known  truth  is  the  most  precious  thing  in  the 
world.  Therefore,  no  false  sense  of  inferior- 
ity should  be  permitted  to  enter  in  and  suffer 
one’s  own  observations  of  fact  to  be  over- 
shadowed by  the  assertions  of  others. 

In  this  column  last  month  the  subject  of 
research  was  discussed,  and  research  is  impos- 
sible without  adequate  records.  The  import- 
ant matter  which  falls  to  the  general  practi- 
tioner in  this  field  is  the  study  of  early  symp- 
toms. No  one  who  keeps  careful  record  of 
his  office  patients  can  fail  in  the  course  of  a 
few  years  to  develop  some  ideas  in  regard  to 
the  beginnings  of  many  chronic  conditions  of 
whose  incipience  only  the  vaguest  notions 
now  exist. 

And  this  leads  to  consideration  of  some  of 
the  difficulties  in  record  making  and  keeping. 
There  are  systems  and  systems,  but  the  only 
one  that  is  good  for  anything  is  that  one  that 
works  for  the  man  who  is  using  it.  Any  sys- 
tem, in  other  words,  must  be  adapted  by  the 
individual  to  his  own  peculiarities  of  habit  and 
what  he  know^  to  be  capable  of  keeping  up. 

Time  is  the  first  factor, — i.e.,  when  to  make 
one’s  notes;  and  for  the  majority  of  men,  that 
is  most  surely  done  if  the  habit  is  formed  of 
not  allowing  the  patient  to  leave  the  office  be- 
fore notes  are  made.  If  a prescription  is 
given  to  the  patient  it  should  not  be  let  out  of 
hand  until  it  has  been  copied  on  the  record 
and  everything  is  complete.  This  takes  but 
little  additional  time,  and  the  record  is  made 
while  talking  to  the  patient,  and  while  data 
are  fresh  in  mind.  For  most  men,  it  is  fatal 
to  wait  till  night  to  write  up  the  day’s  work; 
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fatigue  and  unexpected  calls  are  difficult  fac- 
tors to  overcome.  Recording  data  of  the 
acute  cases  seen  on  visits  to  the  bedside  is 
more  difficult.  The  office  file  is  not  handy 
and  something  to  write  on  must  be  carried 
along.  This  may  be  done  however — a pre- 
scription blank  will  do — and  if  an  envelope  or 
folder  system  is  used,  the  collection  of  papers 
of  a day’s  rounds  can  be  quickly  sorted  and 
distributed  at  night  into  their  proper  contain- 
ers, and  then  copied  at  leisure.  The  material 
will  be  there,  even  though  not  in  good  order. 
This  matter  becomes  easy  where  the  practi- 
tioner can  afford  an  assistant ; but  as  this 
habit,  to  be  of  any  value,  must  be  begun  in 
the  early  years  of  practice,  it  must  be  devel- 
oped in  such  a way  that  the  doctor  can  look 
after  it  himself  for  some  years  before  he  has 
reached  affluence  and  acquired  an  office  nurse. 

The  second  most  important  factor  is  habit. 
This  can  only  be  cultivated  by  making  up 
one’s  mind  to  the  necessity  and  then  following 
it  up.  A couple  of  years  in  the  early  days  of 
practice  when  time  is  not  quite  so  precious  as 
later,  will  serve  to  ingrain  the  habit  and  help 
to  make  it  a routine  pai;t  of  the  doctor’s  work. 
But  it  must  become  habitual — it  must  be  rec- 
ognized as  part  of  the  job. 

A word  should  be  said  here  as  to  the  rela- 
tive importance  of  the  daily  rounds  and  the 
office  work.  Visits  are  made  to  the  more  or 
less  acutely  sick,  and  by  and  large  if  these 
cases  are  reviewed,  it  will  be  seen  that  a rela- 
tively large  share  of  them  are  self-limiting 
illnesses  which  if  merely  left  alone,  will  soon 
subside  and  leave  no  mark.  Office  cases  are 
in  a distinctly  different  category,  and  most  of 
them  deserve  more  time  and  study  than  is 
ordinarily  allotted  to  them.  The  reason  so 
many  doctors  say  they  dislike  their  office  work 
and  regard  it  as  a bore,  is  that  they  do  it  hur- 
riedly and  therefore  poorly.  They  have  not 
realized  the  importance  of  spending  more 
time  at  it  and  making  more  extended  inquiry 
into  the  ailments  of  their  chronic  cases.  Many 
of  these  come  to  the  office  in  the  very  begin- 
ning of  their  ailment,  and  study  and  record  of 
such  patients  will  repay  in  the  long  run,  by 
shedding  light  sooner  or  later  on  the  early 
manifestations  of  serious  illness.  Moreover 
this  is  just  what  is  most  needed.  Hospitals 
are  crowded  with  the  acutely  sick.  The  spe- 
cialist and  the  laboratory  man  have  almost  no 
contact  with  the  type  of  work  which  comes  to 
the  practitioner’s  office,  and  it  is  here  that  at- 
tention is  first  and  earliest  invited  to  the  be- 
ginning's of  disease  processes.  If  the  family 
doctor  will  realize  this  and  take  pains  to  be 
thorough,  then  file  away  for  future  reference 
the  results  of  his  thoroughness  in  the  form  of 
brief  but  accurate  notes,  he  may  waken  some 
day  to  a dawning  of  knowledge  both  for  him- 
self and  the  profession  at  large. 


€stf)eticg 

A MOTOR  TRIP  WESTWARD. 

Lancelot  Ely,  M.D., 

Somerville,  N.  J. 

( Lest  some  one  should  question  the  propriety  of  presenting 
a travel  letter  under  the  head  of  ” Esthetics”  t the  Editor 
would  explain  in  advance  that  the  places  visited  and  de- 
scribed by  the  author  ape  of  such  marvelous  beauty , exhibit 
so  much  of  the  best  work  of  the  greatest  of  all  art  masters, 
as  to  deserve  consideration  among  the  transcendental  things. 
We  invited,  and  urged,  Dr.  Ely  to  write  up  his  summer's 
experiences  becausd  we  knew  well  the  places  he  was  visiting ; 
with  the  exception  of  Alaska,  we  have  tramped  over  nearly 
all  that  ground.  To  any,  physician  who  wants  a real  “ honest 
to  God”  vacation  trip,  we  commend  the  reading  of  this 
article  and  adoption  of  this  plan.  We  doubt  if  anywhere 
else  in  the  world  oiie  could  find  more  beautiful  natural 
scenery  or  more  health-giving  and  soul-stirring  experiences.) 

A dream  of  many  years,  many  months  of 
planning,  reading  books  of  travel,  and  con- 
sulting maps  and  folders  from  Chambers  of 
Commerce  and  Steamship  companies,  made 
preparation  for  our  start  on  June  29,  1925, 
for  our  motor-camping  trip  to  the  west,  with 
the  National  Parks  our  main  objectives.  A 
Packard  touring  car,  equipped  for  general 
camping,  was  to  be  our  home  and  abiding-place 


for  the  summer  months.  Our  passengers 
were  son  John,  aged  16,  Barbara,  aged  12, 
Mrs.  Ely  and  myself.  We  took  just  enough 
clothing  to  meet  requirements,  and  plenty  of 
bed  blankets  for  the  expected  cold  nights. 

We  left  home  early  in  the  morning  and 
made  our  first  night’s  camp  a few  miles  be- 
yond Scranton,  on  the  Lackawanna  Trail;  the 
second  night  along  beautiful  Seneca  Lake; 
and  the  third  at  Niagara  Falls.  We  had  res- 
ervations on  a Lake  steamer  from  Buffalo  to 
Duluth,  sailing  July  3,  with  our  car  on  board, 
and  the  trip  through  the  Great  Lakes  was 
most  enjoyable.  Stops  were  made  at  Cleve- 
land, Detroit,  Mackinac  Island  and  Houghton, 
with  its  copper  mines  and  smelters,  and  thence 
through  the  wonderful  “Soo’’  Canal.  At  each 
stop  we  took  the  opportunity  given  to  passen- 
gers to  visit  points  of  interest.  Arriving  at 
Duluth  early  in  the  morning  of  July  7,  a trip 
around  that  charming  city  of  beautiful  homes 
ended  the  first  stage  of  our  journey. 

After  getting  our  first  mail  from  home  at 
the  General  Post  Office,  we  left  Duluth  at 
mid-day,  and  journeyed  through  the  vast  lake 
region  of  northern  Minnesota,  and  through 
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miles  of  fire-devastated  forests.  Each  day 
from  then  on  became  a day  of  travel,  allow- 
ing us  stops  at  places  of  interest  as  they  ap- 
pealed to  us  and  full  enjoyment-  of  the  natural 
beauties  of  the  country.  Mid-day  meals  we 
had  at  hotels  and  restaurants,  and  nights  we 
chose  camping  sites  near  ranch  houses.  Our 
chosen  route  took  us  directly  west,  through 
Minnesota,  southern  North  Dakota  and  Mon- 
tana. At  Medora,  in  North  Dakota,  we  spent 
the  week-end  at  Peaceful  Valley  Ranch,  visit- 
ing Roosevelt’s  ranching  grounds  and  the 
Petrified  Forest  of  the  Bad  Lands.  Continu- 
ing still  west  to  Billings,  Montana,  we  turned 
south  to  Cody,  Wyoming,  to  enter  the  Yel- 
lowstone Park  through  the  Shoshone  Canyon. 
The  journey  from  Cody  up  the  Shoshone 
River  valley,  past  the  great  dam  and  lake  of 
the  same  name,  is  a fitting  entrance  to  the 
beautiful  Yellowstone  Park.  Five  days  were 
spent  in  the  Yellowstone,  in  admiration  of  the 
many  freaks  of  nature,  hot  springs  beside  cold 
springs,  mineral  springs,  boiling  mud  springs 
and  mud  geysers.  The  well-named  Dragon’s 
Mouth,  with  its  gurgling  of  mud  and  belching 
of  sulphur  fumes,  the  Minute  Man,  and  Old 
Faithful,  all  are  beyond  adequate  description. 
We  saw  the  grand  canyon  of  the  Yellowstone 
in  a bright  sun  at  mid-morning.  The  beautiful 
colorings  of  the  Canyon  walls  and  the  rush  of 
water  over  the  falls  in  its  depths  made  the 
grandest  sight  along  our  whole  trip.  Jim 
Bridger  chose  well  when  he  took  the  Canyon 
rim  as  a camping  site.  We  climbed  Mt.  Wash- 
burn, 10,317  ft.  by  auto — yes,  our  engine 
boiled  before  we  reached  the  summit.  Be- 
neath us  spread  a vast  expanse  of  mountains 
and  valleys,  and  around  us  beautiful  wild 
flowers  made  a carpet  everywhere.  It  was 
Spring  on  Mt.  Washburn.  A three  day  stay 
at  Mammoth  Springs  allowed  us  time  to  roam 
over  the  great  terraces  and  to  enjoy  the  deli- 
cate colorings  of  pink,  green  and  blue,  and  the 
whitest  of  white  in  the  most  magnificent  for- 
mations. 

Well  pleased  with  our  first  National  Park, 
we  went  out  of  Yellowstone  at  Gardiner  on 
the  north,  on  our  way  to  Glacier  Park.  Pass- 
ing through  Manhattan  and  Three  Forks, 
Montana,  we  saw  towns  that  were  badly  dam- 
aged by  the  June  earthquake.  At  Three  Forks, 
a crevice  had  been  left  in  the  main  street  more 
than  a foot  wide  and  very  deep.  It  was  here 
that  my  son  asked  an  interested  bystander  as 
we  were  arranging  our  camp  for  the  night,  if 
they  had  any  mosquitoes.  Very  quickly  he 
answered:  “No!  We  had  one  last  week,  and 
had  a general  round-up  and  caught  him.”  Our 
New  jersey  license  created  much  interest,  and 
often  a laughing  remark,  “Mosquitoes”,  but 
we  agreed  that  New  Jersey  should  share  this 
reputation  with  other  states.  We  carried  with 
us  army  mosquito  tents,  and  the  first  night  we 


could  sleep  in  comfort  without  them  was  at 
Billings. 

Butte  was  our  next  large  city  of  interest, 
and  here  we  got  permission  to  go  down  one 
of  the  gi'eat  copper  mines  and  see  the  latest 
methods  of  mining.  From  Butte,  we  traveled 
north,  through  the  Flathead  Indian  Reserva- 
tion along  Flathead  Lake  to  Kalispell,  which 
was  that  day  entertaining  the  famous  Barnes’ 
Circus,  and  the  usual  circus  crowd  was  filling 
the  town.  It  was  easy  for  the  young  folks  of 
our  party  to  persuade  the  elders  that  such 
wonders  should  not  be  missed,  so  we  too  stood 
in  line  and  sweltered  in  the  hot  sun  until  the 
big  tent  was  opened  up  and  we  all  filed  in. 

We  entered  Glacier  National  Park  at  Bel- 
ton, and  camped  our  first  night  along  McDon- 
ald Lake,  early  the  next  morning  starting  on 
horseback  for  Sperry  Glacier.  There  are  few 
roads  for  autos  yet  developed  in  the  Park,  so 
tourists  must  go  horseback  or  hiking.  The 
“round”  takes  in  beautiful  Lake  Ellen  Wilson, 
Gunsight  Pass,  Blackfeet  Glacier,  to  Going-to- 
the-Sun  Mountain,  then  on  to  Many  Glaciers, 
to  Granite  Park,  and  back  to  Lewis  Hotel  at 
Lake  McDonald.  Thanks  to  the  surefooted- 
ness of  the  noble  horse,  up  and  down  those 
perilous  switchbacks,  we  returned  safely  to 
our  starting  point. 

Out  of  Glacier  again,  we  continued  west 
into  Washington,  passing  the  interesting  for- 
mation of  the  coulees,  down  into  the  fertile 
Wenatchee  and  Columbia  River  Valleys  with 
their  orchards  of  apples,  plums,  and  pears,  and 
on  into  Seattle.  We  placed  our  car  in  a ga- 
rage there  for  slight  adjustments,  and  secured 
passage  on  the  Steamship  “Yukon”  for  Se- 
ward, Alaska.  Stops  of  several  hours  were 
made  at  all  American  ports  and  many  can- 
neries, and  that  makes  a story  all  by  itself,  for 
we  liked  Alaska. 

Returning  to  Seattle  after  this  18-day  trip 
on  the  water,  we  started  south,  through  Ta- 
coma to  Mt.  Rainier.  This  National  Park  has 
its  many  attractions  grouped  around  the 
beautiful  snow-capped  mountain  which  gives 
it  its  name.  Hikes  along  the  Sky-line  Trail 
and  to  the  saddle  between  Pinnacle  Point  and 
Cathedral  Rock  tempted  us  to  try  the  summit 
itself,  but  we  did  not,  and  after  2 short  and 
enraptured  days  we  left,  to  continue  south 
through  Olympia,  Portland  and  Salem  to 
Grant’s  Pass.  From  here  we  went  out  to  Ore- 
gon Caves  and  Crater  Lake. 

Crater  Lake  is  a beauty  spot.  It  is  a deep 
purple-blue  in  shade,  set  in  an  old  volcanic 
crater,  1900  feet  below  the  rim.  A trail  a 
mile  long  down  the  steep  crater  sides 
brought  us  to  the  surface  of  the  water — a mile 
down,  they  told  us,  but  10  coming  back.  A 
ride  in  a motor  boat  gives  the  beauties  of  the 
rim  from  the  Lake,  and  takes  the  tourist 
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around  Wizard  Island  and  the  Phantom  Ship. 

Traveling  through  southern  Washington 
and  Oregon,  we  had  good  views  of  snow- 
capped Mt.  St.  Helens  and  Mt.  Adams,  but 
Mt.  Hood  was  lost  in  the  clouds  far  beyond 
our  view.  Majestic  Mt.  Shasta  staid  with  us 
all  day  after  leaving  Crater  Lake.  We  con- 
tinued south,  covering  that  21  mile  up-grade 
over  the  Siskiyou  Mountains  into  California, 
and  down  into  the  beautiful  fertile  valley  of 
the  Sacramento  into  Oakland  and  San  Fran- 
cisco. The  trip  to  the  several  old  Spanish 
Missions  below  San  Francisco,  as  far  as  Car- 
mel-by-the-Sea  was  most  interesting.  Then 
east  to  Yosemite  Valley,  over  very  mountain- 
ous roads.  Two  wonderful  days  were  spent 
in  the  valley,  awaking  in  the  morning  to  the  re- 
flection of  sunlight  on  the  massive  granite 
cliffs,  and  enjoying  in  the  evening  the  shadows 
from  the  early  setting  sun.  We  were  spell- 
bound at  El  Capitan  and  Half  Dome,  and  the 
fire  fall  at  Camp  Curry.  A trip  into  Mariposa 
Grove  and  drives  among  the  big  trees  brought 
us  through  the  “Wawona”,  the  one  made  fa- 
miliar to  us  by  the  picture  in  our  school  books, 
showing  a stage  coach  driving  through — this 
time  it  was  a Packard,  and  plenty  of  space  left 
at  the  sides. 

We  came  on  the  main  highway  again,  and 
on  to  Sequoia  Park,  to  view  still  larger  trees, 
and  among  them  that  largest  and  oldest  living 
thing  in  the  world,  the  “Gen.  Sherman”  tree. 
We  enjoyed  our  camp  in  Sequoia,  among 
those  lofty  giants ; the  deer  and  bear  as 
friendly  neighbors  roaming  about,  and  the 
companionable  flicker  of  many  campfires  mak- 
ing a joy  long  to  be  remembered. 

Again  on  the  highway,  we  ran  south  to  Ba- 
kersfield, passing  one  of  the  largest  oil  fields 
and  oil  containers  of  the  country.  We  were 
pleased  with  Bakersfield,  a prosperous  city, 
with  beautiful  homes  and  business  places,  and 
delightful  streets.  Now  for  the  Grand  Can- 
yon, the  last  Park  on  our  itinerary.  We  de- 
cided to  cross  through  the  Mohave  Desert,  an 
uncertain  undertaking  from  reports  we  had 
from  other  tourists  who  told  of  heat  and  sand 
and  lonely  stretches.  Some  roads  were  bad, 
there  was  plenty  of  deep  sand  but  passable, 
and  it  was  hot,  but  we  made  it.  It  was  along 
this  route  across  the  desert  sand  that  we  saw 
a mirage  lake.  On  approaching,  we  saw  a 
great  expanse  of  water,  the  first  we  had  seen 
for  days.  We  drove  toward  it  on  dry  sand, 
and  into  the  lake,  but  yet  no  water,  though  on 
all  sides  we  could  see  the  beautiful  blue  of  a 
calm  lake,  with  reflections  from  the  sky  and 
clouds  on  the  water.  We  entered  Needles  at 
about  10  p.  m.,  the  hottest  city  in  the  United 
States,  and  generally  passed  by  the  motorist 
in  the  cool  of  the  night.  It  was  very  hot,  but 
a very  comfortable  tourist  camp  with  fine 
shower  baths,  and  a refreshing  sleep  in  the 


open  made  us  again  ready  for  an  early  start 
in  the  morning,  and  we  made  Williams,  Ari- 
zona, for  the  next  camp,  over  good  roads,  in 
a rolling  hill  country,  and  cooler. 

From  Williams  entrance,  we  went  into  the 
Grand  Canyon.  Words  cannot  describe  it. 
We  went  down  the  Bright  Angel  Trail  to 
Phantom  Ranch,  on  mule  back,  and  had  the 
thrills  of  seeing  our  mules  stand  head  and 
shoulders  over  the  precipitous  cliffs  as  we 
made  the  hair-pin  turns  on  the  trail,  and  were 
properly  thankful  that  they  never  did  take  that 
one  extra  step  and  fall  over.  Down  the  “Tip- 
Off”  and  across  the  Colorado  River  by  the 
suspension  bridge,  we  went  on  to  Phantom 
Ranch  for  the  night.  We  saw  the  sunset  col- 
ors on  the  Canyon  walls  from  the  valley,  the 
star  light,  and  the  sunrise  the  next  morning. 
Up  Yaki  Trail  to  “Poison  Point”,  where  King, 
our  guide,  told  us  “one  drop  will  kill  you”, 
and  then  to  the  rim  again,  completed  a round 
worth  all  the  thrills  and  terrors.  Out  to  see 
the  Painted  Desert  and  Grand  View — one 
wonders  if  it  is  possible  the  Colorado  has 
carved  out  this  great  formation. 

Back  at  Williams,  we  went  with  a guide  to 
a newly  discovered  cliff-dwelling  in  the  J.  D. 
Canyon.  A ride  over  rough  mountain  roads 
in  a Ford,  a hike  for  3 miles  through  a path- 
less forest,  and  then  a climb  down  the  steep 
face  of  a limestone  cliff  for  about  500  feet, 
brought  us  to  a great  rock  shelter,  1000  or 
more  feet  above  the  floor  of  the  valley.  My 
son  and  I entered  this  wonderfully  preserved 
home  of  4 large  rooms,  the  first  tourists  to 
see  it.  The  walls  are  plastered  with  mud  and 
stone,  with  the  imprint  of  fingers  still  in  the 
mud  plaster.  Who  built  it,  and  when,  is  still 
to  be  found  out,  but  whoever  lived  there,  they 
were  well  protected  from  storm  and  attack. 

We  continued  south  and  west,  through  Ari- 
zona into  California,  walked  over  into  Mexico 
at  Calexico,  decided  that  the  atmosphere  of  the 
United  States  was  more  comfortable,  and  on 
to  San  Diego.  Tbe  short  ride  from  there  to 
Los  Angeles  was  a constant  delight— the  splen- 
did beaches,  the  beautiful  homes  and  resorts, 
and  the  background  of  blue  Pacific  beyond. 
Visits  to  Hollywood,  Pasadena  and  Catalina 
Island  ended  our  California  experiences,  and 
we  sailed  from  Los  Angeles  September  28  on 
the  “Manchuria”,  through  the  Panama  Canal 
to  New  York  and  home.  Stops  at  Balboa  to 
visit  the  locks  and  old  Panama  City,  the  trip 
through  the  Canal,  and  a few  hours  at  Ha- 
vana made  interesting  breaks  in  a 16-day  wa- 
ter trip.  We  reached  New  York  October  14, 
after  months  away. 

It  was  a most  successful  summer’s  vacation. 
We  found  roads  and  weather  generally  fine. 
Our  car  traveled  7471  miles,  and  our  water 
travel  was  10,525  miles. 
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A CASE  OF  MALFORMATION  IN  NEW-BORN. 

Lida  Stewart-Cogill,  M.D.,  Philadelphia,  Pa. 

Clinical  History:  Male  child  born  on  December 
19,  1923.  Mother,  a healthy  Mexican  woman, 
Para  VI;  no  other  deformed  children.  Preg- 
nancy normal  with  normal  delivery.  At  birth, 
absence  of  anus  and  bifid  scrotum  noted.  One 
hour  after  birth  baby  became  very  cyanotic,  but 
attack  proved  transient.  Operation  for  artificial 
anus  performed  6 hours  after  birth  under  ether 
anesthesia,  during  which  cyan'osis  returned.  In- 
cision made  posteriorly,  pelvis  opened,  and  ex- 
ploring finger  carried  to  brim  of  pelvis  without 
finding  sigmoid  or  colon.  Incision  closed.  Left 
rectus  incision,  made  and  a great  deal  of  dis- 
tended small  intestine  protruded.  Colon  was  lo- 
cated and  a loop  as  low  as  possible  below  cecum 
was  selected,  sewed  to  upper  angle  of  incision 
and  clamped  with  hemostate. 

No  food  was  given  for  24  hours,  and  only  min- 
ute quantities  of  water.  At  end  of  24  hours 
wound  was  dressed  and  small  opening  snipped 
in  knuckle  of  intestine.  Much  gas  and  some 
meconium  escaped.  Some  regurgitation  of  food. 

The  following  day,  infant  passed  urine  colored 
with  meconium  and  finally  feces  passed  through 
anus.  Abdominal  wound  healed  as  did  posterior 
incision.  Cord  came  off  promptly,  and  without 
infection.  Child  was  given  mother’s  milk,  but 
did  not  nurse  the  breast.  Cyanotic  attacks  con- 
tinued, being  transient  in  character  and  appear- 
ing several  'times  a day;  limited  to  hands  and 
face,  and  accompanied  by  marked  acceleration 
of  respiratory  rate.  During  third  week  child  lost 
rapidly  in  weight,  abdominal  wound  became  in- 
flamed, and  2 sinuses  appeared  in  posterior 
healed  incision.  On  January  9 at  about  3 a.  m. 
baby  became  cyanotic  and  died. 

Autopsy  Findings:  Large  intestine  descending 
in  straight  line  to  base  of  bladder  posteriorly. 
Rectum  and  sigmoid  flexure  both  absent.  Left 
kidney  greatly  enlarged  and  left  ureter  enorm- 
ously distended  and  inserted  at  base  of  bladder 
posteriorly  near  attachment  of  descending  colon. 
On  section  of  kidney  pus  exuded  from  cortex. 
Right  kidney  situated  at  brim  of  pelvis  and  only 
size  of  lima  bean  with  small  ureter  passing  down 
to  bladder.  Other  abnormalities  of  heart  and 
lungs  present. 

Most  malformations  of  the  rectum  and 
urogenital  passages  fall  into  a few  well  recog- 
nized groups  and  are  wonderfully  constant  in 
their  anatomic  arrangement:  (1)  A terminal 

septum  closes  the  orifice  (Imperforate  anus). 
(2)  Absence  of  portion  of  tube,  postallantoic 
gut  has  failed  to  form  (Imperforate  rectum), 

Difficulty  in  treatment  often  arises  from  the 
idea  that  if  the  gut  is  not  found  ending  at  proc- 
todermal  depression  it  may  end  anywhere.  As 


a matter  of  fact,  it  has  been  proven  that  the  end 
of  the  gut  is  located  at  a definite  point  and  this 
for  the  reason  that  in  imperforate  rectum  a defi- 
nite embryologic  portion  of  the  gut  is  missing; 
namely,  the  postallantoic  gut.  Therefore,  it  has 
been  stated  when  the  gut  does  not  end  at  the 
proctodermal  depression,  its  disposition  within 
the  child’s  pelvis  is  such  a one  as  admits  of  de- 
liberate and  ordered  search  via  the  perineum, 
with  good  chance  of  success. 


REPORT  OF  A CASE  OF  ACUTE 
MONONUCLEOSIS. 

D.  W.  Scanlan,  M.D.,  Atlantic  City,  N.  J. 

The  subject  of  the  case  report  which  follows, 
a New  York  physician  specializing  in  obstetrics, 
was  spending  an  evening  at  my  home,  in  com- 
pany with  my  wife,  another  physician  friend,  a$d 
myself.  During  the  evening  he  related  to  me 
the  history  which  follows,  of  which  he  was  the 
subject.  He  stated  that  he  and  his  medical  as- 
sociates at  home  had  wondered  what  the  condi- 
tion was.  I recognized  it  as  a case  of  acute 
mononucleosis,  and  stated  my  diagnosis. 

This  disease  was  described  sometime  ago  by 
Longcope,  (Am.  J.  Med.  Sc.,  164-781,  Dec.,  1922). 

It  occurs  chiefly  in  young  men,  is  transient  in 
character,  self-limited,  and,  up  to  date,  not 
known  to  be  a forerunner  of  or  to  have  any 
connection  with  any  of  the  blood  diseases. 

Past  History:  Measles,  mumps,  scarlet  fever, 

influenza  1918  and  1919;  the  scarlet  fever  was 
complicated  by  a severe  cervical  adenitis,  which 
subsided  spontaneously.  Habits  good. 

Present  illness:  Upon  awakening  on  July  18, 

slight  stiffness  was  present  in  the  region  of  the 
right  sternomastoid  muscle,  at  about  junction 
of  the  lower  and  middle  thirds.  The  condi- 
tion was  disregarded  until  the  following  morn- 
ing, when  an  anterior  cervica\  node,  which  was 
quite  tender,  could  be  palpated;  it  was  the  size 
of  an  hickory  nut,  3x3  cm.  approximately.  At 
this  time  quite  some  pain  occurred  with  rotation 
of  the  head  and  friends  remarked  that  appar- 
ently some  gain  in  weight  could  be  seen.  It  be- 
came necessary  to  loosen  shirt  collars.  The  fol- 
lowing day,  the  posterior  cervical  nodes  on  the 
right  side  enlarged,  varying  in  size  from  a pea 
to  a hazel  nut,  accompanied  by  marked  tender- 
ness and  visible  swelling.  No  rhinitis  nor  ton- 
sillitis had  preceded  the  condition.  The  onset 
was  insidious  and  quite  abrupt,  and  completely 
devoid  of  prodromal  symptoms.  Temperature 
was  not  recorded  because,  subjectively,  it  did  not 
seem  elevated,  and  the  cervical  condition,  al- 
though distressing,  was  not  alarming.  In  an  en- 
deavor to  determine  the  underlying  cause  an 
x-ray  examination  was  made  of  the  teeth  and 
sinuses  with  negative  results. 

On  July  23,  a blood  count  revealed  the  fol- 
lowing picture:  Bb.,  95%;  red  cells,  5,000,000; 
color  index,  0.9;  red  cells  show  no  pathologic 
elements;  white  cells,  6000;  small  mono,  64.4%; 
large  mono,  11.4%;  transitional,  0.6;  polymorphs., 
21.2%;  eosinophile,  0.4%. 

This  blood  count  persisted  for  several  days, 
gradually  assuming  a normal,  white  cell  percen- 
tage, 2 weeks  later.  The  local  condition  sub- 
sided synchronously.  Potassium  iodid  (1:1  sol.) 
and  hot  Zonite  gargle  had  been  recommended, 
but  in  the  estimation  of  the  patient  the  condi- 
tion was  self  limited.  I may  add  that  since  the 
total  count  was  unaffected,  I was  not  unduly 
concerned,  but  I was  pleased  to  see  the  blood*- 
picture  return  to  normal. 
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Current  Cbents. 


interstate:  medical  conference. 

Minutes  of  meeting  held  in  Atlantic  City, 
November  7,  1925. 

Pursuant  to  an  invitation  issued  October  twen- 
ty-third to  the  Presidents,  Secretaries,  Chairmen 
of  Legislative  Committees  and  Editors  of  the 
New  York,  Pennsylvania  and  New  Jersey  State 
Medical  Societies,  and  to  the  Secretaries  of  the 
Boards  of  Medical  Examiners  of  those  states,  to 
confer  regarding  medical  problems  of  mutual  in- 
terest, a meeting  was  held  at  22  Grammercy 
Court,  the  office  of  the  New  Jersey  Medical  Jour- 
nal's Editor.  The  following  were  present:  Frank 
C.  Hammond,  Joseph  S.  Lawrence,  Lucius  F. 
Donohoe,  J.  B.  Morrison,  Alexander  MacAlister 
apd  H.  O.  Reik.  Letters  or  telegrams  were  re- 
ceived from  the  following:  N.  B.  Van  Etten,  Ira 
G.  Shoemaker,  D.  S.  Dougherty,  W.  F.  Donald- 
son, O.  S.  Wightman,  I.  D.  Metzger,  IJarold  Ryp- 
ins,  G.  A.  Knowles  and  Walter  Lee. 

In  opening  the  meeting,  Dr.  Reik  explained  the 
origin  of  the  movement:  Gentlemen:  If  you  will 
permit  me  very  briefly  to  state  the  reasons  for 
calling  this  conference,  I would  like  to  say  that, 
shortly  after  my  engagement  by  the  New  Jersey 
State  Medical  Society,  the  secretary  of  that  or- 
ganization, Dr.  Morrison,  instructing  me  as  to  my 
duties,  advised  that  I should  “arrange  a per- 
sonal meeting  with  the  executive  secretaries  of 
the  medical  societies  of  New  York  and  Pennsyl- 
vania to  discuss  with  them  the  problems  they 
are  attempting  to  solve  and  the  methods  they 
are  applying  to  carry  on  public  education  along 
the  lines  desired  by  our  profession”,  and,  that 
later,  while  dealing  with  legislative  matters  last 
winter,  I became  impressed  with  the  idea  that 
there  were  a number  of  questions  inviting  har- 
monious action  on  the  part  of  these  3 societies 
and  that  should  be  of  interest  to  several  of  the 
officers  of  each  society.  It  was  not  possible  for 
me  to  arrange  last  winter  for  even  such  inter- 
views as  Dr.  Morrison  had  recommended,  partly 
because  my  own  time  was  so  fully  occupied  with 
other  duties,  and  partly  because  I judged,  from 
reading  the  Journals  of  the  other  state  societies, 
that  their  executive  officers  were  likewise  ex- 
ceedingly busy. 

I did  pay  visits  to  Dr.  Overton  and  Dr.  Ham- 
mond during  the  early  summer  months  and 
gained  some  helpful  suggestions  regarding  jour- 
nalism. The  necessity  for  cooperation  was 
brought  much  more  forcibly  to  my  attention 
during  the  months  of  May  and  June  by  news  of 
the  unfortunate  impasse  that  seemed  to  have 
arisen  between  the  State  Boards  of  Medical  Li- 
censure of  Pennsylvania  and  New  Jersey.  I then 
wrote  to  Drs.  Hammond  and  Overton  suggesting 
that  the  editors  of  the  State  Journals  initiate  a 
movement  for  closer  cooperation  between  the 
medical  societies  of  these  neighboring  states, 
whose  problems  must  be  much  the  same,  who 
must  desire  to  avoid  friction  of  any  sort,  and 
who  might  possibly,  by  working  together,  ulti- 
mately secure  results  beneficial  to  the  profession 
through  the  establishment  of  practically  identi- 
cal conditions  governing  the  practice  of  medicine 
in  this  territory. 

Having  received  their  endorsement  to  the  plan 
of  calling  a conference  of  officers  charged  with 
the  conduct  of  the  business  of  the  respective 
state  societies,  the  secretaries  of  the  respective 
Boards  of  Examiners,  and  the  editors  of  the  3 
Journals,  I contemplated  calling  a meeting  for 
some  time  in  October,  but  finding  so  many  other 


medical  meetings  being  held  during  that  month, 
finally  concluded,  after  consultation  with  Dr. 
Hammond,  to  set  this  date  for  our  first  meeting. 

As  already  explained  by  letter,  it  seemed  un- 
wise to  delay  such  a meeting  until  an  elaborate 
program  might  be  arranged  (our  several  state 
legislatures  will  be  meeting  before  many  months) 
and  I took  the  liberty  of  making  up  a tentative 
program  and  of  suggesting  topics  for  discussion, 
I trust  those  of  you  who  were  thus  somewhat 
arbitrarily  assigned  the  task  of  opening  a dis- 
cussion on  some  point  will  pardon  the  liberty 
taken  and  will  realize,  as  I tried  to  explain  in 
letters  to  each  of  you,  that  such  assignment  was 
solely  for  the  purpose  of  introducing  these  topics 
for  consideration  and  was  not  meant  to  limit  in 
any  way  the  number  or  character  of  subjects  that 
might  be  considered  nor  was  it  expected  that  you 
should  prepare  formal  papers  upon  the  subjects 
mentioned.  There  are  possibly  many  other  top- 
ics worthy  of  our  attention,  and  the  ones  sug- 
gested may  not  be  at  all  the  most  important  for 
consideration  at  this  time;  the  point  in  mind  was 
that  we  all  desire  to  meet  in  conference,  that  the 
best  way  to  start  such  a movement  was  to  start 
with  some  possible  workable  suggestion,  and  then 
let  nature  take  its  course. 

The  Presidents  of  all  3 State  Societies  have 
approved  the  plan  adopted. 

It  has  been  my  pleasure,  as  I felt  it  was  my 
duty,  to  take  the  preliminary  steps  looking  to 
organization  of  a conference  of  the  medical  rep- 
resentatives from  these  3 states.  From  this  mo- 
ment, it  is  for  you  to  say  what  further  steps  shall 
be  taken.  If  you  desire  to  proceed  with  the  con- 
ference, in  order  that  we  may  conduct  this  meet- 
ing in  an  orderly  manner,  I would  respectfully 
suggest  that  you  select  a presiding  officer  and  I 
shall  be  very  glad  to  entertain  a motion  nomi- 
nating someone  of  your  number  to  serve  as  chair- 
man of  this  meeting,  and  upon  his  election  to 
turn  the  proceedings  over  to  the  chosen  leader. 

Dr.  Donohoe  was  unanimously  chosen  as  pre- 
siding officer. 

Dr.  Hammond  spoke  on  the  subject  of  cooper- 
ation between  the  state  medical  Journals  and 
the  possible  advantages  of  united  and  simultan- 
eous efforts  in  delivering  important  information 
to  the  profession  in  this  large  district. 

Dr.  Morrison  opened  discussion  on  “Medical 
Practice  Acts”  and,  after  briefly  referring  to  the 
differences  between  the  laws  of  the  several  states, 
stated  his  belief  that  the  ideal  medical  practice 
act  is  that  embraced  in  the  Kelly  article  on  “The 
Regulating  of  Physicians  by  Law”.  We  should 
get  away  from  particular  recognition  of  schools 
of  medicine;  should  maintain  high  standards  of 
premedical  education;  insist  upon  the  conferring 
of  medical  degrees  only  upon  persons  who  have 
thoroughly  studied  every  branch  of  science  deal- 
ing with  human  health,  disease  and  deformity; 
let  all  would-be  practitioners  of  medicine  be  edu- 
cated and  examined  alike  as  regards  fundamen- 
tal sciences  and  then  follow  whatever  line  of 
therapeutics  they  might  choose. 

Dr.  Morrison  felt  that  it  would  be  unwise  to 
attempt  at  the  present  moment,  in  New  Jersey, 
a substitution  of  the  Kelly  Act  for  the  existing 
law  but  he  believed  any  changes  made  should 
be  in  the  line  of  ultimate  accomplishment  of 
that  object. 

Dr.  Hammond  explained  the  present  situation 
in  Pennsylvania  where  the  Homeopaths  have 
equal  representation  with  Regulars  on  the  Ex- 
amining Board  and  refuse  to  concur  in  any  al- 
teration of  the  law  unless  guaranteed  continu- 
ance of  that  relative  membership.  The  propor- 
tion of  Homeopathic  to  Regular  practitioners  in 
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the  state  is  about  as  1 to  4,  yet  they  demand 
equal  representation  on  the  Board.  In  conse- 
quence, the  State  Society  has  recommended  adop- 
tion of  a law  providing  for  a single  board  (dis- 
posing of  the  existing  Osteopathic  Board)  the 
members  of  which  shall  be  appointed  by  the 
Governor  and  without  designation  as  to  schools. 

In  discussing  this  question,  the  general  opin- 
ion of  those  present  was  that  the  “non-designate’’ 
board  would  be  a dangerous  proposition.  Dr. 
Hammond  thought  his  state  society  may  change 
its  attitude  on  this  point  before  the  Legislature 
convenes,  in  1927.  He  referred  to  the  fact  that 
conditions  a,re  much  the  same  as  in  other  states 
in  that  legislators  ask — “Why  don’t  you  men  get 
together,  decide  on  something  definite  and  have 
it  overwith?”,  as  they  are  tired  of  having  the 
medical  practice  act  brought  up  at  every  session. 

Dr.  Lawrence  described  the  workings  of  the 
New  York  law  under  direction  of  the  Board  of 
Regents,  and  explained  some  of  the  changes 
sought  for  in  the  act  prepared  for  submission  to 
the  next  General  Assembly.  He  referred  to  ef- 
forts in  other  states,  notably  California,  Oregon 
and  Washington,  to  have  lay  organizations  assist 
in  procuring  desired  medical  legislation,  and  the 
general  attitude  of  legislators  toward  the  medi- 
cal profession. 

Dr.  Lawrence  distributed  copies  of  the  proposed 
New  York  amendments,  emanating  from  the 
State  Medical  Society;  heretofore  practically  all 
changes  in  the  Medical  Practice  Act  have  started 
from  the  Department  of  Education  but  the  phy- 
sicians have  been  held  responsible  by  outside  in- 
terests. The  new  act  will,  provide  for  registra- 
tion of  all  physicians  but  it  will  be  a single,  not 
an  annual,  registry.  Another  new  feature  will 
be  provision  for  a “Commission  on  Discipline’’ 
whose  function  shall  be  to  deal  with  troubles 
arising  between  physicians,  between  the  laity  and 
physicians,  or  charges  concerning  physicians;  this 
will  be  comparable  to  jurisdiction  of  Bar  Asso- 
ciations in  the  practice  of  lawyers,  even  to  the 
point  of  procedures  similar  to  disbarment  in  lieu 
of  the  present  methods  of  securing  revocation  of 
license.  In  the  composition  of  this  commission 
provision  is  made  for  recognizing  the  different 
schools — regulars,  homeopaths  and  osteopaths. 

Reik:  Your  plans,  then  are  to  preserve  the 

present  establishment  of  a uniform  examination 
for  all  candidates  for  a license  to  practice,  to  se- 
cure a complete  registration,  inaugurate  the  new 
disciplining  commission,  and  to  fight  against  any 
proposition  to  establish  a separate  Chiropractic 
Board. 

Lawrence:  Yes,  that  summarizes  it. 

Morrison:  How  many  chiropractors  in  your 

state  ? 

Lawrence:  About  1000. 

Morrison:  Do  you  not  think  they  are  there  to 

stay  and  should  in  some  manner  be  regulated 
by  law? 

Lawrence:  They  are  not  acknowledged  to  be 

there  to  stay  but  are  there  because  of  the  ineffi- 
ciency of  our  present  laws.  Anyone  practicing 
in  New  York  state  without  license  from  the  Board 
of  Regents  could  be  ousted  tomorrow  if  we  had 
the  necessary  executive  machinery.  Unfortu- 
nately, this  machinery  does  not  exist. 

Morrison:  Realizing  that  the  “cults”  have  a 

certain  hold  upon  the  people,  would  it  not  be 
wiser  to  bring  about  some  method  of  control 
rather  than  put  up  a fight? 

Lawrence:  I think  we  are  ready  to  see  it  that 
way  but  it  is  not  for  us  to  draw  such  a Bill.  If 
the  chiropractors  will  meet  the  fundamental  re- 
quirements and  agree  with  the  Regents  as  to  ex- 
aminations they  might  together  draft  a satisfac- 
tory law.  . 


Reik:  You  are  of  course  familiar  with  Wis- 

consin’s recent  law  which  might  be  considered 
by  other  states  where  the  Kelly  law  cannot  yet 
be  obtained  and  which  have  not  an  enforceable 
law  regarding  the  fundamental  medical  branches. 

Dr.  Hammond  explained  some  of  the  complica- 
tions arising  in  Pennsylvania  in  consequence  of 
efforts  to  cover  chemistry,  physics  and  biology 
among  the  premedical  school  requirements; 
though  these  are  being  gradually  overcome. 
Chiropractors  are  not  licensed  nor  recognized  by 
law,  yet  they  are  practicing  in  large  numbers. 

Dr.  MacAlister  expressed  the  belief  that  the 
New  Jersey  Medical  Practice  Act  is  one  of  the 
best  in  the  United  States  and  reported  that  his 
board  has  been  very  active  in  the  matter  of 
prosecutions  during  the  past  year.  Such  cases 
are  tried  before  the  presiding  Judges,  not  by 
jury,  and  this  fact  has  facilitated  and  favored 
the  work. 

Dr.  Donohoe  called  attention  to  the  fact,  how- 
ever, that  one  conviction  has  not  succeeded  in 
disposing  of  many  of  these  illegal  practitioners; 
they  pay  the  fine  and  continue  to  practice.  It 
will  be  more  effective,  possibly,  to  exert  our  ef- 
forts in  direction  of  preventing  them  starting  in 
practice,  and  to  that  end  we  should  work  to  edu- 
cate the  profession  and  the  public  to  the  desir- 
ability of  ultimately  establishing  something  like 
the  Kelly  law. 

Dr.  Donohoe  described  the  efforts  made  in 
New  Jersey  during  recent  years  to  secure  Adop- 
tion of  the  so-called  “Doctor’s  Title”  Bill,  ex- 
plaining the  object  of  that  bill  and  the  consid- 
eration at  present  being  given  to  the  question 
whether  it  should  be  re-introduced  at  the  com- 
ing session  of  the  state  legislature.  Drs.  Mor- 
rison and  Reik  related  some  of  their  experiences 
in  connection  with  this  legislation  and  Dr.  Law- 
rence told  of  the  efforts  made  in  New  York  to 
prosecute  persons  falsely  using  this,  title  and  for 
practicing  without  a license;  the  latter  had  ob- 
served, in  connection  with ' prosecutions  for  prac- 
ticing without  a license,  that  our  of  45  cases 
there  were  only  3 in  which  the  individuals  were 
using  the  title  “Doctor”;  they  were  rather  rely- 
ing upon  the  cult  name  for  their  business  suc- 
cess. Lawrence  believed  it  would  be  difficult  to 
secure  convictions  for  simply  misusing  the  title. 

Dr.  Lawrence  called  attention  to  New  York’s 
effort  to  reconstruct  the  “Workmen’s  Compensa- 
tion Law”  so  that  the  medical  aspect  of  it  should 
be  under  control  of  a medical  board. 

Drs.  Donohoe  and  Reik  referred  to  conditions 
in  New  Jersey  as  a model  example  in  that  re- 
spect, where  all  such  matters  are  under  the  con- 
trol of  Dr.  McBride.  Dr.  Hammond  reported 
that  conditions  in  Pennsylvania  were  rather  bad 
in  that  respect;  efforts  to  amend  the  existing  law 
had  failed  of  adoption. 

Dr.  Lawrence  suggested-  that  this  is  one  sub- 
ject upon  which  the  3 states  might  unite  in  an 
effort  to  secure  uniform  and  satisfactory  legis- 
lation. 

Dr.  Reik  stated  that  insofar  as  he  was  aware. 
New  Jersey’s  Commissioner  of  Labor,  Dr.  Mc- 
Bride, is  not  seeking  any  new  legislation  on  this 
question  but  he  was  certain  that,  out  of  his  won- 
derful experience,  Dr.  McBride  would  be  of  great 
help  in  planning  such  uniform  legislation. 

Following  the  program,  Dr.  Morrison  intro- 
duced for  discussion  the  subject — What  Provision 
Exists,  or  Should  be  Made,  for  Supervision  and 
Control  of  Private  Hospitals — stating  that  his  at- 
tention had  been  called  to  the  matter  by  the  in- 
creasing number  of  private  hospitals  in  the  larg- 
er cities  where  abortions  are  being  performed 
and  where  other  surgical  work  is  without  ade- 
quate supervision.  Even  the  smaller  public  hos- 
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pitals,  down  to  60  beds,  are  standardized  by  the 
American  College  of  Surgeons  and  that  brings 
them  under  periodic  inspection,  but  there  is  no 
such  supervision  of  private  hospitals.  Dr.  Mor- 
rison believed  that  these  institutions  should  be 
required  to  take  out  a license  and  to  submit  to 
supervision  of  their  accommodations,  of  the  phy- 
sicians tor  surgeons  on  their  staff,  and  of  their 
books  showing  business  transactions. 

There  was  general  concurrence  in  the  view  that 
this  condition  exists  in  all  3 states  and  that  this 
is  another  problem  where  by  cooperation  condi- 
tions could  be  improved  in  accordance  with  some 
generally  acceptable  plan.  It  was  suggested  that 
such  hospitals  might  be  brought  under  control 
of  the  State  Boards  of  Health. 

The  next  problem  submitted  concerned  “The 
Nursing  Situation  ’, . and  was  introduced  by  Dr. 
Lawrence  who  described  the  conditions  in  New 
York  where  the  nurses  are  acting  on  lines  paral- 
lel to  those  of  a labor  union  and  thereby  caus- 
ing considerable  disturbance  in  relations  between 
the  physician  and  the  patient.  He  stated  that 
consideration  is  being  given  to  the  advisability 
of  introducing  legislation  looking  to  recogntion 
of  a class  of  ‘ Trained  Nurse"  as  dstinguished 
from  the  recognized  “Registered  Nurse",  and, 
legislation  looking  to  control  of  the  Bureaus  of 
Nurse  Registration,  so  that  the  physician  or  pa- 
tient engaging  a nurse  should  be  able  to  learn 
something  definite  about  her  qualifications.  Dis- 
cussion of  this  question  disclosed  the  fact  that  it 
is  a serious  problem  in  all  3 states,  that  it  has 
ramifications  in  several  important  directions,  but 
that  no  one  had  ready  a solution  for  these  prob- 
lems. 

At  the  conclusion  of  this  conference,  it  ap- 
peared to  be  the  opinion  of  all  those  present  that 
the  results  of  the  meeting  had  justified  its  being 
called  and  that  it  seemed  desirable  to  continue 
the  project  of  developing  interstate  cooperation. 
It  was  suggested  that  New  York  City  might  be 
the  most  central  place  for  meetings,  and  Dr. 
Lawrence  said  he  thought  it  possible  that  after 
presenting  his  report  of  this  meeting  to  the  New 
York  State  Society  officers,  a second  conference 
might  be  invited  to  convene  in  that  city. 

The  meeting  then  adjourned,  subject  to  call  of 
the  chairman,  and  to  accept  an  invitation  from 
Dr.  Donohoe  to  lunch  with  him  at  the  Hotel 
Traymore. 

HENRY  O.  REIK,  M.D., 

Acting  Secretary. 


A NEW  PEACE  MESSAGE. 

Delivered  by 

J.  Bennett  Morrison,  M.D. 

Mr.  President,  Officers  and  Members  of  the 
House  of  Delegates  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania: 

I assure  you  it  is  a privilege  and  an  honor  to 
address  you  on  behalf  of  the  Medical  Society  of 
the  State  of  New  Jersey,  and  to  convey  to  you, 
on  this  auspicious  occasion  of  your  seventy-fifth 
birthday,  our  felicitations  and  congratulations. 
Realizing  the  value  of  minutes  in  any  meet- 
ing of  a House  of  Delegates,  my  remarks 
will  be  brief  and  concise.  My  presence  here 
today  is  at  the  special  request  of  the  Presi- 
dent of  the  Medical  Society  of  New  Jersey,  to 
address  you  on  the  differences  which  you  all 
know  exist  between  our  State  Board  of  Medical 
Examiners  and  your  Bureau  of  Licensure  in  re- 
gard to  the  standardization  of  hospitals  ap- 
proved for  internship.  On  this  matter  the  two 
Boards  have  reached  a deadlock.- 

At  the  very  outset.  I wish  to  make  it  perfectly 


clear  that  I do  not  bear  a brief  for  the  State! 
Board  of  Medical  Examiners  in  New  Jersey,  and 
I wish  to  make  it  equally  emphatic  that  I am  not 
here  to  criticize  or  discuss,  in  any  manner,  the 
actions  of  your  Bureau  of  Licensure;  both  of 
these  Boards  have  their  prerogatives,  and  I have 
learned,  since  coming  to  Harrisburg,  that  your 
Bureau  of  Licensure  is  operating  under  the  pro- 
visions of  a recent  act  of  Legislature,  giving  them 
sweeping  powers  in  the  matter.  A few  sentences 
will  state  some  facts. 

It  is  a fact  that  your  Bureau  of  Licensure  has 
excluded  from  their  approved  list  all  but  about 
a dozen  of  the  hospitals  in  New  Jersey  which 
have  been  accorded  the  approval  of  the  Hospital 
Standardization  Committee  of  the  American  Col- 
lege of  Surgeons.  It  is  a fact  that  our  Board, 
acting  in  defence  of  their  own  position,  has  os- 
tracized all  the  hospitals  in  the  State  of  Penn- 
sylvania. No  graduate,  having  taken  an  intern- 
ship in  any  hospital  in  your  state  is  eligible  for 
licensure  in  the  State  of  New  Jersey.  The  result 
is  a deadlock. 

It  is  perfectly  plain  to  any  fair-minded  body 
of  men  that  a great  injustice  is  here  being  per- 
petrated. At  a period  when  the  most  influential 
and  far  seeing  members  in  our  profession  in 
America  are  questioning  the  wisdom  of  the  time 
spent  in  the  study  of  medicine  and  of  the  strict 
requirements  for  licensure,  is  it  wise  to  increase 
these  requirements?  We  all  know  that  the 
classes  of  students  in  our  Universities  and  Medi- 
cal Colleges  are  only  half  the  size  they  were 
when  you  and  I were  studying  medicine.  When 
there  is  a well  known  shortage  of  physicians, 
when  the  rural  communities  in  both  these  states 
are  crying  out  for  medical  service,  is  it  wise  to 
add  further  burdens  and  impose  greater  hard- 
ships upon  our  graduates  applying  for  licensure? 
As  it  is  now,  only  the  sons  of  affluent  parents 
can  afford  to  take  up  the  study  of  medicine  and 
the  time  for  obligatory  preparation  consumes  at 
least  9 years  of  their  economic  value  to  the  com- 
munity. Considering  also  the  hardships  imposed 
upon  hospitals  and  the  added  suffering  to  hu- 
manity, the  situation  becomes  intolerable. 

Let  me  say  to  you  that  in  the  history  of  all 
great  movements,  where  two  bodies  of  men  have 
been  striving  for  the  same  accomplishments,  the 
same  high  ideals,  but  have  been  estranged  on 
some  matter  of  policy,  their  differences  have  al- 
ways been  solved.  You  all  remember  the  bitter 
altercations  which  kept  the  great  Medical  Society 
of  the  State  of  New  York  and  the  American 
Medical  Association  at  loggerheads  so  long.  For 
years  the  impish  witches,  with  malevolent  glee, 
danced  around  the  fire  beneath  that  caldron  of 
discord.  Today  the  Medical  Society  of  the  State 
of  New  York  is  one  of  the  eastern  ramparts  of 
the  American  Medical  Association.  About  6 
years  ago  the  conference  for  the  formation  of  a 
League  of  Nations  in  Europe  broke  up  in  dis- 
cord. The  ambassadors  returned  to  their  re- 
spective countries  convinced  that  the  project  was 
dead.  Today  we  are  almost  on  the  threshold  of 
that  magnificent  tribunal  for  the  undei'lying  prin- 
ciples of  which,  Woodrow  Wilson,  the  great  peace 
advocate,  laid  down  his  life. 

I repeat,  these  differences  can  and  must  be 
solved.  Those  Boards,  elective  or  appointive, 
cannot  long  exist  who  persist  in  creating  dis- 
harmony and  disaccord  between  the  medical 
bodies  of  these  great  commonwealths.  No  bar 
sinister  may  be  drawn  across  the  field  of  our 
harmony.  We  are  too  broad,  too  liberal,  we  have 
too  much  in  common;  we  need  each  other’s 
sympathy,  cooperation,  advice  and  friendship  in 
our  struggles  for  the  maintenance  of  the  proper 
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standards  for  all  who  would  treat  the  sick.  We 
must  cooperate  for  the  sufficient  standardization 
of  all  hospitals,  public  and  private,  all  sanatoria, 
all  maternity  homes,  so  that  they  may  be  brought 
under  the  supervision  of  the  proper  authorities. 
Only  by  such  control  can  the  protection  and  wel- 
fare of  the  public  be  conserved.  We  must  press 
on  together  toward  the  goal  of  high  ideals  to 
which  we  are  both  pledged. 

The  deadlock  between  these  two  Boards  is 
analogous  to  that  great  steel  bridge  suspended, 
unfinished,  over  the  Delaware  between  Camden 
and  Philadelphia.  As  it  stands  today,  it  is  a 
monument  to  the  stupidity  and  unreasonableness 
of  certain  parties  and  groups  in  both  our  states. 
That  this  structure  will  never  be  completed  is 
unthinkable.  That  the  differences  between  these 
Boards  will  not  admit  of  solution  is  equally  un- 
thinkable. 

I come  to  you  from  the  Welfare  Committee  of 
our  State  Society,  which  has  power  to  act.  We 
propose  that  a joint  committee  be  appointed  con- 
sisting of  2 members  of  our  Hospital  Standard- 
ization Committee,  2 members  of  a similar  com- 
mittee in  your  Society,  2 members  of  our  State 
Board  of  Medical  Examiners,  2 members  of  your 
Bureau  of  Licensure,  a member  of  the  Hospital 
Standardization  Committee  of  the  American  Col- 
lege of  Surgeons,  the  Attorney-General  of  the 
State  of  New  Jersey,  and  the  Attorney-General 
of  the  State  of  Pennsylvania.  The  subject  may 
then  be  approached  from  the  standpoint  of  hos- 
pital. standardization,  the  viewpoint  of  the  2 
Boards  of  Medical  Examiners  and  the  laws  bear- 
ing on  the  matter  may  be  expounded  with  auth- 
ority, and  if  the  subject  is  approached  with 
earnestness,  fairness  and  candor,  a solution 
should  be  found  satisfactory  to  all  concerned. 
Again  I urge  upon  you,  “Let  us  have  peace.” 

I thank  you,  Mr.  President,  for  the  courtesy 
extended  in  permitting  me  to  address  your  House 
of  Delegates. 


PRACTITIONER’S  RELATION  TO  BOARDS 
OF  HEALTH. 

The  Detection  of  Typhoid  Carriers. 

State  Department  of  Health  Adopts  Regulation 
Requiring  Release  Cultures  from 
Typhoid  Convalescents. 

Henry  B.  Costill,  M.D., 

Director  of  Health,  Trenton,  N.  J. 

More  than  500  persons  recover  from  typhoid 
fever  each  year  in  New  Jersey.  Of  these  con- 
valescent cases,  from  10  to  25  become  chronic 
carriers  of  the  typhoid  bacillus — according  to  the 
estimates  of  competent  observers — and  a larger 
number  become  temporary  carriers  of  the  dis- 
ease. It  is  these  carriers  of  typhoid  fever  who 
are  largely  responsible  for  the  continued  preva- 
lence of  the  disease,  for  we  no  longer  have  the 
explosive  outbreaks  of  this  disease  due  to  in- 
fected municipal  water  supplies,  which  were 
prevalent  until  the  close  of  the  last  century. 
Now  that  nine-tenths  of  the  population  of  New 
Jersey  lives  in  communities  with  adequately  pro- 
tected water  supplies  and  at  least  some  protec- 
tion of  the  milk  supply,  we  have  reached  the 
stage  where  the  incidence  of  typhoid  fever  can 
be  lowered  only  by  the  detection  and  supervision 
of  typhoid  carriers. 

There  are  two  methods  of  detecting  the  car- 
riers of  typhoid  bacilli.  One  is  by  the  study  of 
known  cases  by  health  officials  to  determine,  if 
possible,  the  source  of  infection.  This  study  is 
successful  in  only  about  two-thirds  of  all  the 


cases,  and  it  has  the  obvious  disadvantage  of 
waiting  for  the  damage  to  be  done  before  pre- 
ventive measures  can  be  taken.  The  most  satis- 
factory way  to  detect  typhoid  carriers  is  by  ex- 
amination of  the  stools  and  urine  of  all  convales- 
cent cases.  Appreciating  the  practicability  of 
this  proposal  and  its  importance  to  the  health 
of  the  people  in  New  Jersey,  the  State  Depart- 
ment of  Health  enacted  the  following  regulation 
as  a part  of  the  State  Sanitary  Code: 

“Regulation  34a. — Supervision  of  cases  of  ty- 
phoid fever  and  paratyphoid:  It  shall  be  the 

duty  of  the  local  board  of  health  when  a case  of 
typhoid  fever  or  paratyphoid  occurs  within  its 
jurisdiction  to  keep  such  case  under  supervision 
until  the  temperature  has  remained  normal  for 
7 successive  days  and  until  2 successive  speci- 
mens of  both  the  intestinal  discharges  and  the 
urine  of  the  patient,  taken  at  an  interval  of  not 
less  than  7 days,  have  been  found  to  be  free  from 
typhoid  bacilli,  said  examinations  to  be  made  in 
the  laboratory  of  the  State  Department  of  Health 
or  in  a laboratory  approved  by  said  department 
for  such  examination.” 

Practicing  physicians  have  a duty  to  the  fam- 
ily of  the  patient  as  well  as  to  the  patient.  The 
physician  must  not  only  treat  the  case  of  typhoid 
fever,  but  he  must  protect  the  family  of  his  pa- 
tient by  assuring  himself  that  isolation  is  main- 
tained until  the  convalescing  patient  has  not  only 
recovered  from  the  disease  but  is  no  longer  a 
danger  to  his  family  and  his  associates  because 
he  is  eliminating  typhoid  bacilli  in  his  stools  or 
urine. 

The  problem  of  the  supervision  of  the  tem- 
porary or  chronic  typhoid  carrier  is  a difficult 
one.  If  the  public  is  to  be  safeguarded,  the  phy- 
sician must  inform  his  patient  who  is  a typhoid 
carrier  of  the  danger  which  he  is  to  his  family 
and  acquaintances.  He  must  know  not  only  how 
to  care  for  himself  to  protect  others,  but  must 
be  impressed  with  the  importance  of  such  care 
as  well.  Typhoid  fever  carriers  should  be  in- 
structed to: 

(a)  Refrain  from  handling  food  to  be  eaten 
by  others. 

(b)  Dispose  of  feces  and  urine  only  in  a sani- 
tary sewerage  system  or  in  a fly-tight  privy  so 
located  that  leachings  cannot  enter  any  water 
used  for  drinking  purposes  (even  in  such  privy 
vaults  excretions  should  be  disinfected). 

(c)  Wash  his  hands  thoroughly  with  soap 
after  using  the  toilet. 

(d)  Remain  within  the  jurisdiction  of  the 
board  of  health  except  when  permitted  to  go 
elsewhere. 

It  is  the  duty  of  health  officials  to  take  steps 
to  prevent  typhoid  carriers  from  endangering  the 
health  of  others  by  the  neglect  of  these  simple 
and  easily  understood  rules.  It  is  important, 
however,  that  the  practicing  physician  help  offi- 
cials by  advising  the  patient,  for  such  advice  is 
better  received  than  are  the  orders  of  the  health 
official. 


Guzzle — Why  all  the  bandage  on  Jones’  head? 
Guzzle — Rotten  bridge. 

“Break  through?” 

“No,  trumped  his  wife’s  ace.”' — Texas  Ranger. 


Doctor:  “What!  your  dyspepsia  is  no  better? 
Did  you  follow  my  advice  and  drink  hot  water 
one  hour  before  breakfast?” 

Patient:  “I  did  my  best,  but  I couldn’t  keep  it 
up  more  than  ten  minutes.” 
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#bgertmttons  from  tfje  HtgMouge. 

In  these  ‘‘observations" , we  aim  to  present  each  month  a 
fete  suggestions  for  thoughtful  consideration,  and  to  offer 
such  assistance  as  we  may  be  able  to  render  from  this  office 
to  those  interested  in  further  investigating  the  topics  sub- 
mitted. We  can  deal  with  only  a few  subjects  each  month 
and  will  select  tfcose  that  have  appeared  most  prominently  in 
the  scientific  literature  of  the  preceding  month  as  original 
articles  in  the  leading  periodicals,  and  we  shall  not  attempt 
to  discourse  extensively  upon  any  subject,  the  object  being 
rather  to  stimulate  interest  in  the  establishment  of  personal 
postgraduate  reading  courses  suitable  to  the  individual.  If 
any  reader  of  the  Journal  should  find  himself  sufficiently 
interested  in  any  subject  discussed  in  these  columns  to  de- 
sire further  information , we  shall  be  very  glad  to  furnish 
an  enlarged  bibliography  upon  that  question,  and,  if  he 
■teishes  to  procure  ample  abstracts  of  the  original  articles 
quoted,  or  access  to  the  complete  original,  we  can  put  him 
in  the  way  of  obtaining  that  material  promptly  and  at  a 
minimum  of  labor  and  expense. 

TILE  ROLL  OF  PREVENTION  IN  PEDIATRICS 

J.  H.  Mason  Knox,  of  the  Johns  Hopkins 
Medical  School,  in  a consideration  of  this  topic 
(N.  Y.  Jour.  Med.,  25:921,  Oct.  1,  1925)  recently 
stated  that  whether  or  not  the  health  of  school 
children  is  to  be  considered  as  a primary  re- 
sponsioility  of  the  school  commissioners  or  of 
the  health  departments,  all  matters  pertaining 
to  the  health  of  children  in  schools  should  cer- 
tainly be.  under  the  direction  of  physicians  in- 
terested in  and  trained  to  this  particular  woik. 
He  believes  that  the  school  physician  should  pass 
upon  such  important  matters  as  building  con- 
struction, with  regard  to  air  space,  ventilation, 
lighting,  wash-room  and  toilet  facilities,  the  type 
of  desks  and  seats,  and  deal  with  all  questions 
relating  to  the  hygiene  of  school  life.  Further- 
more, competent  medical  authority  should  su- 
pervise instruction  in  health  matters,  as  given  to 
all  school  grades,  and  should  advise  as  to  school 
hours,  rest  periods,  and  the  amount  and  charac- 
ter of  recreation  for  the  children.  In  cooperation 
with  teachers,  it  is  the  physician  who  should 
direct  the  daily  instruction  and  occasional  ex- 
amination of  the  school  child  and  determine  what 
precautions  are  to  be  taken  to  prevent  the  spread 
of  communicable  diseases.  Where  abnormal  con- 
ditions are  found,  the  school  physician  should 
consult  with  the  family  physician  concerning  the 
care  of  the  poorly  nourished  or  otherwise  phy- 
sically handicapped  child. 

RESPIRATORY  CATARRH  IN  CHILDREN. 

R.  C.  Clarke  (London  Lancet,  2:847.  Oct.  24, 
1925)  reports  that  upon  making  routine  exami- 
nations of  infants  from  3 to  6 weeks  old.  he  has 
noted  that  at  least  50%  of  them  had  some  degree 
of  respiratory  catarrh,  which  he  believes  is  due 
to  the  fact  that  the  very  young  mucous  mem- 
brane may  be  deficient  in  resisting  power  and 
that  when  such  membrane  has  been  subjected  to 
early  or  repeated  attacks  by  microorganisms  it 
may  lose  such  adequate  resistance  as  it  had  pos- 
sessed or  acquired.  The  chief  sources  of  infec- 
tion for  the  infant  are  the  mother  and  the  germ- 
laden atmosphere.  To  prevent  infection,  if  the 
mother  has  acute  catarrh  when  the  baby  is  born, 
she  should  be  instructed  to  wear  a folded  hand- 
kerchief over  the  mouth  and  nose  while  feeding 
or  dressing  the  baby;  similar  precautions  apply, 
of  course,  to  the  maternity  nurse  or  other  per- 
sons coming  in  close  contact  with  the  infant.  To 
avoid  infection  from  the  atmosphere,  care  should 
be  taken  to  provide  plenty  of  fresh  air  and  to 
bathe  the  infant  in  front  of  the  fire  with  all  the 
windows  open,  for  nothing  can  be  worse  for  the 
baby  than  an  overheated  stuffy  room. 


WHOOPING  COUGH. 

Meyer  and  Burghard  (Zeitsch.  fur  Kindhlk., 
Berlin,  40:1,  Sept.,  28,  1925)  report  from  the 
Dusseldorf  clinic  an  analysis  of  442  cases  of 
whooping  cough  in  infants  less  than  1 year  old, 
423  in  older  infants,  and  199  in  children  over  3 
years  of  age,  and  they  lay  emphasis  upon  the  ab- 
sence of  the  distinctive  whoop  in  the  younger 
infants.  They  believe  that  an  epidemic  may 
readily  be  established  through  the  failure  to  iso- 
late children  because  of  delay  in  waiting  for  this 
symptom.  Attacks  of  sneezing  may  initiate  or 
substitute  for  the  usual  whooping  paroxysms. 
It  is  to  be  remembered  that  whooping  cough  is 
a serious  disease  in  infants;  it  may  induce  fatal 
closure  of  the  glottis  or  fatal  convulsions;  com- 
plications of  a pulmonary  character  are  com- 
mon; and,  bacteremia  is  not  infrequently  ob- 
served and  is  generally  fatal. 

In  the  experience  of  these  authors  no  drugs 
displayed  any  efficacy  in  treating  these  infants, 
but  vaccine  therapy  seemed  to  aid  in  aborting 
the  disease  though  it  had  no  appreciable  effect 
once  the  disease  had  become  established.  Of  the 
total  number  of  cases,  1064,  the  mortality  was 
38%  for  infants  under  3 years  of  age;  10.4%  for 
the  children  between  2 and  3 years  and  3%  for 
the  children  over  3 years  of  age. 

R.  P.  Seitz  (Am.  Jour.  Dis.  Children,  30:603, 
Nor.,  1925)  reports  2 interesting  cases  of  per- 
tussis with  unusually  high  leukocyte  counts:  in 
one  case  the  highest  count  was  192,000  per  c.c. 
with  28%  of  polymorphonuclears  and  61%  of 
lymphocytes;  in  the  second  case  the  highest 
point  was  162,500  leukocytes  with  24%  of  poly- 
morphonuclears and  74%  of  lymphocytes. 

Two  interesting  cases  of  spasmophilic  pseudo- 
pertussis are  reported  by  TVernstedt,  (Acta  Pedi- 
atrica,  Upsala,  5:1,  Oct.  22,  192  5)  where  the  at- 
tacks resembled  whooping  cough  in  every  re- 
spect. In  one  instance  the  child  had  suffered  an 
attack  of  true  pertussis  some  6 months  previous- 
ly and  the  attacks  were  controlled  by  calcium 
but  reappeared  when  the  calcium  treatment  was 
discontinued.  In  the  second  case  the  child  pre- 
sented the  pertussis  syndrome  whenever  it  was 
fed  upon  whey.  In  the  same  Journal  Klercker 
and  Odin  discussed  the  subject  of  phosphate  tet- 
any and  suggest  that  the  tetanigenic  action  of 
phosphates  depends  upon  a lowering  of  blood 
calcium  rather  than  an  increase  of  bicarbonate 
content  of  the  blood:  the  threshold  of  action  is 
lower  in  spasmophilia  probably  because  of  dis- 
turbances in  the  regulation  of  blood  calcium  in 
spasmophilia. 

With  reference  to  methods  of  treatment  for 
whooping  cough,  Charles  J.  Bloom,  (Arch.  Pe- 
diat.,  42:485,  Aug.,  1925)  publishes  another  re- 
port on  his  experience  with  vaccine  therapy  in 
dealing  with  this  disease  in  institutions.  The 
vaccine  employed  was  a recently  prepared  mixed 
stock  vaccine  wherein  each  cubic  centimeter  con- 
tained 5,000,000,000  Bordet-Gengou  bacilli  and 
3,500,000  influenza  bacilli.  As  to  method  of  em- 
ployment, infants  under  6 months  of  age  were 
given  3 doses,  on  alternate  days  of  0.25  c.c.;  in- 
fants between  6 months  and  1 year  of  age  were 
given  the  same  number  of  doses  of  0.5  c.c.;  and 
children  between  2 and  6 years  of  age  doses  of 
1.25  c.c.  on  alternate  days.  As  a prophylactic, 
the  results  were  excellent:  In  previous  years  ap- 

proximately 50%  of  the  entire  number  of  chil- 
dren living  in  this  institution  contracted  whoop- 
ing cough,  whereas,  between  May,  1919,  and 
January,  1920,  there  was  not  a single  case  de- 
veloped in  the  institution.  It  would  seem  evi- 
dent that  this  vaccine  has  great  possibilities  for 
the  prevention  of  whooping  cough  in  asylums, 
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schools  and  public  institutions  and  in  placing  a 
limitation  upon  disastrous  epidemics. 

Bloom  concludes  with  a statement  that  “after 
13  years  of  observation  and  considering  the  fact 
that  the  author  has  followed  many  plans  of  treat- 
ment and  different  combinations  of  vaccines,  this 
therapy  in  the  management  of  whooping  cough 
is  found  to  be  the  most  efficacious  in  all  respects. 
As  a preventive  less  than  1 % of  those  vaccinated 
have  up  to  this  time  developed  whooping  cough. 
And  finally,  the  death  rate  may  convert  those 
who  still  doubt  the  value  of  vaccine  therapy  in 
whooping  cough.’’  The  mortality  statistics  for 
the  United  States  in  1922  assigned  whooping 
cough  a death  rate  of  5.6%,  whereas  in  Bloom’s 
experience  the  death  rate  is  reduced  to  zero. 

FYODERMITIS  IN  CHILD  HEN. 

Chatin,  (Paris  Medecin,  6:829,  Aug.,  1925) 
calls  attention  to  the  possibility  of  suppurating 
skin  diseases  becoming  epidemic  in  day  nurseries 
and  other  places  where  young  children  are  col- 
lected. In  6 years  of  experience  in  handling  such 
conditions  he  has  found  the  stock  staphylococcus 
vaccine  to  be  ineffective  but  an  autogenous  vac- 
cine has  proved  servicable  in  a number  of  cases. 
However,  the  most  satisfactory  treatment  recent- 
ly employed  seems  to  have  been  the  use  of  ultra- 
violet rays  given  at  1 day  intervals,  the  first  ex- 
posure being  for  2 minutes  and  successive  ones 
prolonged  by  2 minutes  each  until  each  exposure 
covered  a period  of  10  minutes.  The  develop- 
ment of  folliculitis  into  pyodermitis  was  checked 
by  this  treatment  in  the  already  contaminated 
children  and  it  seems  possible  that  the  ultra- 
violet rays  may  be  counted  upon  to  arrest  an 
epidemic. 

Considering  perspiration  as  a cause  of  pyo- 
dermitis in  young  infants,  A.  B.  Marfan,  (Presse 
Medicale,  Paris,  33:1313,  Oct.  3,  1925)  looks  up- 
on artificial  feeding  and  rickets  as  possible 
causal  factors  in  producing  habitual  excessive 
perspiration  in  young  infants.  If  the  sweat  is  of 
abnormal  composition  and  is  not  freely  evapo- 
porated,  it  irritates  the  epidermis  and  causes  a 
red  miliaria.  Itching,  with  subsequent  scratch- 
ing of  the  vesicles,  favors  invasion  of  the  epi- 
deimis  and  sweat  glands  by  pus-forming  cocci 
a.nd  the  consequent  development  of  pyodermitis. 
Such  children  should  be  guarded  against  over- 
heated rooms  and  excessive  clothing  or  bed  cov- 
ering, for  all  treatment  of  the  inflammation  will 
fail  so  long  as  there  is  continuance  of  the  exces- 
sive sweating.  He  believes  that  epinephrin,  as- 
sociated with  calcium  phosphate,  cod  liver  oil, 
or  the  application  of  ultraviolet  rays,  will  reduce 
the  tendency  to  sweating  and  will  promote  heal- 
ing of  the  inflammation. 

PEPTIC  ULCER  IN  CHILDREN. 

Stulz  and  Woringer  report  2 interesting  cases 
of  peptic  ulcer  in  Meckel’s  Diverticulum  in  chil- 
dren and  refer  to  11  other  cases  recorded  in 
medical  literature,  (Paris  Medical,  57:361,  Nov.  7, 
19  25).  The  first  symptom,  and  also  the  most 
constant  complication,  is  apt  to  be  profuse  in- 
testinal hemorrhage,  characterized  by  an  un- 
changed color  of  the  blood  and  the  tendency  to 
recurrence.  The  hemorrhage  may  persist  and 
cause  grave  anemia  or  even  death.  Perforation 
of  the  ulcer  occurred  in  10  out  of  the  13  recorded 
cases;  7 died  from  perforation  followed  by  gen- 
eralized peritonitis;  1 died  from  anemia  with  lo- 
calized peritonitis;  and  the  remaining  5 were 
saved  by  operation.  The  condition  has  to  be  dif- 
ferentiated from  intestinal  invagination  and  tu- 
mor of  the  large  intestine.  The  treatment  is  nec- 
essarily surgical. 


3n  Htgf)ter  ^eitt 


As  a general  rule,  a man  who  dosen’t  know 
his  own  mind  hasn’t  missed  so  much  at  that. 

— Arkansas  Gazette. 


The  captain  of  a coast  guard  boat  recently 
chased  and  opened  fire  on  a Government  muni- 
tion boat  that  was  carrying  a cargo  of  two  tons 
of  high  explosives.  That  stuff  they’re  selling  at 
the  twelve  mile  limit  certainly  puts  fight  in  a 
man. — Judge. 


Couldn’t  Make  the  Grade. — Janie  was  returned 
from  the  Home  of  the  Feeble-Minded  to  the 
Orphans’  Home,  as  the  doctor’s  examination  had 
proved  her  merely  “subnormal”. 

Said  Mamie  to  Anna  in  a burst  of  confidence 
and  gossip:  “Janie  was  sent  away  to  be  an  idiot, 
but  she  couldn’t  pass  and  had  to  come  back.” 

— Harper’s. 


Catering  Made  Easy. 

Methuselah  ate  what  he  found  on  his  plate, 
And  never,  as  people  do  now, 

Did  he  note  the  amount  of  the  caloric  count. — 
He  ate  it  because  it  was  chow. 

He  wasn’t  disturbed,  as  at  dinner  he  sat, 
Destroying  a roast  or  a pie. 

To  think  it  was  lacking  in  granular  fat, 

Or  a couple  of  vitamines  shy. 

He  cheerfully  chewed  every  species  of  food, 
Untroubled  by  worries  or  fears 
Least  his  health  might  be  hurt  by  some  fancy 
dessert — • 

And  he  lived  over  nine  hundred  years! 

— Galt  Evening  Reporter. 


”1  say,  waiter,  the  flowers  on  the  table  are  arti- 
ficial, aren’t  they?” 

“Yes,  sir.  That’s  the  worst  part  of  running  a 
vegetarian  restaurant — if  we  use  real  flowers  the 
customer  eats  them”. — Norwalk  Dispatch-Times. 


Making  Change. — Hay  and  Feed  Dealer — “You 
owe  me  $3  for  oats,  Mose,  and  if  you  don’t  pay 
me  I’ll  have  to  take  your  horse.” 

Uncle  Mose — “All  right,  Mista  Guggenheimer, 
an’  Ah’ll  pay  you  de  balance  o’  de  $3  jest  as 
soon  as  Ah  kin.” — Ayer’s  Almanac. 


The  Fall  of  Man. — “Duty  calls  a man  to  church 
on  Sundays,  and  pleasure  urges  him  to  go  fish- 
ing,” says  a Vermont  paper. 

And  Monday  morning  he  shows  up  all  sun- 
burned.— Boston  Transcript. 


Hoped  for  the  Best. — Judge — “I  have  listened 
very  carefully  to  you,  Mr.  Brown,  for  an  hour, 
but  I am  none  the  wiser.”  , 

Counsel  (politely) — “I  hardly  expected  your 
honor  to  be,  but  I thought  you  might  be  better 
informed.” — The  Humorist  (London). 


A Warm  Reception. — W.  H.  P.  writes:  “A  batch 
of  jokes  I sent  to  the  editors  were  rejected  as 
no  good,  but  when  I threw  them  in  the  stove 
the  fire  just  roared.” — Boston  Transcript. 
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County  Society  Reports:. 


ATLANTIC  COUNTY. 

Joseph  H.  Marcus,  M.D.,  Reporter. 

The  stated  meeting  of  the  Atlantic  County 
Medical  Society  was  held  at  the  Hotel  Chalfonte 
on  the  evening  of  December  11,  D.  Ward  Scanlan 
presiding.  The  president  read  a communication 
from  the  Nurses’  Club  of  Atlantic  City  in  which 
they  stipulated  a definite  procedure  and  formu- 
lated new  rules  which  were  to  be  observed  by 
both  patients  and  physicians  in  the  future.  As 
there  were  certain  elements  embodied  in  these 
new  resolutions  which  would  entail  hardships 
upon  a certain  class  of  patients,  from  the  mone- 
tary point  of  view,  the  society  felt  that  it  could 
not  adhere  to  the  demands  presented.  It  was 
unanimously  decided  that  these  resolutions  could 
not  be  approved  by  the  society.  Among  those 
who  discussed  the-  various  phases  of  the  nursing 
situation  were  Drs.  Lucius  F.  Donohoe  and  J.  B. 
Morrison,  the  president  and  recording  secretary 
respectively  of  the  Medical  Society  of  New  Jer- 
sey, D.  B.  Allman  and  Edgar  Darnall. 

Dr.  W.  Blair  Stewart,  Chairman  of  the  Com- 
mittee on  Public  Health  and  Hygiene,  stated 
that  a series  of  radio  talks  would  be  broadcast 
by  various  members  of  the  society.  This  pro- 
gram is  to  be  inaugurated  in  January,  the  com- 
mittee consisting  of  W.  Blair  Stewart,  W.  J.  Car- 
rington and  E.  H.  Harvey.  Dr.  Edgar  Darnall, 
as  chairman,  reported  for  the  Library  Commit- 
tee. The  Board  of  Censors  reported  favorably 
upon  Drs.  R.  Williams  and  Robert  Kilduffe,  who 
then  were  elected  to  membership. 

The  Scientific  Program  was  presented  by  Dr. 
Martin  E.  Rehfuss,  of  Philadelphia,  his  topic  be- 
ing “Practical  Dietetics’’.  He  presented  his  sub- 
ject in  a purely  extemporaneous  manner  inter- 
spersing his  remarks  with  exhibition  of  sche- 
matic drawings  of  the  entire  gastro-intestinal 
tract  and  dietetic  charts.  In  outlining  the  physi- 
ology of  the  gastro-intestinal  tract  he  emphasized 
the  importance  of  that  digestion  which  takes 
place  in  the  small  intestines,  aided  by  the  liver 
and  the  pancreas  and  designated  the  stomach  as 
the  barometer  of  the  gastro-intestinal  tract.  He 
divides  the  various  disorders  as  follows:  (1) 

Stomach  disorders,  organic  in  type,  such  as  car- 
cinoma and  ulcer;  (2)  chronic  inflammation  of 
the  stomach;  (3)  atony,  dilation  or  ptosis  and 
other  muscular  defects;  (4)  reflex  conditions. 
These  conditions  call  for  different  modes  of  treat- 
ment and  here  Dr.  Rehfuss  emphasizes  the  im- 
portance of  having  a complete  knowledge  of  the 
underlying  condition  in  the  different  types  of 
gastro-intestinal  diseases.  For  instance,  in  atony 
there  is  a clear  indication  for  the  administration 
of  small  and  frequent  meals,  the  foods  having 
a relatively  short  evacuation  time.  In  ulcera- 
tion of  the  stomach  the  fundamental  principle 
entailed  in  the  dietetic  treatment  comprises:  (a) 
controlling  the  acid  reaction,  and  (b)  controlling 
the  evacuation  point.  Taking  up  the  broader 

sense  of  treatment  of  ulcer  of  the  stomach  and 
specifying  those  types  in  which  no  mechanical 
change  is  present,  the  process  of  healing  takes 
from  6 months  to  2V2  years.  With  the  institu- 
tion of  proper  diet  there  is  a relief  of  symptoms 
in  a few  days;  it  being  necessary  to  eliminate  to- 
bacco and  have  an  adaptation  to  proper  food. 

As  all  these  cases  embody  the  ambulatory 
method  of  treatment  it  is  vital  to  instill  into  the 
mind  of  the  patient  the  absolute  necessity  of  per- 
sistency of  treatment  and  the  length  of  time  re- 
quired. Dr.  Rehfuss  classifies  the  percentage  of 
operative  results  as  follows:  88%  being  suc- 


cessful and  12%  being  failures.  In  his  own 
series  of  200  cases  there  was  1 hemorrhage  and 
2 cases  of  perforation  which  were  complicated 
by  influenza  ending  fatally.  The  essential  ele- 
ment in  the  successful  treatment  of  ulcer  cases 
is  the  adequate  teaching  of  the  patient  how  to 
live,  just  as,  in  a similar  manner,  the  application 
of  insulin  in  the  successful  treatment  of  diabetes. 
In  cases  of  flatulent  indigestion,  Dr.  Rehfuss 
stated  that  the  vast  majority  of  these  conditions 
are  due  to  reflex  conditions  found  in  the  neurotic 
types  and  could  be  relayed  from  gall-bladder,  ad- 
hesions, from  the  liver,  etc.  He  felt  that  this 
symptom  is  purely  the  result  of  nerve  incoordi- 
nation. 

Discussing  the  many  fads  relative  to  diet,  Dr. 
Rehfuss  advised  indulging  in  more  sense  and 
less  nonsense,  with  less  faddism  and  more  rea- 
sonable arrangements  of  food.  He  advised  the 
consumption  of  a lessened  amount  of  food  in 
later  life,  which  is  necessary  in  adjustment  to 
activities,  and  in  the  proper  control  of  self;  to 
control  the  material  entering  the  digestive  tract 
and  evolving  a dietai-y  scheme  satisfactory  to  the 
individual  requirements. 

Those  discussing  Dr.  Rehfuss’s  subject  were: 
Raymond  Reed,  Richard  Bew,  V.  Earl  Johnson, 
W.  Blair  Stewart,  Eugene  Way,  C.  J.  Larkey,  J. 
B.  Morrison,  E.  W.  Torrey,  F.  R.  Corson  and  D. 
B.  Allman. 


Atlantic  City  Hospital  Staff. 

Joseph  H.  Marcus,  M.D.,  Reporter. 

The  November  monthly  meeting  of  the  Atlantic 
City  Hospital  Staff  was  held  at  the  Hotel  Breakers 
on  the  evening  of  the  twentieth.  In  the  absence 
of  the  President,  William  C.  Westcott,  the  meet- 
ing was  called  to  order  by  Richard  Bew,  Vice- 
President.  Those  in  attendance  were:  Drs.  Ire- 
land, Rosenblatt,  Allman,  Harley,  Pennington, 
Conaway,  Senseman,  Kaighn,  Darnall,  Charlton, 
Barbash,  Kilduffe,  Davidson,  Salasin,  Bew,  Mar- 
cus, Silvers,  Andrews,  McGivern,  Poland,  Mc- 
Geehan. 

Reports  were  outlined  by  the  building,  nurses 
and  interne  committees.  Following  dispensation 
of  the  routine  business  procedures  Dr.  Robert  A. 
Kilduffe,  director  of  the  Hospital  Laboratory,  re- 
ported the  activities  of  his  department.  He  stated 
that  his  laboratory  had  acquired  a complete  set 
of  proteins  for  sensitization  tests.  He  also  stressed 
the  advisibality  of  a more  intensive  studying  of 
infected  cases,  both  from  the  medical  and  surgical 
standpoints. 

The  Scientific  Program  was  continued  by  Drs. 
Theodore  Senseman  and  C.  D.  Sinkinson,  with  the 
report  of  surgical  service.  Dr.  Senseman  in  pre- 
senting his  service  detailed  the  following  statisti- 
cal service  for  a period  of  3 months.  Total  ad- 
missions 245;  total  operative  cases  106;  operative 
deaths,  8 in  number,  embraced  the  following  con- 
ditions: (1)  Ruptured  gangrenous  appendix  with 
extensive  peritonitis.  (2)  Meningocele,  extensive 
in  origin,  terminating  in  a meningitis.  (3) 
Chronic  cholecystitis.  In  this  condition  Dr.  Sense- 
man  held  that  one  must  bear  in  mind  the  cause 
of  death  being  a possible  chronic  hepatitis  or 
pancreatitis.  (4)  Cellulitis  of  the  foot  secondary 
to  diabetes,  the  local  infection  being  streptococcal 
in  origin.  In  operations  of  this  type  Dr.  Sense- 
man  emphasized  the  active  institution  of  “Co- 
operative Practice”,  stating  that  the  patient  should 
be  given  a complete  medical  examination,  and 
proper  medical  treatment  instituted  before  the 
patient  comes  to  the  operation,  there  being  no 
doubt  that  this  procedure  lowers  surgical  mor- 
tality to  an  appreciable  extent;  that  the  internist 
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must  assume  a responsibility  equal  to  that  of  the 
surgeon.  (5)  Carbuncle  involving  the  entire 
cheek,  death  being  caused  by  septic  meningitis. 
(6)  Fractured  skull. 

Of  the  139  operative  cases  there  were  6 deaths 
due  to  the  following  conditions:  Third  degree 

burns,  severe  crushed  wound  of  the  thigh  and 
abdomen,  laceration  of  throat,  and,  the  remain- 
ing 3 cases  were  fractured  skulls.  In  his  surgical 
resume  Dr.  Senseman  emphasized  various  points 
of  interest,  among  which  was  mentioned  the 
splendid  results  now  obtained  in  operating  upon 
gangrenous  appendicitis,  paying  a glowing  tribute 
to  Dr.  John  Deaver,  that  pioneer  who  blazed  the 
way  toward  a lowered  mortality  wrought  by  the 
appendix.  There  are  2 matters  involved  in  lower- 
ing this  mortality:  (1)  Improved  technic;  (2)  a 
broader  and  more  comprehensive  phase  in  drain- 
ing. In  Senseman’s  method  1 drain  is  placed  in 
the  cul-de-sac  below  the  cecum,  resting  against 
the  pelvis  and  so  allowing  the  intestines  to  be 
placed  above  the  drain  and  consequently  avoid- 
ing a possible  strangulation  or  a minor  twist 
in  the  gut.  The  second  point  in  his  procedure 
is  placing  another  drain  in  the  hollow  of  the 
nest  previously  occupied  by  the  appendix, 
which  is  next  to  the  peritoneum;  if  a fecal 
fistula  results  there  is  a well  walled-off  track 
and  the  exit  is  through  the  abdominal  wall. 
Concerning  fractures  of  the  skull  the  author 
eliminated  those  with  compression  accompa- 
nied by  an  obvious  fracture  and  said  that  in 
the  other  types  there  still  remains  some  ques- 
tion of  advisability  of  surgical  interference. 
Due  to  the  vast  number  of  cases  of  this  type 
of  injury  admitted  to  the  wards  of  the  At- 
lantic City  Hospital,  and  furthermore  as  a result 
of  years  of  experience  in  handling  this  type  of 
cases,  Senseman  still  expressed  a doubt  about  im- 
mediate interference.  There  is  ever  present  a 
problem  in  differentiating  severe  concussion  and 
fractured  skull.  In  the  splendid  resume  com- 
prising fracture  of  skull,  he  concluded  that  when 
the  surgeon  decompresses  the  skull,  drainage 
must  be  established,  always  bearing  in  mind  che 
question  of  infection;  also,  that  if  there  is  no  re- 
lief of  symptoms  and  signs  at  the  time  of  opera- 
tion or  shortly  after,  the  other  side  may  be  de- 
compressed, as  not  infrequently  pathology  will 
be  found  on  the  opposite  side. 

In  discussing  this  paper,  Dr.  W.  E.  Darnall 
emphasized  the  vast  importance  of  drainage  in 
infected  abdominal  cases  and  in  so  doing  to  pro- 
duce as  little  trauma  as  possible.  Dr.  Homer  I. 
Silvers  justified  the  procedure  of  decompressing 
the  opposite  side  of  an  injury  if  there  is  no 
alleviation  of  the  symptoms.  Dr.  D.  B.  Allman 
entertained  a similar  attitude  with  reference  to 
fractured  skulls  and  stressed  the  importance  of 
a very  careful  study  in  those  head  injuries  which 
present  more  cr  less  vague  symptoms  of  concus- 
sion; he  also  maintained  the  rigid  adherence  to 
limited  interference  in  gangrenous  appendix.  Dr. 
Clarence  L.  Andrews  spoke  of  the  bacteriologic 
examination  of  these  cases  of  appendicitis  as  a 
valuable  guide  in  prognosis.  He  spoke  of  several 
cases  in  which  a double  decompression  had  been 
performed  as  a result  of  a history  of  a violent 
and  forcible  injury  by  “contre  coup”  in  which  the 
force  of  the  injury  produced  pathology  on  the 
opposite  side. 

The  program  was  resumed  by  Dr.  Wm.  E.  Dar- 
nall with  a report  of  the  Gynecologic  Service  for 
a period  of  3 months,  during  which  time  110  op- 
erations were  performed  with  a mortality  of  3.8%. 
Following  an  interesting  dissertation  on  ectopic 
pregnancy  and  hysterectomies,  the  following  un- 


usual case  of  “essential  abdominal  pregnancy” 
was  reported.  Patient,  colored,  female,  27  years 
of  age,  married,  complained  of  being  sick  3 weeks 
prior  to  admission,  the  permanent  symptoms  be- 
ing vomiting,  nausea,  pain  in  the  gall-bladder 
area,  and  an  increase  in  temperature.  The  his- 
tory stated  that  she  had  one  child  living  and 
well;  no  miscarriages;  menses  instituted  when 
13  years  of  age  and  not  infrequently  occuring 
twice  in  one  month.  At  physical  examination  the 
cei'vix  was  found  to  be  soft,  the  right  fallopian 
tube  swollen  and  tender,  and  a definite  and  dis- 
crete mass  was  palpated  around  the  liver;  Was- 
sermann  reaction  was  negative;  urine  examina- 
tion negative;  the  roentgenologic  examination 
disclosed  a series  of  small  ribs  under  the  liver. 
A diagnosis  of  “true  abdominal  pregnancy”  was 
made.  At  operation  a large  mass  was  found 
under  the  gall-bladder  area  with  the  fallopian 
tube  swollen  and  bent  under  this  mass  and  filled 
with  clotted  blood  as  a result  of  a tubal  abortion. 
Under  this  mass  a dead  4 month  fetus  was  found 
and  with  a placenta  adherent  to  the  organs  in 
the  abdomen.  This  mass  was  removed  with  the 
tube  and  ovary,  and  the  area  packed  with  iodo- 
form gauze.  In  discussion  of  the  treatment,  Dar- 
nall advised  as  a general  rule  to  leave  the  pla- 
centa in  situ,  as  removal  may  produce  enormous 
hemorrhages.  In  this  case,  however,  the  opera- 
tors felt  that  the  placenta  should  be  removed  and 
with  gentle  traction  this  was  done,  producing 
very  little  hemorrhage.  Patient  made  a complete 
recovery. 

In  the  discussion  that  followed  Dr.  W.  P.  Cona- 
way related  a case  of  tubal  pregnancy  unruptured, 
which  terminated  in  performing  a salpingectomy. 
The  fetus  weighed  5 pounds;  the  mother  re- 
covered. Dr.  S.  Barbash  related  a case  of  ces- 
arian section  in  which  the  fetus  presented  itself 
following  the  abdominal  incision.  The  placenta 
was  adherent  to  the  intestines  and  after  its  re- 
moval a hemorrhage  ensued  and  the  patient  died 
shortly  afterwards.  This  case  Dr.  Barbash  had 
witnessed  when  an  interne  some  20  years  ago. 

Dr.  Darnall,  closing  the  discussion,  emphasized 
the  incidence  of  a lowered  mortality  and  mor- 
bidity of  abdominal  surgery  resulting  from  gentle 
manipulation  at  all  times. 

The  Scientific  Program  was  concluded  by  Dr. 
Homer  I.  Silvers  reporting  the  surgical  service 
extending  from  February  to  April  inclusive.  Fol- 
lowing the  reading  of  statistical  reports  the  fol- 
lowing 2 cases  were  presented: 

Case  1.  Adult  female,  admitted  with  a history 
of  intermittent  vomiting;  the  appendix  having 
been  removed  several  years  ago.  A diagnosis  was 
made  of  adhesions  around  the  cecum,  confirmed 
by  x-ray  study.  At  operation,  many  adhesions 
were  found  in  the  immediate  vicinity  of  the  cecum 
which  were  subsequently  loosened.  Following 
operation  the  patient  commenced  to  convalesce 
in  a normal  manner  but  at  the  beginning  of  the 
fifth  day  complained  of  nausea  and  vomited  at 
intervals.  Conditions  becoming  worse  Dr.  Sil- 
vers felt  that  the  causative  factor  was  adhesions 
situated  in  another  part  of  the  abdomen  and  at 
operation  a twisted  loop  of  jejunum  was  found 
under  the  liver  causing  the  obstruction,  which 
was  recurrent  in  nature.  Patient  made  an  un- 
eventful recovery. 

Case  2.  Adult  male,  traffic  officer,  admitted  with 
history  of  being  struck  by  a passing  automobile 
throwing  him  against  a safety  isle  used  for 
traffic  purposes.  An  abrasion  was  found  on  the 
right  side  of  the  head  and  the  patient  was  in  a 
state  of  incomplete  unconsciousness,  soon  fol- 
lowed by  delirium. 
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There  were  no  obvious  signs  of  cranial  injury; 
patient  was  an  alcoholic.  A lumbar  puncture 
was  made  and  fluid  obtained  was  bloody  in 
character.  A request  for  operation  was  denied 
and  the  patient  died.  The  following  i$  a necropsy 
report  by  Dr.  Robert  A.  Kilduffe,  director  of  the 
Atlantic  City  Laboratories: 

Date  of  autopsy:  3/5/25;  performed  one  hour 
after  death. 

The  salient  features  of  this  case  are  embodied 
in  the  head  findings.  There  was  an  irregular  and 
very  slightly  depressed  fracture  of  the  right  tem- 
poral bone  with  a large  extradural  clot  measur- 
ing approximately  3 in.  in  diameter.  A small 
piece  of  bone  measuring  approximately  1.5  mm. 
was  easily  removed  from  the  site  of  the  fracture 
at  its  central  point,  from  which  radiating  lines 
run  out.  In  the  left  temporal  region,  approxi- 
mately opposite  the  site  of  fracture,  there  was  an 
area  of  brain  tissue  of  decidedly  abnormal  con- 
sistency, being  markedly  friable.  In  this  area 
there  was  a hemorrhage,  a clot  of  moderate  size 
between  the  brain  and  the  dura,  and  an  extra- 
dural clot  larger  than  that  on  the  right  side.  The 
entire  brain  was  much  engorged  with  mark- 
edly dilated  vessels  and  the  picture  was  that 
of  meningo-encephalitis,  probably  of  toxic  origin. 
The  liver  was  fatty  in  appearance,  though  not 
to  an  extreme  degree.  The  kidneys  and  spleen 
showed  marked  passive  congestion;  the  kidneys 
showed  evidence  of  toxic  congestion  with  a mor- 
erate  degree  of  chronic  interstitial  nephritis. 
Anatomical  diagnosis:  Fracture  of  skull  in  right 

temporal  region.  Softening  and  tear  of  brain  tis- 
sue in  left  temporal  region.  Extradural  clot, 
right  temporal  region.  Extradural  and  subdural 
hemorrhage,  left  temporal  region.  Chronic  in- 
terstitial nephritis  and  passive  congestion  of  kid- 
neys. Fatty  infiltration  of  the  liver.  Passive 
congestion  of  the  spleen. 

Cause  of  death:  Fracture  of  the  skull  (right 

temporal);  laceration  of  the  brain  (left  temporal 
region);  meningo-encephalitis. 

It  is  somewhat  difficult  to  evolve  the  sequence 
of  events  in  this  case.  It  is  possible  that  there 
may  have  been  some  degree  of  meningo-encephal- 
itis of  toxic  origin  which  preceded  and  was  the 
direct  cause  of  the  vertigo  and  fall.  The  brain 
laceration  and  the  fracture  were  probably  coinci- 
dent and  associated  injuries  due  to  the  fall. 

The  discussions  of  Dr.  Silver’s  cases  were  pre- 
sented by  Drs.  D.  B.  Allman,  Robert  A.  Kilduffe, 
Clarence  L.  Andrews,  Charles  B.  Kaighn,  S.  Mc- 
Geehan,  Joseph  Marcus  and  Richard  Bew. 

Upon  proper  motion  the  meeting  adjourned. 


BERGEN  COUNTY. 

H.  B.  Wolowitz,  M.D.,  Reporter. 

On  the  evening  of  November  5 the  Bergen 
County  Medical  Society  did  honor  to  its  oldest 
and  most  highly  esteemed  member,  Dr.  John  E. 
Pratt,  of  Dumont.  Dr.  H.  Trossbach,  of  Bogota, 
President  of  the  society  was  toastmaster. 

Following  the  scholarly  address  by  Dr.  Pratt, 
some  of  the  guests  of  the  evening  spoke.  They 
were  Dr.  Lucius  F.  Donohoe,  President  of  the 
Medical  Society  of  the  State  of  New  Jersey;  Dr.  J. 
Bennett  Morrison,  Secretary  of  the  Medical  So- 
ciety of  the  State  of  New  Jersey;  Dr.  Gordon  K. 
Dickinson,  Chief  Surgeon  of  Christ  Hospital,  Jer- 
sey City;  Dr.  B.  S.  Poliak,  Chief  of  Hudson  County 
Tuberculosis'  Hospital;  Dr.  Thomas  F.  Reilly,  of 
Fordham  and  St.  Vincent’s  Hospitals,  N.  Y.;  Dr. 
Andrew  F.  McBride,  Chief  of  the  Labor  Bureau, 


of  New  Jersey.  Dr.  G.  H.  McFadden  of  Hack- 
ensack twice  lamented  the  absence  of  Dr.  G.  D. 
Stewart,  of  Bellevue  Hospital,  who  was  unable  to 
attend.  Dr.  S.  B.  Hubbard,  of  Hackensack,  told 
about  shooting  a moose,  and  Dr.  T.  M.  Walsh,  of 
Hasbrouck  Heights,  told  about  having  to  eat 
some  of  it. 

The  affair  was  a splendid  success. 

The  remarks  of  Dr.  Pratt  at  the  Testimonial 
Dinner  in  his  honor  at  The  Swiss  Chalet,  Novem- 
ber 5,  1925.  • 

Introduction. 

Dr.  Trossbach : It  gives  me  great  pleasure  to 

introduce  to  you  the  honored  guest  of  the  evening. 
Dr.  John  E.  Pratt,  of  Dumont,  who  is  one  of  our 
oldest  and  most  respected  members  and  is  held 
in  the  highest  esteem  by  his  colleagues  and  those 


JOHN  E.  PRATT,  M.D. 


who  have  been  fortunate  enough  to  know  him. 
He  is  one  of  the  real  type  of  ‘‘The  Family  Doctor” 
who  is  fast  becoming  extinct.  He  has  been  the 
advisor  to  the  father,  mother,  sons  and  daughters 
in  a spiritual,  legal,  as  well  as  in  a medical  sense; 
he  shared  with  them  their  joys  and  sorrows,  and 
we  are  gathered  here  this  evening  to  show  to  him 
our  appreciation  of  his  service  to  humanity, — 
Dr.  John  E.  Pratt. 

Reply  of  Doctor  Pratt. 

Mr.  Chairman  and  Fellows; 

I should  be  less  than  human  and  lay  myself 
open  to  the  charge  of  being  lacking  in  the  com- 
mon amenities  if  my  heart  did  not  respond  in  kind 
and  degree  to  your  kindly  greetings.  If  I could 
give  you  half  the  pleasure  you  seem  to  have  been 
enjoying  during  the  last  hour  I should  be  well 
content,  but  this  I despair  of  doing. 

I am  well  aware  that  it  is  no  professional  ac- 
complishment of  mine,  no  special  intellectual 
equipment,  no  constructive  value  that  I have, 
which  has  given  impetus  to  your  action  in  making 
me  a recipient  of  your  friendly  overtures. 
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I know  no  reason  why  I should  or  could  claim 
anything  more  than  your  common  respect,  and  I 
have  never  thought  it  any  credit  to  a man  to  be 
respected.  He  ought  to  be  ashamed  of  himeslf 
if  he  is  not.  A man  who  has  not  the  respect  of 
his  fellows  should  go  and  hide  himself  in  oblivion. 
So  I feel  that  I am  not  conceited  when  I claim 
your  respect.  Beyond  that  I have  not  been  a con- 
spieious  member  of  your  body,  nor  a constructive 
force  and  have  contributed  little  if  anything  to 
the  value  and  permanence  of  the  Society.  This, 
then,  has  not  been  the  reason  for  your  action  but 
solely  a desire  to  recognize  my  age.  Therewith 
I am  content. 

It  is  true  that  soon  my  way  of  life  “will  fall 
into  the  sear  and  yellow  leaf’’.  But  even  age  has 
its  compensations,  and  it  lends  value  and  im- 
portance to  some  things  in  this  world.  Centuries 
ago,  somebody  used  to  say,  in  commendation  of 
age  that  “it  appeared  best  in  at  least  four  things 
in  life — Old  wood  to  burn!  Old  wine  to  drink! 
Old  friends  to  trust!  Old  authors  to  read!  Solo- 
mon, who  was  reputed  to  be  wise  in  his  day,  said 
that  a hoary  head  is  a crown  of  glory.  But  no 
great  part  of  my  head  is  hoary — and  the  wise 
man,  as  if  to  check  an  old  man’s  egotism  added 
“if  it  be  found  in  the  way  of  righteousness”. 

In  a few  days  our  country  and  many  others  will 
be  celebrating  Armistice  Day.  I will  not  attempt 
to  calculate  how  much  importance  would  be 
added  to  that  day  if  the  world  knew  that  it  is 
my  birthday.  In  a few  days,  then,  if  my  tenure 
holds,  I shall  be  able  to  look  back  on  three-quar- 
ters of  a century  of  life  and  48  years  of  varied 
experiences  in  this,  one  of  the  noblest  of  callings. 

It  would  be  interesting  to  review  the  progress 
from  the  crude  and  often  rude  procedure  of  my 
early  days  to  the  scientific  precision  of  today,  but 
that  I will  not  do,  but  I ask  your  indulgence  while 
I read  some  lines  I clipped  from  the  Medical 
Times  the  other  day,  entitled — “Doctors — Then 
and  Now”  (by  L.  N.) 

In  the  old  days  when  I had  a kink  in  my  system, 
I went  to  Dr.  Jones. 

And  he’d  tell  me  to  say  Oh,  and  hit  me  a wallop 
in  the  ribs, 

And  ask  how  the  wife  and  how  the  kid  was  get- 
ting along  at  high  school, 

And  he’d  write  a prescription, 

That  tasted  as  bad  as  it  looked, 

And  nearly  as  bad  as  it  smelled. 

But  it  did  the  trick.  - — - - — ■ — - - — 

And  then,  a year  or  two  afterwards  I’d  pay  his 
bill 

After  I’d  paid  every  other  sacred  thing  I owed. 

Nowadays  when  I have  a pain, 

I take  it  to  a specialist. 

He  has  one  of  those  hard-finished  white  valspar 
nurses 

That  scares  the  life  out  of  me. 

She  puts  me  into  a card  index 

With  the  story  of  my  past  life  and  my  thumb 
prints. 

Then  she  shows  me  into  an  inner  room. 

It’s  white,  too,  just  like  a cafeteria, 

Only  there’s  nothing  to  eat. 

And  the  specialist  gives  me  a cold  glance,  and 
says  “sit  there”. 

And  I sit. 

Then  he  opens  up  his  tool  kit  and  boils  his  tools 
awhile. 

And  when  he  thinks  they  are  done  enough. 

He  inserts  them  into  my  eye,  ear,  nose  and  throat. 


When  they  make  me  squirm,  he  gives  me  a dirty 
look, 

And  I stop  squirming. 

And  at  last  he  says  he  thinks  he  can  do  something 
for  me 

And  if  I’ll  have  my  eye,  ear,  nose  and  throat  cut 
out. 

And  I say  I’ll  think  about  it. 

You  bet  I will! 

And  I totter  out  the  wrong  door. 

But  that  white,  hard-finished  nurse  retrieves  me, 

And  says  “That  wll  be  ten  dollars  please”. 


Anyhow  I wish  Dr.  Jones 
Hadn’t  stopped  practicing. 

My  life  has  been  drab  and  uninteresting.  I 
was  born  in  poverty  and  reared  by  a widowed 
mother  who  was  left  with  many  mouths  to  feed. 
As  Kingsley  says, 

“For  man  must  work  and  woman  must  weep, 

And  there’s  little  to  earn  and  many  to  keep.” 

No  sire  of  renown  stamped  upon  me  at  my 
birth  the  mark  of  genius;  no  lineage  of  nobility 
except  the  nobility  of  character  can  be  traced 
through  my  forebears;  no  nurse  sat  at  my  craddle 
to  direct  the  lowly  unattractive  beginnings  of  my 
life  and  no  wealth  pampered  me  in  my  early  days. 

Whatever  I am;  whatever  achievements  have 
been  mine; , whatever  meagre  attainments  I have 
reached;  whatever  moderate  heights  I have 
scaled,  are  due  to  my  own  exertions,  coupled  with 
the  grace  of  God. 

Speaking  professionally,  the  dominant  note  in 
my  retrospection  is  a feeling  of  pride  and  thank- 
fulness that  I have  been  able  to  play  a little  part 
in  the  ministry  of  healing;  that  I have  been  not 
only  a devotee  but  a servant  of  that  art  that 
reaches  out  a sensitive  finger  to  touch  humanity, 
that  ministers  to  bodies  and  minds  diseased,  that 
brings  surcease  from  pain,  hope  out  of  despair 
and  in  general  has  prolonged  the  span  of  human 
life;  among  the  noblest  of  callings,  blessed  of 
God  to  carry  out  his  beneficient  purposes.  Now 
I stand  when  the  end  is  not  far  distant.  It  seems 
near  to  me  because  I have  observed,  as  age  ripens 
time  flows  on  with  ever-increasing  rapidity,  one 
year  following  swift  on  the  heels  of  another. 
While  my  concern  is  with  the  present  and  im- 
mediate future  yet  in  the  “Sessions  of  sweet  and 
silent  thought”  I recall  the  past  with  its  colorful 
changes,  its  triumphs  and  defeats,  its  smiles  and 
its  tears. 

I recall  a considerable  line  of  colleagues  who 
have  wrought  well  in  their  day,  filled  their  lives 
and  answered  their  last  call.  The  memory  of 
some  of  them  is  like  a sweet  perfume,  filling  with 
its  intangible,  insubstantial  self  the  void  they 
left,  and  I pay  my  simple  tribute  to  their  mem- 
ory. 

Now  I will  give  you  a rest  if  I may  paraphase 
some  lines  from  a distinguished  poet: 

After  my  death,  I wish  no  herald. 

No  speaker  of  my  living  actions 
To  keep  mine  honor  from  corruption, 

But  such  honest  chroniclers  as  you  my  colleagues 
and  friends. 


On  December  8,  the  regular  monthly  meeting 
of  the  Bergen  County  Medical  Society  was  held 
at  the  Hackensack  Hospital. 
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The  final  revision  of  the  Constitution  of  the 
society  was  accepted  subject  to  approval  by  the 
State  Society. 

Repoit  of  case  by  Dr.  G.  H.  Ward,  Englewood: 

A child,  4 years  old  who  had  swallowed  a tack 
was  referred  to  me  for  treatment.  The  tack  was 
located  by  x-ray  in  the  right  bronchus.  Removal 
through  bronchoscope  was  accomplished  without 
subsequent  reaction. 

The  paper  of  the  evening,  “Endocrinologic 
Problems  of  Puberty’,  was  read  by  Dr.  E.  Rodney 
Fiske,  of  New  York,  and  discussed  by  Dr.  Dief- 
fenbach,  New  York. 


CAMDEN  COUNTY. 

Grafton  E.  Day,  M.D.,  Reporter. 

The  regular  meeting  of  the  Camden  County 
Medical  Society  was  postponed  from  December  8 
to  December  16,  at  which  time  the  society  was 
the  guest  of  the  Board  of  Freeholders  and  Man- 
agers of  the  Tuberculosis  Sanitarium  at  Lake- 
side, where  an  inspection  of  the  buildings  and 
equipment  was  made.  In  the  absence  of  the 
President  and  Vice-President,  Dr.  A.  H.  Lippin- 
cott  presided. 

After  the  inspection  a dinner  was  served  the 
invited  guests,  at  which  the  sanitorium  was  ex- 
tolled by  leading  experts  as  the  last  word  in 
modern  equipment  and  plans  for  the  care  of 
the  tuberculosis  patient. 

An  expenditure  of  a million  and  a half  dollars 
has  produced  this  modern  plant  where  every  de- 
vise and  facility  is  at  hand  to  care  for  those 
ill  of  tuberculous  disease. 

Dr.  Edgar  Clement  is  the  medical  superintend- 
ent. 


ESSEX  COUNTY. 

Alfred  Stahl,  M.D.,  F.A.C.S.,  Reporter. 

A regular  meeting  of  the  Essex  County  Medi- 
cal Society  was  held  Thursday  evening,  December 
10,  1925,  at  8:45  p.m.,  at  the  Academy  of  Medi- 
cine, 91  Lincoln  Park,  Newark. 

The  speaker  of  the  evening  was  Livingston 
Farrand,  M.D.,  President  of  Cornell  University, 
who  addressed  the  society  about  “The  Respon- 
sibilities of  the  Medical  Profession  to  the  Com- 
munity”, Dr.  Farrand  advised  the  profession 
to  get  behind  all  movements  which  aim  to  pro- 
mote public  health  and  to  assume  the  leader- 
ship and  give  the  public  the  guidance  it  deserves. 
Unfortunately,  he  added,  the  medical  profession 
in  the  past  has  not  done  that.  I do  not  think, 
Dr.  Farrand  continued,  that  the  medical  profes- 
sion realizes  the  complete  change  which  has 
taken  place  in  the  world  in  the  last  3 0 years.  I 
know  we  don’t  realize  it  in  the  teaching  of  medi- 
cine. The  point  of  view  of  medical  science  has 
been  transformed.  Medicine  has  become  a pre- 
ventive, not  merely  a curative,  science.  That  fact 
has  not  been  fully  realized  by  the  individual 
members  of  the  profession.  The  world  is  con- 
cerned with  and  medical  science  must  concern 
itself  with  preventive  medicine.  Slow  and  pon- 
derous is  the  movement  of  society  in  what  we 
regard  as  progress.  It  is  not  interested  in 
groups,  such  as  the  medical  profession.  What  it 
is  concerned  with  is  the  preservation  of  its  own 
vitality.  Anything  which  stands  in  the  way  of 
that  must,  of  necessity,  go  down.  It  is  rare  to 
see  organized  groups  guide  such  movements  of 
society,  yet  such  guidance  is  needed.  The  pub- 
lic is  not  given  the  leadership  by  the  medical 


profession  to  which  it  is  entitled.  It  has  not 
learned  to  look  to  that  profession  for  guidance. 

Has  the  organized  medical  profession  stood  up 
in  the  van  in  the  movement  for  public  health? 
I am  not  speaking  of  individuals,  but  of  the  or- 
ganized profession.  As  an  organization,  phy- 
sicians have  held  themselves  aloof  in  such  move- 
ments. It  is  but  natural  that  the  public  should 
turn  to  other  leaders,  sometimes  false  leaders. 

The  speaker  said  that  the  movement  toward 
prevention  and  spread  of  tuberculosis  had  not 
been  initiated  by  the  medical  profession,  but  was 
energized  by  the  laity.  The  laity  demanded  It, 
and  it  came,  he  said.  Of  course,  some  of  the 
leaders  were  physicians,  but  as  a profession, 
there  was  no  leadership.  Dr.  Farrand  declared 
that  in  many  instances  county  medical  associa- 
tions had  even  opposed  some  public  health  move- 
ments. 

Dr.  Farrand  was  entertained  at  dinner  by  the 
Council  of  the  Essex  County  Medical  Society,  at 
the  Elk's  Club,  before  the  meeting. 

The  following  physicians  were  duly  elected  ae 
members  of  the  Essex  County  Medical  Society: 

Thompson  M.  Baird,  782  Kearny  Avenue, 
Arlington. 

fW.  F.  Bennett,  Essex  Mountain  Sanatorium. 

Karl  M.  Blum,  310  Main  Street,  Orange. 

Lewis  W,  Brown,  142  Clinton  Avenue,  Newark. 

William  B.  Ein.  346  Belmont  Avenue,  Newark. 

J.  Field,  698  Grove  Street,  Irvington. 

Arthur  Heyman,  175  Clinton  Avenue,  Newark. 

Eugene  V.  Parsonnet,  777  High  Street,  Newark. 

Edmund  E.  Sawyer,  24  Johnson  Avenue,  New- 
ark. 

Samuel  J.  Soschin,  337  Belmont  Avenue,  New- 
ark. 


GLOUCESTER  COUNTY. 

Henry  B.  Diverty,  M.D.,  Reporter. 

The  Annual  Meeting  of  the  Gloucester  County 
Medical  Society  was  held  at  Westville,  Thursday, 
December  17,  and  the  following  officers  were 
elected  to  serve  for  the  ensuing  year:  President: 
H.  W.  Stout,  Wenonah.  Vice-President:  W,  J. 
Hollinshed,  Westville.  Reporter:  H.  B.  Diverty, 
Woodbury.  Censors:  James  Hunter,  Jr.,  Duncan 
Campbell  and  C.  B.  Phillips.  Delegates  to  State 
Society:  O.  A.  Wood,  Paulsboro.  Alternates:  E. 
E.  Downs  and  B.  F.  Buzby.  Member  of  Nominat- 
ing Committee  of  State  Society:  O.  A.  Wood. 


HUDSON  COUNTY. 

M.  I.  Marshak,  M.D.,  Reporter. 

The  Hudson  County  Medical  Society  met  at  the 
Jersey  City  Hospital  on  December  1,  with  Doctor 
J.  F.  Londrigan  presiding. 

Resolution  to  petition  the  Board  of  Free- 
holders of  Hudson  County  to  appropriate  moneys 
for  the  maintenance  of  a Psychologic  Clinic  to 
be  held  in  conjunction  with  the  Juvenile  Court 
was  introduced  and  unanimously  passed.  The 
Dinner  Committee  reported  that  the  annual  din- 
ner will  be  held  in  February. 

Dr.  J.  Morgan  Jones’  resignation  as  permanent 
delegate  to  the  State  Society  because  of  having 
moved  out  of  the  county  was  accepted.  Dr.  J.  F. 
Londrigan  was  elected  as  permanent  delegate  to 
fill  the  vacancy. 

Miss  Dickinson,  of  the  Metropolitan  Life  In- 
surance Company’s  Nursing  Staff  was  given  the 
floor  and  spoke  of  the  work  of  their  nursing  pre- 
natal and  maternity  services. 
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Dr.  Nellis  B.  Foster,  Professor  of  Medicine, 
Cornell  University,  Medical  College  and  Chief 
Medical  Officer  of  the  Goiter  Clinic  at  the  New 
Y'ork  Hospital,  spoke  on  the  treatment  of  Grave’s 
Disease.  He  stated  that  they  treated  about  1000 
cases  a year  at  this  Clinic,  most  of  which  were 
exophthalmic  in  type.  There  were  some  of  the 
adolescent  type  in  girls  and  a few  colloids.  In 
Switzerland,  the  exophthalmic  type  is  rather  rare. 
The  typical  syndrome  present  is  exophthalmus, 
tremor,  goiter  and  loss  of  weight.  In  the  atyp- 
ical type  all  may  be  absent  except  tremor. 

Adenoma.  This  is  usually  found  in  women  of 
35  years  or  older.  There  is  no  treatment  in  this 
type  of  goiter  except  surgery.  The  x-rays  do  not 
destroy  adenoma.  This  type  of  goiter  gives  some 
response  to  rest  but  not  to  iodin.  These  cases 
develop  severe  cardiac  symptoms  within  a year 
or  so,  therefore,  surgery  should  be  urged  before 
such  symptoms  are  present.  Adenoma  is  com- 
paratively rare  in  this  district. 

Grave’s  Syndrome  or  Exophthalmic  Goiter. 
In  the  treatment  of  this  type  of  goiter,  rest  for 
a long  period  of  time,  preferably  over  one  year, 
is  indispensable.  By  rest  we  mean  complete  phy- 
sical and  mental  quiet.  This  type  of  treatment 
cannot  be  carried  out  very  well  at  home  and 
should  be  given  somewhere  in  the  country  and 
preferably  in  some  special  hospital.  This  treat- 
ment should  be  used  before  operation  in  those 
cases  that  must  be  operated  upon  and  also  after 
operation.  The  marked  toxic  cases  appear  very 
much  like  manic  depressive  insanity.  They  fa- 
tigue easily  and  are  extremely  restless.  Drugs 
to  induce  sleep,,  such  as  luminal  and  veronal  are 
used  but  at  times  morphin  or  hyoscin  are  neces- 
sary. “We  do  not  as  yet  know  the  field  or  use 
or  the  limitations  of  iodin  in  exophthalmic 
goiter’’.  Iodin  has  been  used  by  the  Swiss  for 
the  treatment  of  goiter  for  many  years.  It  has 
seldom  any  effect  in  adenoma  but  in  Grave’s 
syndrome,  it  has  a transient  beneficent  effect  for 
a period  of  1 to  2 months.  The  usual  effects  of 
3 mgm.  a day  for  10  days  consist  of  slowing  of 
the  pulse,  proneness  to  sleep  and  lessening  of 
nervousness. 

Toxic  Adenoma.  This  may  be  of  fetal  develop- 
ment or  an  abnormality  of  growth  of  the  acini 
in  later  life.  If  hemorrhagic  it  may  become 
cystic  or  even  calcified.  These  cases  are  usually 
overlooked  because  exophthalmus  is  rarely  pres- 
ent and  because  the  nodule  is  small.  Goiter  may 
be  entirely  absent.  This  condition  may  go  on 
for  years  until  myocardial  degeneration,  as 
shown  by  fibrillation  or  tachycardia,  manifests 
itself.  Mistakes  may  be  prevented  by  examin- 
ing the  thyroid  in  all  cases  of  cardiac  disease, 
with  tachycardia,  unless  evidence  of  gross  path- 
ology in  the  heart  itself  is  present.  Slightly  en- 
larged thyroids  in  women  of  nervous  disposition 
resemble  Grave’s  syndrome.  These  may  be  ex- 
cluded by  studying  the  behavior  of  the  pulse 
while  the  patient  is  at  rest.  Basal  metabolism 
unless  done  by  one  skilled  in  the  technic  of  the 
apparatus  as  well  as  that  of  quieting  nervous 
patients  is  useless. 

To  be  of  any  use  the  readings  must  coincide 
with  the  clinical  impression.  The  basal  pulse 
rate  taken  in  the  morning,  with  the  patient  in 
b^d  and  fasting,  and  the  temperature  normal  is 
a better  clinical  test.  If  by  this  test,  the  rate  is 
between  70  and  80,  the  basal  metabolism  is  not 
elevated. 

Doctors  Nevin,  Jaffin,  Steadman,  J.  Shapiro  and 
Rosencranz  took  part  in  the  discussion.  Doctor 
Foster  closed  the  discussion  and  answered  nu- 


merous questions.  He  said  that  the  only  pal- 
liative treatment  consisted  of  the  use  of  seda- 
tives and  prolonged  rest.  The  prophylaxis  of  the 
simple  goiter  of  adolescence  depends  on  feeding 
iodin;  10  mgm.  of  iodin  given  twice  a day  for  2 
weeks  in  the  year  is  the  usual  prophylactic 
course.  The  use  of  iodin  has  practically  done 
away  with  the  ligation  operation  in  toxic  cases. 
The  effects  of  long  continued  use  of  iodin  are 
not  as  yet  generally  known.  The  ultimate  result 
of  operation  and  of  1 year  of  rest  are  about  the 
same  but  after  operation  there  is  less  likelihood 
of  recurrence.  The  x-ray  can  produce  the  same 
effect  as  operation  but  the  tmie  factor  is  un- 
certain and  prolonged. 


MERCER  COUNTY. 

A.  Dunbar  Hutchinson,  M.D.,  Reporter. 

The  Annual  Meeting  with  the  election  of  offi- 
cers of  the  Mercer  County  Society  was  held  in 
the  Carteret  Club,  December  9,  at  8:30  p.  m. 
President  Haggerty  in  the  chair. 

The  reading  of  the  minutes  of  the  preceding 
meeting  was  dispensed  with. 

Dr.  A.  S.  Fell,  Health  Officer  of  Trenton,  was 
then  introduced  and  gave  a short  preliminary 
synopsis  on  the  subject — -“Infant  Mortality  in 
Trenton”. 

Dr.  Fell  confined  his  remarks  to  that  part  of 
the  subject  which  dealt  with  the  investigations 
of  the  Health  Department,  showing  statistics  not 
flattering  to  the  medical  profession. 

Dr.  Florence  C.  Childs  of  the  Department  of 
Health  then  demonstrated  with  charts  and 
figures  the  sections  of  the  city  in  which  the 
greatest  mortality  existed. 

Dr.  Childs  suggested  3 methods  by  which  the 
mortality  rate  may  be  lowered:  (1)  A larger 

Health  Department;  (2)  Prenatal  care;  (3) 
broader  supervision. 

These  suggestions  were  discussed  in  detail, 
with  particular  emphasis  placed  upon  the  im- 
portance of  both  prenatal  and  postnatal  care. 

Dr.  Levy,  of  the  State  Department  was  then 
called  upon  and  impressed  the  members  by  an 
earnest  appeal  for  intensive  study  of  this  com- 
plex problem,  and  suggested  that  some  action 
be  taken  in  the  appointment  of  a committee  to 
aonfer  with  the  Local  Health  Department  on  this 
subject. 

Dr.  Costill  in  very  few  words  stated  emphati- 
cally that  the  State  Department  of  Health  as- 
sumed no  responsibility  in  local  health  matters; 
however,  if  at  any  time,  conditions  were  of  such 
a nature  that  the  State  Department  could  be  of 
assistance,  it  was  ready  to  put  forth  every  effort 
in  behalf  of  the  welfare  of  the  community.  Dr. 
Costill  expressed  his  belief  in  the  benefit  to  be- 
derived  from  prenatal  care. 

Commissioner  George  B.  LaBarre,  of  the  De- 
partment of  Safety,  expressed  a sincere  desire 
to  cooperate  in  any  manner  possible  that  would 
bring  about  a more  desirable  position  in  the  scale 
of  infant  mortality  than  the  City  at  present 
maintains,  and  stated  that  he  found  the  phy- 
sicians of  the  City  ready  and  willing  at  all  times, 
to  meet  every  emergency  pertaining  to  the  health 
of  the  general  public. 

Many  of  the  members  expressed  themselves 
as  being  dissatisfied  “with  the  statistics  quoted, 
or  the  method  in  which  the  Department  had  ar- 
rived at  such  discouraging  figures.  Several  em- 
phasized the  fact  that  from  a selfish  motive  alone 
their  own  personal  reputation  as  obstericians  and 
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pediatricians  was  at  stake  in  the  management 
of  both  prenatal  and  postnatal  cases.  Particular 
attention  was  directed  to  the  compilation  of 
statistics  based  upon  all  causes  of  death,  without 
the  specific  or  primary  cause  being  used  as  a 
foundation.  Relative  to  prenatal  care,  every 
speaker  declared  that  this  particular  attention 
was  necessary  in  order  that  the  patient’s  welfare 
might  be  conserved,  and  proper  remedial  meas- 
ures instituted  whenever  the  occasion  demanded. 

Following  a very  thorough  and  conclusive  dis- 
cussion on  the  part  of  the  Department  of  Health 
and  the  physicians  in  general,  the  motion  pre- 
vailed that  a committee  be  appointed  by  the 
President,  composed  of  obstetricians,  pediatri- 
cians and  general  practitioners  to  confer  with 
the  Health  Department  on  this  important  prob- 
lem. 

The  resignation  of  Dr.  Henry  E.  Hale,  Jr.,  of 
Princeton,  was  read  and  accepted.  The  resigna- 
tion of  Dr.  S.  M.  Shahinian,  moved  from  the 
State,  was  read  and  accepted. 

Resolutions  on  the  death  of  Rufus  B.  Scarlett, 
M.D.,  were  read  and  adopted  and  copies  ordered 
sent  to  the  family  and  spread  upon  the  minutes. 

Drs.  R.  B.  Seeley  and  Enoch  Blackwell  com- 
posed the  commit- 

Drs.  Wm.  L.  AVilbur  and  C.  H.  Mitchell,  ap- 
pointed by  the  Chair,  as  an  auditing  Committee, 
reported  the  Treasurer’s  accounts  correct  in 
every  detail,  and  that  they  found  the  books  the 
best  kept  of  any  they  had  audited. 

The  following  is  a list  of  New  Officers: 

President:  John  B.  Comfort.  Vice-President: 
John  B.  Sill.  Secretary-Reporter:  A.  D.  Hutch- 
inson. Treasurer:  Harry  R.  North.  Nominating 
Committee:  J.  J.  McGuire.  Alternate:  C.  R. 

Sista. 

Censor:  Geo.  R.  Moore,  term  expires  1928. 

Annual  Delegates:  D.  L.  Haggerty,  Samuel  Sica, 
Chas.  R.  Sista,  R.  W.  Davison,  F.  G.  Scammell. 

Alternate  Delegates:  J.  S.  Vanneman,  B.  D. 

Lavine,  H.  D.  Beilis,  E.  F.  Purcell,  J.  M.  Schild- 
kraut. 

Following  adjournment,  a luncheon  was  served 
and  a very  enjoyable  social  hour  indulged  in. 


MONMOUTH  COUNTY. 

D.  F.  Featherston,  M.D.,  Reporter. 

The  One  Hundred  and  Ninth  Annual  Meeting 
of  the  Monmouth  County  Medical  Society  was 
held  in  Freehold  on  December  16,  at  St.  Peter’s 
Parish  House,  where  a turkey  supper  was  served 
to  the  members.  The  yearly  election  of  officers 
always  takes  place  at  this  meeting  and  for  the 
next  year  the  society  will  be  directed  by:  Presi- 
dent: Harvey  Brown,  of  Freehold.  Vice-Presi- 
dent: H.  B.  Garrison,  Red  Bank.  Secretary:  John 
C.  Clayton,  Freehold.  Treasurer:  R.  M.  Watkins, 
Belmar.  Reporter:  Daniel  F.  Featherston,  As- 
bury  Park.  Censors:  O.  K.  Parry,  Asbury  Park; 
Harold  Kazman,  Long  Branch;  and  H.  Brow- 
ing Wilson,  Red  Bank.  Delegates  to  the  next 
State  Convention:  Irving  K.  Lovett,  Red  Bank; 

Samuel  K.  Hausman,  Red  Bank;  and  Frank  J. 
Altschul,  Long  Branch.  This  year  Monmouth 
County,  because  of  an  increased  membership  in 
the  society  has  an  increase  of  one  delegate  to  the 
State  Convention. 

The  gathering  had  the  pleasure  of  having  as 
guests  Dr.  Lucius  F.  Donohoe,  President  and  Dr. 


J.  Bennett  Morrison,  Secretary  of  the  State  So- 
ciety, who,  with  Dr.  H.  O.  Reik,  Editor  of  the 
Journal  of  the  State  Medical  Society,  spoke 
briefly  to  the  members  of  the  county  organiza- 
tion. 

The  paper  of  the  evening  was  presented  by 
Dr.  Barkley  J.  Moffat,  of  Red  Bank:  ‘‘Fracture 

of  the  Neck  of  the  Femur”.  Dr.  Moffat  dis- 
cussed the  diagnosis  and  the  treatment  by  the 
Whitman  method  and  showed  the  x-ray  plates 
of  cases  taken  before  and  after  treatment. 

Dr.  Stanley  Nichols,  of  Long  Branch,  as  chair- 
man of  the  committee  on  Public  Health  reported 
as  having,  after  5 years’  work,  reached  an 
agreement  with  the  Monmouth  County  Society 
for  Social  Service  so  that  after  January  1,  1926, 
all  the  pediatric  clinics  held  in  the  county  under 
the  direction  of  this  society  and  by  the  various 
Child  Welfare  Leagues  will  be  conducted  by 
physicians  of  the  county.  This  has  been  a great 
undertaking  and  was  made  more  difficult  l»y 
the  type  of  opposition  encountered  and  Dr. 
Nichols  was  given  the  thanks  of  the  society  for 
its  successful  accomplishment. 

The  question  of  periodic  health  examinations 
was  taken  up  and  a committee  appointed  to  have 
charge  of  seeing  that  all  the  doctors  in  the 
county  are  equipped  with  the  necessary  material 
as  furnished  by  the  State  Society. 

Three  physicians  were  elected  to  membership: 
Drs.  William  Gosling,  Red  B.ink;  Arthur  Strauss, 
Long  Branch,  and  i'r:  r.klin  L.  Wilbur,  Asbury 
Park. 

The  retiring  president,  Dr.  W.lLam  G.  Herr- 
man,  Asbury  Park,  was  given  a rising  vote  of 
thanks  for  the  efficient  services  rendered  during 
his  term  of  office. 


MORRIS  COUNTY. 

Dr.  Marcus  A.  Curry,  Reporter. 

The  quarterly  meeting  of  the  Morris  County 
Medical  Society  was  held  at  ‘‘Day’s’’,  in  Morris- 
town, on  the  evening  of  December  8.  President 
Glazebrook,  as  the  opening  ode  of  his  term  of 
office,  was  afforded  the  gratification  of  presiding 
over  an  uncommonly  large  attendance  of  mem- 
bers; approximately  50  being  present.  The  at- 
tendance and  all  the  events  of  the  evening  augur 
well  for  a quickened  and  sustained  interest 
throughout  the  year. 

First  rank  of  interest  of  the  meeting  may  well 
be  awarded  to  the  address  delivered  by  Dr.  Harold 
E.  B.  Pardee,  Associate  in  Medicine  of  Cornell 
University  Medical  School  and  Cardiologist  of 
New  York  Hospital.  The  subject  was  "Certain 
Cardiac  Emergencies  and  Their  Treatment”. 
The  paper  is  promised  for  publication  and  while 
it  will  furnish  its  own  commendation,  it  is  safe 
to  say  at  this  time  that  memory  does  not  run 
back,  in  the  activites  of  the  society,  to  a mani- 
festation of  more  intense  interest  than  that  in- 
spired by  Dr.  Pardee.  The  sentiment  of  the  meet- 
ing was  well  summed  up  by  President  Glaze- 
brook,  who  said:  “I  am  sure  you  men  feel  privi- 
leged to  come  here  tonight  and  hear  Dr.  Pardee’s 
address.  It  certainly  has  been  a privilege  to 
me;  and  I think  I can  say  that  his  talk  has  been 
one  of  the  clearest  and  most  helpful  that  ever 
has  been  given  to  this  society.  I should  like  to 
show  Dr.  Pardee  our  appreciation,  in  the  only 
way  we  can,  by  a rising  vote  of  thanks”.  The 
animated  vote  was  given  with  unanimous  alacrity. 

By  invitation  of  the  President.  Drs.  Krause  and 
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Haven  opened  the  discussion,  in  which  outstand- 
ing parts  were  also  taken  by  Drs.  Flagge,  Lath- 
rope  and  Glazebrook.  All  points  raised  and  ques- 
tions were  clearly  and  cheerfully  answered  by 
Dr,  Pardee. 

Of  more  than  usual  interest  in  the  routine 
events  of  the  evening  was  the  report  of  the 
executive  committee  read  by  Secretary  Lathrope, 
which  indicated  much  underlying  work  done  by 
the  committee.  Embraced  in  the  recommenda- 
tions of  the  executive  committee  was  that  of  the 
election  of  an  Historian  of  the  Society  so  that 
events  and  data  might  be  compiled  in  an  orderly 
manner  for  historical  purposes,  inasmuch  as  the 
society  has  been  active  since  the  year  1816,  well 
over  a century.  For  this  important  position  the 
thought  of  the  members  rather  naturally  turned 
to  Dr.  H.  W.  Kice  who  had  been  secretary  for 
more  than  a quarter  century  and  is  deemed  to  be 
a veritable  archive  of  information.  Dr.  Kice 
was  unanimously  elected  Historian. 

Another  item  reported  upon  by  the  executive 
committee  was  that  of  a desire  of  the  Visiting 
Nurses’  Association  for  closer  cooperation  with 
the  society.  This  matter  is  being  considered  by 
the  committee  with  the  various  associations 
throughout  the  country  and  the  plans  worked 
out  will  later  be  laid  before  the  society. 

A communication  from  the  American  Birth 
Control  League  was  also  explained  by  President 
Glazebrook  for  the  executive  committee.  Hav- 
ing been  deemed  as  not  belonging  to  the  county 
societies  it  was  referred  to  the  Welfare  Commit- 
tee of  the  State  Society. 

Progress  was  reported  by  the  committee  on 
group  insurance,  as  the  committee  has  not  been 
able  as  yet  to  get  the  necessary  information  to 
compile  the  essential  data. 

The  postal  card  vote  on  the  “Doctors’  Title 
Bill”,  up  to  date,  was  reported  as  43  yeas  and  7 
nays. 

Dr.  Flagge  having  been  appointed  by  the  ex- 
ecutive committee  to  prepare  resolutions  in 
memory  of  the  late  Dr.  Bebout,  presented  and 
read  the  following  resolution  which  was  unani- 
mously adopted: 

In  Memoriam. 

Whereas,  The  dark  angel,  Death,  has  again 
stepped  among  us  and  taken  under  his  shelter- 
ing wings  to  the  quiet  harbor  of  peaceful  rest, 
our  esteemed  colleague  Dr.  Theodore  E.  Bebout, 
who  was  an  honored  president  of  our  society; 
therefore, 

Let  It  Be  Resolved,  That  we  do  hereby  publicly 
express  our  apreciation  of  his  sterling  qualities: 
He  was  a man  of  refinement  and  culture;  modest 
to  a fault;  never  self-assertive;  deeply  imbued 
with  the  duties  and  responsibilities  imposed  upon 
him  by  his  chosen  and  beloved  profession;  toler- 
ant of  the  opposing  opinions  of  others  and  with 
a heartful  of  charity  for  the  weakness  and  frail- 
ties of  humanity.  His  presence  brought  sunshine, 
his  smiles  sweet  balm  into  the  humble  homes  to 
which  duty  called  him  . We  shall  miss  him  many 
a long  day  and  our  sympathies  go  out  to  his  wife 
and  children.  May  they  see  through  their  tears 
the  nobility  of  his  life  as  they  never  have  seen  it 
before  and  be  comforted;  and 

Be  It  Further  Resolved,  That  these  resolutions 
be  spread  in  full  upon  our  minutes  and  a copy 
be  sent  to  his  sorely  afflicted  family  who  have  our 
profound  sympathies. 

Pending  action  on  an  amendment  under  con- 
sideration to  increase  the  yearly  dues  of  mem- 
bers, the  executive  committee  reported  having 


authorized  the  increase  for  the  year  1926  to  be 
paid  out  of  treasury;  so  that  with  the  adoption 
of  the  amendment  it  will  not  affect  the  members 
until  payment  of  duesv  for  the  year  1927. 

Amendments  to  the  By-Laws  were  given  read- 
ings as  follows:  (1)  To  increase  the  annual  dues 
to  $15;  (2)  Providing  for  the  election  of  dele- 
gates in  the  same  manner  as  officers  are  elected, 
instead  of  in  alphabetic  order  as  now  provided. 
These  will  be  voted  on  at  the  March  meeting. 

Dr.  Joseph  Donovan  of  the  staff  of  the  State 
Hospital,  at  Greystone  Park,  was  unanimously 
elected  to  membership  in  the  society.  One  pro- 
posal for  membership  was  received  and  will  be 
acted  on  at  the  March  meeting. 

President  Glazebrook  announced  the  plans  of 
the  executive  committee  for  the  March  and  June 
meetings,  1926. 

The  March  meeting  in  Dover  will  be  given  up 
to  a symposium  of  “Pre-Clinical  Signs  of  Dis- 
eases”. The  papers  will  be  by  members  of  the 
society  and  the  discussion  will  be  opened  by  the 
Executive  Secretary  of  the  State  Society  and 
Editor  of  the  Journal,  Henry  O.  Reik,  M.D.  There 
will  be  general  discussion  of  all  the  papers.  Presi- 
dent Glazebrook  stated  that  in  assigning  the 
papers  a reservation  had  been  made  that  if  any- 
one should  find  it  impossible  to  prepare  and  read 
a paper  his  name  will  be  reconsidered;  but  at  the 
same  time  it  will  be  considered  a great  favor 
and  compliment  to  the  society  and  the  officers 
of  the  executive  committee  if  the  men  who  have 
been  given  assignments  will  come  forward  with 
their  subjects.  The  following  assignments  were 
announced  of  papers  on  Pre-Clinical  Signs  of 
Diseases.  (1)  Of  the  Heart  and  Circulation,  Dr. 
Larson;  (2)  Of  Fatigue,  Dr.  Emory;  (3)  Of  Dis- 
eases of  the  Gastro-Intestinal  Tract,  Dr.  Peck; 

(4)  Of  the  Genito-Urinary  Tract,  Dr.  Thomas; 

(5)  Of  Gynecologic  Diseases,  Dr.  Frost;  (6)  Of 
Diseases  of  the  Nervous  System,  Dr.  McMurray,  of 
the  staff  of  the  State  Hospital  at  Greystone  Park. 

President  Glazebrook  made  the  observation 
that  he  thought  all  should  realize  that  they  are 
in  for  a pleasant  March  evening  in  Dover;  that 
the  subjects  will  be  well  handled;  and  predicting 
a big  turn  out. 

The  June  meeting  is  an  annual  fixture  at  the 
Morris  County  Tuberculosis  Hospital  (Shonghum 
Sanatorium)  where  the  society  is  entertained  by 
the  county  institutional  authorities  and  for  which 
occasion  the  address  of  the  day  is  given  by  an 
authority  on  tuberculosis. 

After  a meeting  of  absorbing  interest  an  in- 
formal session  was  held  during  which  refresh- 
ments of  pleasure  of  the  palate  were  served  in 
the  style  so  peculiar  to  “Day's”,  with  ample  op- 
portunity for  fraternizing  which  was  much  en- 
joyed. 


PASSAIC  COUNTY. 

Louis  G.  Shapiro,  M.D.,  Reporter. 

The  November  meeting  of  the  Passaic  County 
Medical  Society  was  held  at  the  Health  Center 
Building,  Paterson,  on  Thursday  evening,  No- 
vember 12;  32  members  were  present.  In  the 
absence  of  the  president,  Dr.  Dingman,  the  Vice- 
President,  Dr.  Chas.  R.  Mitchell,  presided. 

The  scientific  program  consisted  of  a paper  on 
“A  New  Phase  of  Surgery  of  the  Genito-Urinary 
Tract,  with  Moving  Pictures  and  Animated  Film 
Demonstration”,  by  O.  S.  Lowsley,  M.D.,  New 
York.  Dr.  Lowsley  gave  a most  interesting 
demonstration:  First  of  the  various  instruments 
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employed;  second  of  the  numerous  pyelograms 
and  cystograms,  setting  forth  a variety  of  path- 
ologic conditions;  third  a moving  picture  demon- 
stration of  the  administration  of  local  anesthesia 
for  genito-urinary  operations  proper,  a moving 
picture  of  the  entire  operation  being  technically 
impossible  because  of  the  obscuring  effect  of 
blood  in  the  wound. 

Dr.  Lowsley  emphasized  his  high  regard  for 
local  anesthesia  in  genito-urinary  surgery.  It  re- 
duces the  postoperative  bleeding,  postoperative 
pneumonia,  and  postoperative  ileus  to  a minimum. 
The  period  of  hospitalization  is  appreciably 
shortened.  The  patients  feel  very  much  better, 
and,  most  important  of  all,  the  mortality  rate  is 
lowered.  It  is  invaluable  with  prostatic  cases.  In 
these,  in  scrotal  and  in  bladder  cases,  the  anes- 
thesia is  complete.  In  kidney  cases,  spinal  anes- 
thesia is  completely  effective  in  only  15%  of  the 
cases.  The  remaining  cases  must  have  their 
anesthesia  reinforced  in  some  way. 

The  society  was  greatly  interested  and  Dr. 
Lowsley  answered  many  questions,  after  giving 
his  paper.  A rising  vote  of  thanks  was  given 
Dr.  Lowsley. 

A letter  from  the  State  Welfare  Committee  ask- 
ing that  our  society  express  its  sentiments  as  to 
just  what  further  action,  if  any,  be  taken  by  the 
State  Medical  Society  with  reference  to  the 
“Doctor’s  Title”  Bill  was  read  and  discussed. 
After  the  discussion  it  was  regularly  moved  and 
passed  that  the  State  Society  be  requested  to  re- 
introduce the  bill. 

Dr.  Marsh  brought  up  the  question  of  ventila- 
tion in  our  newly  erected  public  schools  and  em- 
phasized the  poor  ventilation  obtained  in  spite 
of  the  installation  of  costly  mechanical  apparatus 
and  requested  the  society  to  take  some  action. 
Dr.  Lee  and  Dr.  Spickers  confirmed  Dr.  Marsh’s 
views.  After  some  discussion,  it  was  regularly 
passed  that  the  president  appoint  a committee  to 
appear  before  the  Board  of  Education  and  present 
the  society’s  views  on  school  ventilation. 

Dr.  Mitchell  appointed  the  following  commit- 
tee: Dr.  Marsh,  Chairman,  Drs.  Spickers,  Lee 

and  Clay. 


The  December  meeting  of  the  Passaic  County 
Medical  Society  was  held  at  the  Health  Center 
Building,  Paterson,  on  Thursday  evening,  De- 
cember 10,  51  members  and  7 guests  present.  Dr. 
Thomas  A.  Dingman  presided. 

Dr.  Gerald  J.  Van  Schoot,  Jr.,  245  Lexington 
Avenue,  Passaic,  was  readmitted  to  membership, 
and  the  following  new  members  were  elected: 
Lawrence  B.  Boylan,  360  Main  Street,  Paterson; 
S.  M.  Giambi  a,  23  Church  Street,  Paterson; 
Samuel  Kleiner.  229  Broadway,  Paterson;  Flor- 
ence Slaff,  18  Bloomfield  Avenue,  Passaic;  Gay 
Bong  Kim,  St.  Joseph’s  Hospital,  Paterson. 

The  society  was  fortunate  in  having  two  ex- 
cellent papers  for  the  evening. 

Dr.  Sidney  Yankauer,  New  York  City,  gave 
an  address  entitled  “Some  Phases  of  Rhino- 
larynology  of  Special  Interest  to  the  General 
Practitioner”. 

Bronchoscopy:  The  general  practitioner  is  most 
familiar  with  bronchoscopy  as  a means  of  re- 
moving foreign  bodies.  The  best  treatment  is  of 
course  the  prevention  of  inhalation  or  swallowing 
of  these  substances.  These  accidents  are  practi- 
cally always  unnecessary,  the  result  of  careless- 
ness or  foolishness.  Another  item  that  deserves 
attention  is  the  instruction  of  mothers  to  avoid 
leaving  open  safety  pins  about  in  the  nursery. 
A safety  pin  once  removed  from  a child’s  cloth- 
ing, should  be  closed.  A closed  pin  swallowed 


by  a child  can  cause  no  harm.  A swallowed  open 
safety  pin  presents  difficulties  and  dangers  in  its 
removal. 

A case  was  cited  to  emphasize  the  importance 
of  x-raying  the  body  from  the  nasopharynx  to  the 
anus  in  looking  for  a foreign  body.  A cervical 
mass  with  fever  in  a child  was  diagnosed  as  a new 
growth  probably  springing  from  the  lung.  An 
x-ray  of  the  chest  was  negative.  Some  time  later, 
a second  x-ray,  which  fortunately  included  the 
cervical  region,  revealed  an  open  safety  pin  in 
the  upper  esophagus. 

Bronchoscopy  is  also  of  value  as  a means  of 
diagnosis  as  well  as  a method  of  treatment,  par- 
ticularly in  lung  abscess. 

Focal  Infections:  The  teeth,  tonsils,  and  sin- 

uses must  be  considered  as  possible  sources  of 
infection,  in  the  order  given.  The  secondary 
symptoms  when  the  teeth  or  tonsils  are  at  fault 
are  usually  joint,  muscular  or  cardiac  involve- 
ment; when  the  sinuses  are  responsible,  general 
debility  and  lack  of  vitality  are  complained  of. 
If  more  than  one  infected  focus  is  present,  the 
teeth  should  be  attended  first.  If  no  result  is 
obtained,  then  the  tonsils  and,  finally,  the  sinuses. 

Tonsils:  Ordinarly,  the  tonsils  should  disap- 

pear during  adolescence,  and  therefore  an  adult 
should  have  no  tonsils.  Every  adult  large  tonsil 
is  diseased  and  is  a potential  source  of  danger. 
This  does  not  mean  that  every  adult  should  have 
his  tonsils  taken  out,  as  tonsillectomy  is  not  an 
entirely  harmless  procedure,  especially  under  gen- 
eral anesthesia,  when  the  operation  becomes  a 
major  one,  with  all  its  dangers.  One  does  not 
lightly  do  a major  operation  under  general  anes- 
thesia in  the  presence  of  an  infection  in  the 
respiratory  tract,  no  matter  how  slight.  The 
danger  in  doing  a tonsillectomy  under  general 
anesthesia  is  much  greater,  the  possible  result 
being  pulmonary  abscess.  The  latter  occurs  more 
frequently  than  is  generally  recognized.  About 
one-third  of  the  lung  abscess  cases  get  well  with- 
out reaching  the  chronic  stage.  The  remaining 
cases  can  be  helped  greatly  by  bronchoscopic 
irrigation.  The  great  majority  of  these  get  well 
if  treated  within  a year. 

Tonsillectomy  in  adults  should  be  done  only 
under  local  anesthesia.  Under  such  circum- 
stances, it  is  a minor  operation,  free  of  the  danger 
of  infection.  The  sepaker  is  so  convinced  of  this, 
that  he  refuses  to  accept  cases  for  tonsillectomy 
in  adults  who  insist  upon  having  general  anes- 
thesia. Under  local  anesthesia,  the  operation  is 
easier  and  the  bleeding  is  less  because  of  the  up- 
right position.  If  the  patient  gags  very  readily, 
the  gagging  can  be  overcome  by  training. 

As  some  of  the  members  stated  that  they  were 
unable  to  obtain  complete  local  anesthesia,  Dr. 
Yankauer  detailed  his  method  which  has  been 
completely  effective.  The  points  to  be  injected 
are  swabbed  with  20%  cocain.  Dripping  is 
avoided  by  touching  the  swab  to  a towel.  The 
nerves  emerging  from  the  posterior  palatine  fora- 
men are  first  anesthetized  by  the  injection  of 
1 c.c.  of  2%  novocain  at  a point  1 cm.  in  front 
and  1 cm.  above  the  posterior  margin  of  the  gum. 
Here  the  bone  is  about  1 cm.  beneath  the  mu- 
cous membrane,  and  the  direction  of  the  inject- 
ing needle  is  important.  The  shank  of  a straight 
needle  is  rested  across  the  tongue  and  the  injec- 
tion is  made  from  the  opposite  side  of  the  mouth. 
This  gives  complete  anesthesia  of  the  upper  two- 
thirds  of  the  tonsil  in  a few  minutes.  The  lower 
third  of  the  tonsil  is  anesthetized  by  direct  infil- 
tration with  1%  novocain  without  adrenalin.  The 
use  of  adrenalin  may  cause  troublesome  after- 
bleeding. About  1 c.c.  is  injected  into  the  pos- 


January,  1926 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


53 


terior  pillar  at  the  junction  of  the  middle  and 
lower  third.  At  the  lowest  point,  where  the  plica 
meets  the  lateral  pharyngeal  wall  another  1 c.c. 
is  injected,  and  then  through  the  anterior  pillar 
at  the  junction  of  the  middle  and  lower  third  an 
injection  of  1 to  2 c.c.  deep  into  the  capsule  is 
made.  This  gives  good  anesthesia  except  for  the 
pain  during  application  of  the  snare.  This,  it 
has  been  learned,  comes  from  pulling  on  the  an- 
terior pillar,  and  is  avoided  by  an  injection  at  the 
base  of  the  anterior  pillar  where  it  meets  the 
tongue,  making  a good  bleb  that  extends  onto 
the  tongue. 

No  lung  abscesses  ever  follow  tonsillectomy 
under  local  anesthesia.  A few  rare  instances  of 
pulmonary  infarction  with  bloody  expectoration 
have  been  recorded  as  occurring  about  the  third 
day  after  operation,  caused  by  embolism  when 
the  clots  are  still  loosely  attached  within  the 
veins. 

Sinuses:  The  middle  meatus  of  the  nose  con- 

stitutes the  main  channel  for  the  inspired  air, 
and  the  lower  edge  of  the  middle  turbinate  bone 
receives  most  of  the  organisms  inspired.  This 
middle  meatus  constitutes  a “vicious  circle”  in 
that  the  slightest  swelling  here,  causes  blocking 
of  all  the  sinuses  communicating  with  it.  Of 
all  paranasal  sinus  disease,  ethmoiditis  is  the 
most  common.  It  is  present  more  frequently  than 
is  generally  known.  Antrum  sinusitis  has  dim- 
inished considerably  in  frequency  with  the  de- 
velopment of  better  dentistry,  so  that  antrum 
disease  is  now  secondary  to  ethmoiditis.  Eth- 
moiditis causes  a blocking  of  the  nasofrontal 
duct.  A vacuum  developes  in  the  frontal  sinus, 
with  pain  similar  to  that  occurring  in  the  middle 
ear  when  the  eustachian  tube  is  closed  by  swell- 
ing. Rhinologists  have  learned  that  pain  over 
the  frontal  sinus  is  usually  due  to  vacuum  and 
not  to  sinusitis. 

Location  of  Headache:  Most  cases  of  frontal 

tenderness  are  due  to  vacuum  in  the  frontal 
sinus.  Ethmoid  headache  is  felt  in  the  temples, 
while  sphenoid  headache  is  felt  in  the  nape  of 
the  neck.  Antrum  sinusitis  gives  pain  in  the 
cheek,  but  occasionally  there  is  no  pain  over 
the  cheek  because  there  is  sufficient  opening  into 
the  nose  to  discharge,  but  incidental  swelling  of 
the  naso-frontal  duct  with  closure  causes  frontal 
vacuum  headache. 

Therapeutic  Test  for  Acute  Sinusitis  as  Cause 
of  Headache:  An  inhalation  of  steam  is  given. 

The  head  must  be  held  over  the  steam  for  5 
minutes  after  perspiration  has  begun.  If  the  nose 
discharges  mucus  and  the  patient  feels  better,  the 
headache  is  certainly  due  to  sinus  involvement. 
Very  hot  and  moist  air  causes  excessive  shrink- 
age of  the  turbinates  with  relief  for  several  hours 
and  at  times  with  complete  relief.  There  is  no 
more  efficient  method  of  treatment.  The  routine 
is  the  following  procedure  repeated  every  2 hours: 
The  nose  is  sprayed  with  a weak  solution  of  co- 
cain  and  adrenalin  and  5 minutes  later  a steam 
inhalation  is  given.  The  inhalation  is  continued 
for  5 minutes  after  the  head  has  begun  to  per- 
spire profusely.  Then  a hot  douche  of  normal 
saline  is  given.  With  such  therapy,  the  usual 
case  of  sinusitis  gets  well  in  2 days.  The  treat- 
ment fails  when  the  inflammation  is  so  intense 
that  the  tissue  will  not  shrink. 

Chronic  Ethmoiditis  must  be  treated  opera- 
tively, but  with  conservatism,  i.e.,  the  mucous 
membrane  of  the  cells  must  not  be  completely 
removed.  Yet  every  cell  must  be  opened  more 
than  half  its  diameter.  If  a single  unopened  cell 
remains,  suppuration  of  all  the  other  cells,  even 


though  opened,  will  follow.  Complete  cures,  with 
relief  of  headache  and  discarge  and  without  any 
need  for  further  treatment  is  obtained  in  8 0%  of 
the  cases.  No  deaths  nor  complications,  such  as 
brain  or  orbital  infection  has  occurred.  This  is 
in  sharp  contrast  to  the  older  method  of  curet- 
tage with  ddbris  left  in  the  nose  and  packing  in- 
serted. The  more  thoroughly  the  ethmoid  is 
curetted,  the  less  likely  it  will  get  well. 

Dr.  Donald  B.  Gordon,  of  New  York  City, 
gave  a paper  entitled  "Principles  of  Treatment 
in  Spiral  Fractures  ’,  the  text  of  which  Dr.  Gordon 
was  kind  enough  to  forward  and  which  I am 
herewith  enclosing.  (To  appear  later  in  Journal). 


SALEM  COUNTY. 

William  H.  James,  M.D.,  Reporter. 

The  regular  meeting  of  the  Salem  County  Medi- 
cal Society  was  held  on  the  afternoon  of  December 
9,  at  the  Salem  County  Memorial  Hospital,  Salem, 
N.  J. 

The  meeting  was  called  to  order  by  Dr.  C.  L. 
Fleming,  the  president,  of  Penns  Grove,  N.  J. 
After  the  regular  order  of  business  was  completed, 
Dr.  Edward  Klopp,  of  Jefferson  Medical  College, 
Philadelphia,  gave  a talk  in  “Diseases  of  the 
Rectum  and  Anus”. 

The  various  diseases  were  mentioned  and  their 
symptoms  and  treatment  discussed,  such  as 
hemorrhoids,  fistula  in  ano,  stricture  of  rectum 
and  ulcer.  Carcinoma  should  be  diagnosed  early; 
carcinoma  of  sigmoid  is  very  difficult  to  diagnosis 
as  the  symptoms  do  not  appear  until  the  disease 
is  well  established. 

The  delegates  present  from  Gloucester  County 
were  Dr.  Samuel  Ashcraft,  of  Mullica  Hill,  and 
Dr.  Frank  Fishier,  of  Clayton.  There  was  a fair 
attendance  of  the  members  who  took  part  in  the 
discussion  of  Dr.  Klopp's  paper. 

The  next  meeting  will  be  held  the  second  Wed- 
nesday of  February,  at  the  hospital. 


SOMERSET  COUNTY. 

Dan  S.  Renner,  M.D.,  Reporter. 

The  regular  meeting  of  the  Somerset  County 
Medical  Society  was  held  November  10,  Vice- 
President  Ten  Eyck  in  the  chair,  Dr.  Wild  being 
absent  on  his  vacation. 

Several  interesting  cases  were  discussed,  after 
which  the  meeting  adjourned. 


WARREN  COUNTY. 

F.  A.  Shimer,  M.D.,  Reporter. 

The  Warren  County  Medical  Society  met  at  the 
Hotel  Belvedere,  Belvedere,  N.  J.,  on  Thursday, 
November  12,  1925,  this  meeting  being  the  One 
Hundreth  Anniversary  of  the  founding  of  the 
society.  After  enjoying  a special  turkey  dinner, 
in  celebration  of  the  event,  the  members  litsened 
to  the  reading  of  an  historic  review  of  the  so- 
ciety’s proceedings,  presented  by  Dr.  G.  Wyckoff 
Cumming.  (The  Address  will  be  published  in 
full  in  the  February  Journal.) 

Among  the  distinguished  guests  present,  and 
who  delivered  short  apropriate  speeches,  were: 
Lucius  F.  Donohoe,  President  of  the  New  Jersey 
Medical  Society;  J.  Bennett  Morrison,  Secretary 
of  the  New  Jersey  Medical  Society;  Henry  B.  Cos- 
till, Director  of  the  State  Board  of  Health;  Dr. 
Estes,  President  of  Northampton  County  Medical 
Society,  Pennsylvania;  J.  E.  Fuljjer,  of  the  Hun- 
terdon County  Medical  Society. 
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glbsftract  Report. 


Fifty-first  Annual  Meeting,  New  Jersey  Sanitary- 
Association 

Berkeley-Carteret,  Asbury  Park, 
December  4 and  5,  1925. 


Presidential  Address. 

Charles  W.  Crankshaw. 

The  presidential  address  notes  as  the  high 
peaks  in  the  51  years  of  the  society’s  progress  the 
following  achievements:  The  comfort  afforded 

the  public  in  the  practical  and  scientific  con- 
struction of  tubes,  tunnels,  subways,  and  other 
means  of  travel  marking  especially  the  problem 
involved  in  disposing  of  gas  from  the  exhausts 
of  motors  using  the  vehicular  tunnel  between  New 
York  and  New  Jersey.  The  benefits  derived  from 
industrial  hygiene,  child  hygiene  and  social  hy- 
giene, as  exemplified  in  the  Better  Babies  con- 
tests, the  activities  of  the  welfare  departments  of 
the  large  corporations,  the  education  of  the  pub- 
lic in  regard  to  preventive  medicine,  municipal 
supervision  of  milk  and  food  supplies,  the  pro- 
tection of  the  sources  and  guarding  of  the  supply 
of  drinking  water.  The  appointment  of  a com- 
mittee to  deal  with  the  sewage  and  garbage  dis- 
posal in  New  Jersey,  as  well  as  of  a similar  group 
to  carry  on  the  work  of  mosquito  extermination, 
which  has  been  proceeding  with  gratifying  re- 
sults. The  cutting  down  of  infectious  disease  by 
means  of  education  of  the  laity,  notably  in  pre- 
natal, child  hygiene,  and  tuberculosis  clinics.  The 
open-air  schools  and  preventoriums  for  tuber- 
culous patients  and  the  comforts  afforded  them 
through  the  sale  of  Christmas  seals;  also  the 
pleasure  derived  by  them  from  the  radio  facilities 
provided  by  a large  telephone  company  to  make 
their  convalescent  exile  more  bearable.  The 
benefit  to  the  sufferer  from  diabetes  through  the 
discovery  of  insulin,  and  to  the  goiter  patient 
from  research  work  on  the  ductless  glands.  The 
work  of  the  health  officer,  social  worker,  indus- 
trial surgeon,  school  inspector,  nurse  and  state  in 
preventing  blindness.  The  more  sensible  dress 
of  today,  especially  that  of  women,  as  permit- 
ting straighter  posture,  greater  freedom  of  move- 
ment and  more  comfort. 

“In  a world  of  great  unrest  today,  let  us  stand 
four-square,  with  body  erect,  eyes  front,  chin 
up,  back  straight,  chest  out,  and  look  the  whole 
world  in  the  face,  knowing  that  as  hygienists, 
sanitarians,  engineers,  teachers,  artizans,  phy- 
sicians, surgeons,  nurses,  lay-workers  and  others, 
we  are  doing  our  best  to  teach  the  present  and 
oncoming  generations  that  it  is  their  duty  to  fear 
God,  obey  the  laws  of  nature,  think  straight,  and 
so  live  that  the  generations  following  them  will 
be  a healthy,  happy  and  wholesome  human 
family.” 


Address  on  Industrial  Hygiene. 

Andrew  F.  McBride,  M.D.,  Commissioner  of 
Labor  of  the  State  of  New  Jersey. 

That  the  dusty  trades  do  offer  unusual  risks 
to  health  has  been  so  well-established  by  statistical 
observation  as  to  make  almost  unnecessary  the 
mention  of  the  experience  of  the  Trades  Union 
Anti-Tuberculosis  Association  of  Newark.  This 
organization,  which  has  about  12,000  members, 


provides  food,  medicine  and  nursing  service  for 
members  who  become  tuberculous,  and  its  records 
and  extreme  humidity  make  the  most  frequent 
demands  upon  its  resources.  Undoubtedly  the 
problem  of  factory  ventilation  is  the  most  serious 
that  confronts  any  department  of  labor,  for  if  this 
problem  is  once  solved  a long  stride  will  have 
been  taken  in  the  direction  of  preventing  oc- 
cupational disease. 

The  Safety  First  movement  was  the  practical 
answer  of  industry  to  an  aroused  public  conscience 
that  demanded  fewer  accidents  and  safer  prem- 
ises for  labor,  and  the  benificial  results  that  have 
followed  the  development  of  this  idea  have  shown 
the  enormous  possibilities  that  undoubtedly  lie 
in  intelligent  health  supervision  as  applied  in  a 
broad  way  to  the  industries  of  the  nation. 

The  basis  of  industrial  prosperity  is  produc- 
tion, and  factors  which  interfere  with  production 
attack  the  very  life  of  industry.  There  is  no 
sound  reason,  therefore,  why  advantage  should 
not  be  taken  of  the  information  made  available 
by  modern  medicine  that  attempts  to  quicken  the 
productive  energy  of  the  working  force  by  help- 
ing the  workers  to  keep  themselves  fit.  This  can 
best  be  done  by  (1)  providing  pleasant  work 
rooms;  (2)  providing  appliances  for  lessening 
manual  labor  and  reducing  fatigue;  (3)  providing 
appliances  for  removal  of  physical  hazards;  (4) 
providing  intelligent  and  sympathetic,  as  well  as 
efficient,  supervision;  (5)  conducting  an  educa- 
tional campaign  for  health  and  safety  among  em- 
ployees in  cooperation  with  the  health  depart- 
ment; (6)  cooperating  with  the  health  depart- 
ments in  any  work  of  an  investigative  or  re- 
search character;  (7)  establishing  a hospital,  or 
first  aid  division,  within  the  plant  or  conveniently 
situated  thereto. 

Every  manufacturing  plant  should  have  some 
form  of  medical  relief  available  to  employees.  A 
larger  factory  should  install  a dispensary  in 
charge  of  a trained  nurse,  who  could  utilize  a 
part  of  each  day  in  home  visitation,  looking  after 
absentees.  Absenteeism  has  been  greatly  reduced 
where  this  work  has  been  carried  out  in  an  in- 
telligent manner.  A large  factory  should  also 
have  a physician  who  is  always  on  call  and  who 
could  devote  part  time  to  a study  of  the  plant 
conditions  and  processes,  determining  the  hazards 
connected  with  each  process,  as  well  as  the  type 
of  employees  best  suited  to  each  phase  of  the 
work.  Physical  examination  of  all  employees 
should  be  carried  out  periodically.  A number 
of  small  plants  located  close  together  might  join 
in  the  establishment  of  a central  dispensary  in 
charge  of  a nurse  with  a doctor  on  call.  The  ne- 
cessity for  this  kind  of  work  is  given  emphasis 
by  the  report  of  the  Bureau  of  Statistics  of  the 
Department  of  Labor  of  New  Jersey,  which  states 
that  25,000  minor  accidents  were  reported  dur- 
ing the  fiscal  year  ending  June  30,  1919,  which 
did  not  cause  the  loss  of  one  day's  time;  17,304 
nonfatal  accidents,  causing  a loss  of  one  day  or 
more,  and  332  fatal  accidents.  Five  deaths  re- 
sulted from  wounds  becoming  infected. 

In  1911  the  state  legislature  passed  a law 
authorizing  the  Department  of  Labor  to  issue 
mandatory  orders  requiring  employers  to  correct 
ventilation  condition  when  the  air  breathed  by 
workmen  was  polluted  with  industrial  dust, 
noxious  fumes  or  excessive  heat.  Employers  have 
assisted  in  this  work  in  a most  commendable 
manner,  realizing  that  the  physical  care  of  the 
worker  is  now  ranked  as  a matter  of  fundamental 
importance  and  is  placed  in  the  same  business 


January,  1926 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


5 5 


columns  with  the  items  of  wages,  hours  of  labor 
and  production.  Furthermore,  experience  has 
shown  that  even  costly  alterations  in  plant  equip- 
ment tending  to  improve  labor’s  condition  are 
satisfactory  investments. 

Another  consideration  of  first  magnitude,  and 
before  which  in  the  final  analysis  all  other  in- 
terests must  yield,  is  the  fact  that  a maimed 
worker  is  a poor  social  asset  and  a distinct  loss 
to  the  community.  The  community  has  there- 
fore given  concrete  expression  to  this  interest, 
either  by  the  creation  of  labor  laws  or  the  estab- 
lishment of  industrial  boards  which  are  invested 
with  sufficient  authority  to  make  safety  rules  that 
have  the  force  and  effect  of  law.  In  the  enforce- 
ment of  such  mandatory  legislation  the  depart- 
ment of  labor  has  called  into  service  the  technical 
and  engineering  experience  of  the  industrialists 
of  the  state  and  has  prepared  a group  of  in- 
dustrial safety  standards  covering  the  felt  hat 
industry;  lead  corroders,  lead  oxidizers,  paint 
grinders,  etc.;  the  manufacture  of  insecticides; 
the  manufacture  of  lithopone;  the  use  of  cut- 
ting oils,  and  steam  power  laundries.  An  occu- 
pational disease  investigating  committee  prepared 
the  draft  of  a bill,  which  later  became  a law,  pro- 
viding for  the  payment  of  workmen’s  compensa- 
tion in  a selected  group  of  industrial  disease 
causes.  These  included  anthrax,  lead,  mercury, 
arsenic,  chrome,  benzene,  phosphorus  and  wood 
alcohol  poisoning  and  caisson  disease.  A solemn 
reciprocal  obligation  requires  the  workmen  en- 
gaged in  the  dangerous  trades  to  cooperation  with 
plant  managements  to  the  fullest  extent,  and  for 
the  encouragement  of  all  concerned  it  is  gratify- 
ing to  note  that  experts  familiar  with  this  sub- 
ject believe  that  a man’s  occupation  should  cause 
no  deterioration  of  his  health,  but  should,  by  the 
interest  it  arouses  in  productive  effort,  inspire 
him  with  enthusiasm  for  life  and  its  manifold 
responsibilities. 


Current  Administrative  Problems  in  Communi- 
cable Disease  Control. 

Louis  I.  Harris,  M.D.,  D.P.K.,  Director  Bureau 

Preventable  Diseases,  Department  of  Health, 
New  York  City. 

The  author  presents,  without  any  effort  at 
sequence,  a few  of  the  problems  that  seem  to  him 
of  special  interest  or  importance  in  the  field  of 
communicable  disease  control. 

(1)  Conveyance  of  infections  by  certain  foods. — 
Because  the  tendency  nowadays  is  to  intensify 
efforts  in  the  prevention  of  communicable  disease 
by  means  of  specific  immunizing  injections,  it  is 
well  to  emphasize  the  fact  that  we  cannot  afford 
to  neglect  the  supervision  of  methods  of  food 
handling  and  distribution  that  may  introduce 
massive  doses  of  virulent  strains  of  disease 
breeding  organisms.  While  pasteurization  de- 
stroys the  bovine  bacillus,  the  manner  of  hand- 
ling milk  and  butter  and  other  dairy  products 
in  retail  stores  and  restaurants,  and  the  unsatis- 
factory methods  of  washing  soda-water  glasses 
and  spoons  in  the  myriad  of  food-serving  soda 
counters,  are  definitely  potential  sources  for  the 
spread  of  respiratory  infections.  (2)  The  report- 
ing of  suspicious  cases  of  the  acute  communicable 
diseases. — Doctors  should  be  encouraged  to  re- 
port every  notifiable  case  on  the  first  suspicion 
of  its  presence,  with  the  definite  understanding 
that  if  the  suspicion  is  not  borne  out,  isolation 
and  other  restrictive  quarantine  procedures  will 
be  immediately  and  in  good  faith  discontinued. 


( 3 ) Doctors,  when ' delinquent,  to  be  judged  by 
their  peers. — A radical  change  for  the  community 
good  would  be  effected  if  influential  members  of 
the  medical  profession  would  consent  to  be  con- 
scripted for  service  as  purists  in  order  to  pass  on 
instances  of  neglect  in  their  professional  brethren. 

( 4 ) Bedside  nursing  care  in  communicable  dis- 
eases.— From  every  standpoint  public  health  de- 
partments have  much  to  gain  by  providing  such 
service  for  indigent  patients.  It  may  be  in- 
strumental in  saving  lives  and  it  may  make  hos- 
pitalization with  the  attendant  risk  of  transporta- 
tion, etc.,  unnecessary.  Such  a service  would 
require  a large  enough  staff  of  nurses  to  enforce 
quarantine.  ( 5 ) A new  mode  of  statistical  classi- 
fication of  communicable  diseases. — We  do  not 
get  an  idea  of  the  magnitude  of  the  problem  in 
certain  communicable  diseases  as  they  affect 
various  large  groups  because  we  estimate  mor- 
bidity rates  in  terms  of  the  general  population. 
A more  accurate  proportion  would  be  presented 
if  we  estimated  the  number  of  certain  cases  per 
thousand  in  children  under  five,  and  in  children 
under  ten  years  of  age.  (6)  The  national  pace- 
maker.— In  this  connection  it  is  urged  that  the 
United  States  Public  Health  Service,  acting  in 
an  advisory  capacity  and  as  an  interpreter  of  cur- 
rent scientific  judgment,  not  only  establish 
standards,  but  wage  a rentless  campaign  of  edu- 
cation to  secure  the  conformity  by  all  states  and 
localities  of  such  standards,  in  order  that  the 
duration  of  quarantine,  methods  of  disinfection 
and  other  basic  principles  or  procedures  be  made 
uniform  throughout  the  country.  (7)  The 
problem  of  dealing  with  whooping-cough.— In 
regard  to  this  question  the  author  recently  pro- 
posed to  the  New  York  Academy  of  Medicine 
that  a commission  be  appointed  to  represent  the 
Health  Department  and  those  members  of  the 
Academy  as  leaders  in  pediatrics,  to  determine 
upon  a flexible  method  of  control  suitable  to  the 
needs  of  the  patients,  to  the  rights  of  private 
practitioners,  and,  above  all,  adequate  for  the 
protection  of  public  health.  Under  present  con- 
ditions children  go  about  in  public  during  the 
height  of  the  disease,  attend  dispensaries  and 
clinics  where  they  come  in  contact  with  other 
children  and  spread  disease.  (8)  Typhoid  fever 
of  unknown  origin. — The  percentage  of  such  cases 
in  many  communities  is  a challenge  to,  if  not  a 
reflection  upon,  the  epidemiologic  service  of  the 
health  departments  of  the  larger  communities 
especially.  This  matter  is  broached  as  an  urgent 
problem  calling  for  conference  and  consultation 
by  public  health  administrators.  (9)  Preventing 
cardiac  and  degenerative  diseases. — A moment’s 
reflection  will  make  it  obvious  that  a number 
of  cardiorenal  affections,  which  incapacitate  and 
throw  on  the  industrial  scrap  heap  large  numbers 
of  young  persons,  and  which  prematurely  shorten 
lives,  have  their  origin  in  the  acute  communi- 
cable diseases,  especialy  the  exanthemata.  In- 
telligent cooperation  of  an  official  nursing  staff 
with  the  family  physician  in  giving  suitable  nurs- 
ing care,  and  more  effective  measures  for  pre- 
vention of  the  spread  of  infection  would  surely 
have  a bearing  upon  the  so-called  “rising  tide  of 
heart  kidney  and  arterial  diseases”  which  we 
cannot  ignore. 


Administrative  Health  Practice. 

Paul  Preble.  Surgeon  U.  S.  Public  Health  Service. 
Office  of  Administrative  Health  Practice. 

In  the  evolution  of  public  health  administra- 
tion there  are  3 rather  distinct  phases  which 
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serve  to  indicate  the  prevailing  tendencies:  (1) 
suppression,  which  began  with  the  efforts  of  the 
early  boards  of  health  to  combat  epidemics  by 
quarantine;  (2)  prevention,  following  the  rise  of 
the  germ  theory  of  disease,  and  attendant  upon 
the  discovery  of  the  specific  agents  of  many  of  the 
contagious  diseases;  (3)  health  promotion,  in 
which  the  pendulum  has  reached  a position  about 
midway  between  environment,  on  the  one  hand, 
and  the  individual,  on  the  other. 

The  recent  survey  of  the  100  largest  cities  under- 
taken by  the  U.  S.  Public  Health  Service,  com- 
pared with  the  survey  of  83  cities  in  1920,  con- 
firms many  of  the  former  findings  and  leads  to 
the  inevitable  conclusion  that  health  department 
methods  should  be  given  a thorough  houseclean- 
ing with  the  view  of  encouraging  a more  general 
use  of  a common  language  with  universally  ac- 
cepted definitions,  uniform  requirements  and  a 
singleness  of  purpose.  The  requirements  in  re- 
spect to  any  particular  disease  differ  so  widely  in 
different  cities  as  to  incite  lack  of  confidence  on 
the  part  of  the  public  in  regard  to  the  essential 
principles  of  isolation.  In  the  case  of  smallpox, 
for  instance,  the  legal  detention  period  in  Detroit 
and  Albany  is  4 days,  while  in  Scranton  it  is 
extended  to  30  days,  and  in  Springfield,  Mass.,  to 
42  days.  Whooping-cough  is  isolated  in  Toledo 
for  14  days,  in  Boston  21  days,  in  Baltimore  28 
days,  in  Spokane  42  days,  while  a number  of  cities 
require  the  traditional  6 weeks.  These  defects  in 
the  practice  of  isolation  are  illustrative  of  the 
urgent  need  for  careful  revision  along  other  lines, 
such  as  the  plan  or  organization  of  municipal 
health  departments;  uniform  health  records;  the 
proper  use  of  case  cards,  maps  and  charts;  prin- 
ciples of  epidemiologic  study;  the  theory  and 
practice  of  isolation  (including  placarding  con- 
curring and  terminal  disinfection,  control  of  con- 
tacts, carriers  and  missed  cases,  and  immuniza- 
tion); organization  of  public  health  nursing;  in- 
fant welfare  and  preschool  age  supervision;  school 
health  supervision  (including  correction  and  pre- 
vention of  defects,  health  and  sex  education,  and 
special  provision  for  handicapped  children); 
reasonable  standards  of  milk  control;  the  theory 
and  practice  of  food  inspection,  its  influence  upon 
health  and  the  value  of  medical  examination  of 
food  handlers;  the  function  of  health  agencies; 
the  influence  of  nonmedical  cults  and  antiscience 
propaganda.  An  Appraisal  Form  for  City  Health 
Work  has  finally  been  devised  and  adopted  by  the 
American  Public  Health  Association  and  the 
American  Child  Health  Association.  It  repre- 
sents the  first  really  serious  attempt  on  a large 
scale  to  apply  the  score  card  scheme  of  evalua- 
tion to  city  health  work.  Among  the  items  al- 
ready standardized  are  certificates  of  birth  and 
death;  methods  for  control  of  communicable  dis- 
eases, for  the  bacteriological  and  chemical  ex- 
amination of  milk,  and  for  bacteriological  ex- 
amination of  shellfish;  the  .nternational  list  of 
causes  of  deaths;  a model  law  for  morbidity  re- 
porting; score  cards  for  dairies,  and  standards 
for  the  purity  and  potency  of  drugs,  vaccines, 
sera  and  similar  products.  Further  experience 
with  the  appraisal  method  will  be  required  to 
determine  its  usefulness. 

In  addition  to  revision  of  many  procedures  and 
so-called  standards  now  in  use,  the  future  de- 
velopment of  municipal  health  work  will  depend 
largely  upon  the  perfection  of  the  technic  of 
popular  health  education,  and  this  will  rest  with 
the  ability  of  the  health  agencies  to  gain  the 
publics  attention.  The  expjrience  with  life- 
extension  studies  of  presumably  healthy  persons 
appears  to  indicate  that  the  number  of  those  who 


are  actually  enjoying  good  health  is  relatively 
small,  and  our  attention  is  often  called  to  the  high 
percentage  of  physical  and  mental  defects  dis- 
closed by  the  examination  preliminary  to  militaiy 
service  and  in  school  health  work.  The  fact  that 
the  individual  is  a very  essential  factor  in  deter- 
mining the  health  of  a community  has  fortunately 
become  recognized.  Civil  authorities  have  pro- 
vided academic  facilities  for  centuries,  but  they 
have  neglected  to  include  even  reasonably  ade- 
quate provision  for  health  education,  either  com- 
pulsory or  optional.  Popular  health  education 
must  develop  an  appeal  to  the  individual  that  will 
encourage  him  to  want  to  understand  and  prac- 
tice the  principles  of  hygiene,  to  the  mutual  ad- 
vantage of  himself  and  his  community.  Hurried 
methods,  short  cuts  and  spectacular  appeals  will 
not  be  profitable.  Direct  personal  contact  seems 
to  be  essential  and  in  this  line  there  is  no  agent 
so  effective  as  the  public  health  nurse.  The  logi- 
cal supervisor  of  public  health  education  is  the 
health  officer,  who  should  of  course  use  every 
available  agency  for  promoting  this  activity.  In 
the  progress  that  is  made,  however,  the  individual 
must  carry  a greater  burden  and  assume  greater 
responsibility. 


The  Position  of  the  Health  Department  in  the 
Securing  of  a Safe  Milk  Supply  to  all  the 
People  of  our  State. 

James  D.  Brew,  Professor  of  Dairy  Extension, 
Cornell  University,  Ithaca,  N.  Y. 

During  the  last  50  or  75  ye'.rs  the  United  States 
has  shifted  from  an  agricultural  to  an  industrial 
nation.  There  was  a time,  within  memory,  when 
there  was  no  municipal  milk  problem,  as  such. 
The  consumer  purchased  the  milk  from  a neigh- 
bor who  owned  a cow,  and  the  milk  was  never 
more  than  a few  hours  old  when  received.  The 
source  of  supply  may  now  be  10  to  100  rhiles 
from  the  market,  and  the  milk  may  be  from 
20  to  70  hours  in  reaching  the  consumer.  How 
best  to  organize  and  administrate  the  sanitary 
control  of  city  milk  supplies  is  a perplexing 
question.  It  is  held  by  some  that  such  control 
should  lie  vested  in  the  State  Department  of 
Health,  with  absolute  power  to  formulate  or- 
dinances and  to  enforce  them.  This  proposal 
has  two  sides.  Providing  politics  could  be  e imi- 
nated,  centralization  of  authority  would  gradually 
result  in  uniformity  of  city  milk  ordinances,  which 
is  desirable.  The  danger,  however,  would  lie  in 
the  almost  inevitable  tendency  to  compel  all 
municipalities  to  adopt  the  same  ordinance.  Cen- 
tralization would  also  be  met  by  a certain  amount 
of  resentment  at  distant  points,  which  would  re- 
sult in  inefficiency  from  lack  of  cooperation. 

In  regard  to  the  securing  of  a,  safe  milk  supply, 
the  function  of  a state  department  of  health  is, 
briefly,  to  study  the  problem  of  milk  control  in 
a broad  way  and  to  place  the  facts  in  the  hands 
of  each  local  health  official;  to  help  each  muni- 
cipality in  making  a study  of  its  own  milk 
problems  and  then  to  advise  regarding  the  most 
workable  ordinance  to  meet  that  particular  situa- 
tion. The  principle  of  standardizing  ordinances 
so  that  the  same  type  of  ordinance  is  to  be  en- 
forced in  all  cities,  irrespective  of  size  or  con- 
ditions, is  fundamentally  wrong.  The  function 
of  the  State  Department  of  Health  in  its  relation 
to  each  local  is  not  to  usurp  power  or  to  dupli- 
cate work  or  to  compel  a particular  milk  or- 
dinance or  procedure,  but,  rather,  to  collect  facts, 
to  advise,  to  supplement  and  encourage.  The 
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principle  of  a state-wide  ordinance  is  right  as  a 
guide,  but  it  must  be  flexible. 

In  addition  to  protecting  the  health  of  the  con- 
sumer, the  Health  Department  must  keep  in  mind 
the  economic  welfare  of  the  producer  and  dis- 
tributor. The  unfortunate  tendency  on  the  part 
of  some  health  departments  to  add  from  time 
to  time  new  requirements,  many  of  which  are 
based  on  whim  rather  than  fact,  is  a constant 
source  of  annoyance  to  the  farmer.  When  the 
health  department  cooperates  with  the  dairyman 
who  is  making  an  honest  effort  we  find  that  the 
rank  and  file  of  producers  ardently  support  the 
principle  of  safe  milk.  From  the  consumer’s 
point  of  view  the  health  department  will  be  held 
responsible  for  the  implication  that  exists  in 
ordinances  that  Grade  A tuberculin  tested  raw 
milk  is  safer  than  Grade  B tuberculin  tested  raw 
milk.  The  price  for  the  former  is  usually  greater 
than  for  the  latter  but  no  one  could  ever  prove 
a greater  margin  of  safety  for  one  over  the  other. 
The  health  department  will  also  be  held  respon- 
sible for  sanctioning  so-called  “baby  milk”,  and 
for  the  fact  that  the  two  so-called  grades  of 
pasteurized  milk  come  from  the  same  vat,  and 
that  the  actual  differences  in  quality  between  the 
two  grades,  bottled  honestly  and  strictly  in  accord 
with  the  requirements  of  the  ordinance,  is  not 
sufficient  to  justify  the  difference  in  price.  There 
are  wide  variations  in  the  quality  of  milk  sold  by 
different  distributors  in  any  one  city,  and  the  con- 
sumer has  a right  to  know  who  the  distributors 
are  that  are  complying  with  the  provisions  of  the 
local  ordinance. 

In  brief,  the  three  most  important  conditions 
which  any  health  department  should  strive  to 
meet  are  these:  (1)  To  adopt  a policy  which  aims 
to  protect  the  producer  and  the  distributor  of 
milk  who  makes  an  honest  effort  to  meet  require- 
ments, and  to  eliminate  the  careless  individual. 
(2)  To  adopt  a policy  of  milk  control  which  pro- 
tects the  consumer  from  unfair  and  dishonest 
manipulation  of  quality  labels  and  which  keeps 
the  consumer  informed  regarding  the  sources  of 
supply  which  are  being  sold  in  accordance  with 
the  ordinance  requirements.  (3)  To  gather  all 
facts  possible  regarding  problems  of  controlling 
milk  supplies,  and  then  in  the  light  of  these  facts 
to  lead  fearlessly. 


Rabies,  Its  Incidence,  and  Practical  Experience 
With  Canine  Anti-Rabies  Vaccine. 

J.  V.  Mulcahy,  Chief,  Bureau  of  Bacteriology, 
New  Jersey  State  Department  of  Health. 

The  object  of  this  paper  is  to  call  attention  to 
the  very  serious  situation  which  exists  in  this 
state  in  respect  to  rabies;  also  to  present  evidence 
of  the  value  of  antirabic  vaccination  of  dogs  as 
a means  of  controlling  this  situation,  either  as  a 
compulsory  measure  or  in  conjunction  with  strict 
quarantine  and  the  destruction  of  all  stray  dogs. 
There  has  been  a steady  increase  in  the  number 
of  cases  of  rabies  in  dogs  in  this  state  during'  the 
last  5 years,  the  records  showing  that  rabid  ani- 
mals were  received  from  municipalities  in  20  of 
the  21  counties.  It  is  not  possible  to  determine 
the  number  of  persons  bitten  by  rabid  animals, 
as  “dog  bite”  is  not  reportable  in  this  state,  but 
from  available  data  between  250  and  300  per- 
sons were  obliged  to  take  the  Pasteur  treatment 
in  New  Jersey  during  the  year  1924.  Many  other 
eastern  and  southern  states  are  facing  the  same 
problem.  In  Connecticut,  however,  where  the  dis- 
ease had  been  wide  spread  in  1922,  there  was 


not  a known  case  in  March,  1924.  This  freedom 
is  attributed  to  a change  in  the  method  of  con- 
trol, which  was  started  in  19  22;  it  provides  that 
if  an  animal  has  received  antirabies  vaccination 
it  would  not  have  to  be  destroyed,  and  that  if  a 
dog  which  had  been  bitten  by  a rabid  dog  and 
received,  within  3 days  from  the  time  it  was 
first  bitten,  the  first  injection  of  antirabies  treat- 
ment, such  animal  being  held  in  quarantine  until 
it  was  released  , in  writing  by  the  Commissioner 
of  Domestic  Animals,  it  would  not  have  to  be 
destroyed.  Previous  to  this  procedure,  when 
quarantine  regulations  were  enforced,  all  dogs 
that  were  known  to  have  come  in  contact  with  a 
known  rabid  dog  were  destroyed. 

Similar  -favorable  reports  on  the  effectiveness 
of  antirabic  inoculation  of  dogs  are  received  from 
those  municipalities  in  our  own  state  where  this 
method  of  control  has  been  practiced.  Results 
in  Japan,  where  a few  years  ago  rabies  was 
rampant,  are  most  satisfactory  and  under  a re- 
vised law  it  will  now  be  possible  to  enforce  com- 
pulsory inoculation  there.  Experimental  work 
in  the  United  States  shows  that  distinct  protec- 
tion is  afforded  dogs  against  rabies  by  the  one- 
injection  immunization  method.  It  would  there- 
fore seem  from  the  evidence  afforded  by  the  use 
of  this  method  in  Japan,  Connecitcut  and  New 
Jersey,  that  immunization  of  dogs  by  antirabic 
vaccine  is  the  best  practical  method  of  control- 
ling and  eradicating  the  disease. 

The  vaccine  for  dogs  is  prepared  from  the 
brain  and  spinal  cord  of  a rabbit  dead  of  fixed 
rabies  infection.  “Fixed  virus”  designates  rabies 
virus  which,  by  repeated  passage  through  rabbits, 
has  attained  a high  virulence  for  rabbits,  killing 
them  in  7 days,  but  has  become  much  less  viru- 
lent for  other  animals  and  man.  This  fixed  virus 
is  the  same  material  properly  attenuated,  that  is 
used  in  the  Pasteur  treatment  of  rabies  in  man. 
For  dogs  this  fixed  virus  is  ground  in  a mortar, 
and  to  this  ground-up  mass  4 times  its  volume  of 
phenolized  glycerin  water  is  added,  this  con- 
sisting of  6 0 parts  of  glycerin  and  40  parts  water 
which  contains  1.25%  carbolic  acid.  The  mix- 
ture is  thoroughly  stirred  and  allowed  to  stand 
in  the  ice  box  for  30  days,  when  it  is  ready  for 
use.  Immunity  so  conferred  will  last  in  the  large 
majority  of  cases  for  at  least  one  year. 

Treatment  with  antirabies  vaccine  is  an  inex- 
pensive, simple,  painless  procedure  and  no  valid 
objection  can  be  raised  to  it  on  the  ground  of 
cruelty  as  has  been  the  case  with  muzzling. 
Under  the  present  law  the  responsibility  for  en- 
forcement of  the  control  of  rabies  in  this  state 
rests  entirely  upon  each  local  board  of  health, 
which  is  seriously  handicapped  unless  it  has  the 
hearty  cooperation  of  municipal  government  in 
carrying  out  the  necessary  constructive  measures. 
A quarantine  order  or  an  order  to  muzzle  dogs 
always  meets  with  opposition  and  is  indifferently 
enforced  in  most  places.  Moreover,  these  pro- 
cedures do  not  protect  a community  very  long  if 
rabies  exists  in  an  adjoining  town.  The  method 
of  compulsory  vaccination  would  save  the  lives 
of  hundreds  of  animals,  many  of  them  valuable. 
It  would  also  spare  the  human  victims  of  rabies 
the  cost,  anxiety  and  suffering  entailed  by  the 
21  injections  required  in  the  Pasteur  treatment, 
which  even  then  is  not  infallible.  The  objections 
to  the  preventive  treatment  of  rabies  raised  by  a 
few  voluble  persons  who  make  inaccurate  state- 
ments have  been  responsible  for  the  repeal  of 
ordinances  in  Atlantic  City  and  Westfield,  which 
required  compulsory  vaccination  of  dogs  against 
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rabies,  and  have  also  prevented  the  passage  of 
similar  ordinances  in  other  municipalities. 

Appreciating  the  seriousness  of  the  present 
situation  in  respect  to  rabies  and  the  difficulties 
confronting  local  health  officials  in  instituting 
and  enforcing  adequate  control  measures,  the  Di- 
rector of  the  New  Jersey  State  Department  of 
Health  has  prepared  a bill  which  was  introduced 
during  the  last  session  of  the  legislature,  pro- 
viding for  the  preventive  vaccination  of  dogs 
against  rabies  before  a license  could  be  obtained. 
Unfortunately  this  bill  failed  to  become  a law. 
Should  another  such  bill  be  introduced  during 
the  next  session  of  the  legislature,  provision 
should  be  made  for  the  licensing  of  all  dogs,  so 
that  the  preventive  inoculation  of  dogs  would 
apply  to  many  communities  that  have  no  local 
ordinance  requiring  the  licensing  of  dogs.  Pro- 
vision should  also  be  made  for  the  destruction 
of  all  unlicensed  dogs. 


Pollution  Affecting  the  Waters  of  the  State. 

J.  Ralph  VanDuyne,  Chief  Engineer,  Passaic 
Valley  Sewerage  Commission. 

The  scope  of  this  paper  is  limited  to  the  pol- 
lution of  the  Passaic  River  and  tributaries  be- 
tween Great  Falls  at  Paterson  and  the  mouth 
of  said  river  at  Newark  Bay.  In  the  early  nineties 
attention  was  called  in  reports  to  the  Board  of 
Health  of  the  city  of  Paterson  and  to  the  State 
Board  of  Health,  to  the  unsanitary  condition  of 
the  river,  and  out  of  these  demands  for  relief 
from  an  intolerable  situation  the  Passaic  Valley 
Sewerage  Commission  was  finally  launched.  After 
many  trials,  the  trunk  sewer  and  its  attendant 
works,  composed  of  41  miles  of  sewers  and  in- 
cluding three  pumping  stations,  were  put  into 
operation  in  the  late  summer  of  1924,  thirty  years 
after  the  relief  was  first  demanded. 

History  informs  us  that  the  Passaic  was  once 
a fair  and  pure  stream.  With  the  advent  of  in- 
dustrial plants  along  its  banks  the  river  gradu- 
ally became  the  natural  drain  for  industrial  and 
domestic  wastes.  It  is  doubtful  if  there  is  such 
an  enormous  and  varied  industrial  waste  pol- 
lution elsewhere,  concentrated  into  a portion  of 
any  river,  as  in  the  district  we  are  now  consider- 
ing. There  are  textile  wastes  from  silk  manu- 
facture and  dyeing,  wool  washing  and  dyeing, 
dyeing  and  bleaching  of  cotton,  and  the  dyeing 
of  velvet  and  fur.  There  are  wastes  from  paper 
and  cardboard  mills,  from  slaughter  houses  and 
rendering  plants,  from  tanneries,  chemical  works, 
metal  plants,  gas  works,  plaster  manufacture, 
stone  sawing  and  polishing,  rubber  manufacture 
and  other  forms  of  industry.  Many  of  these 
wastes  are  noxious  and  foul  and  capable  of 
offensive  putrescence.  A very  heavy  burden 
which  the  river  has  also  carried  has  been  the 
domestic  sewage  from  a number  of  the  larger 
cities  and  towns  in  the  vicinity.  For  more  than 
a year,  however,  the  larger  part  bf  this  sewage 
has  been  diverted  from  the  river  by  means  of 
the  trunk  sewer  interception. 

In  the  regeneration  of  this  stream  the  Passaic 
Valley  Sewerage  Commission,  besides  being 
charged  with  the  operation  of  the  great  sewer 
and  the  disposal  of  the  sewage  carried  therein, 
has  also  the  administration  of  the  law  forbidding 
the  pollution  of  the  Passaic  River  and  its  tribu- 
taries in  the  specified  district.  Final  notice  to 
stop  pollution  was  served  on  the  industrial  con- 
cerns, many  of  which  had  their  sewer  connec- 
tions already  made:  others  are  in  various  stages 
toward  completion.  Some  concerns  have  in- 


stalled purification  plants,  others  are  experi- 
menting to  discover  the  best  method  of  treat- 
ment. The  manufacturers  have  in  most  in- 
stances shown  wonderful  cooperation,  especially 
when  it  is  realized  that  the  necessary  changes 
and  the  expert  advice  have  cost  many  thousands 
of  dollars.  There  is  also  the  item  of  the  daily 
maintenance,  which  means  a chemical  bill  of 
some  size  in  a plant  whose  volume  of  waste  water 
runs  from  1 to  20  million  gallons  daily. 

It  is  too  early  to  discuss  the  progress  of  the 
river  toward  its  future  regeneration,  but  even 
in  this  first  year  of  remedial  measures  the  stream 
has  reflected  a change  and  it  may  well  be  ex- 
pected that  the  Passaic  will  eventually  come 
back  into  its  own. 


Federal  Phase  of  Protection  of  the  Shellfish 
Industry. 

C.  E.  Waller,  Surgeon,  U.  S.  P.  H.  S. 

Effective  sanitary  control  of  the  shellfish  in- 
dustry must  embrace  at  least  2 requirements: 
(1)  The  beds  from  which  the  shellfish  are  taken 
must  be  free  from  pollution  with  pathogenic  or- 
ganisms or  other  offensive  material,  and  (2)  the 
methods  of  handling,  subsequent  to  removal, 
must  be  such  as  to  prevent  contamination  or 
deterioration. 

While  the  federal  government  has  exclusive 
jurisdiction  over  tidal  waters  and  navigable 
streams  in  certain  respects,  it  is  doubtful  if  this 
jurisdiction  extends  to  the  control  of  the  shellfish- 
growing areas.  The  matter  of  sanitary  control 
of  these  areas  must  therefore  rest,  for  the  present 
at  least,  in  the  hands  of  the  producing  states. 
The  Public  Health  Service  will  continue  to  ren- 
der assistance  in  the  making  of  surveys  and  in- 
vestigations, however. 

The  shipping  and  handling  of  shellfish  within 
the  state  of  origin  must  also  be  controlled  by  the 
state,  but  where  shipments  are  made  in  inter- 
state commerce  the  federal  government  has  very 
definite  authority.  The  Surgeon  General  of  the 
Public  Health  Service  is  authorized  to  cause  in- 
spections to  be  made  from  time  to  time  of  beds, 
shucking  houses  and  other  places  where  shell- 
fish are  grown  or  prepared  for  interstate  ship- 
ment, and  he  is  further  authorized  to  forbid  the 
interstate  shipment  of  such  shellfish  as  may  be- 
come agents  for  the  spread  of  disease.  The  Pub- 
lic Health  Service  has  also  undertaken  the  sys- 
tematic survey  of  the  machinery  and  efficiency 
of  sanitary  control  of  the  shellfish  industry  main- 
tained by  the  authorities  of  each  producing  state, 
upon  which  a system  of  interstate  certification 
of  shippers  is  based. 

The  main  point  to  be  made  is  that  since  the 
actual  control  of  shellfish-growing  areas  and 
shipping  establishments  must  be  exercised  by  the 
states,  the  protection  of  the  shellfish  industry 
from  a sanitary  standpoint  must  remain  largely 
a matter  to  be  handled  by  the  producing  states 
with  such  assistance  and  cooperation  as  can  be 
given  by  the  federal  government. 


Sanitary  Supervision  of  the  Shellfish  Industry. 

By  the  New  Jersey  State  Department  of  Health. 

John  E.  Bacon,  Chief,  Bureau  of  Chemistry. 
The  shellfish  removed  from  the  waters  of  the 
State  of  New  Jersey  are  valued  at  approximately 
810,000,000  a year,  and  the  powers  of  supervision 
of  this  industry  are  vested  in  2 state  departments, 
the  Department  of  Health  and  the  Bureau  of 
Shellfisheries.  The  former  has  to  do  with  the 
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sanitary  control,  and  the  latter  deals  with  the 
commercial  development  of  the  industry.  With 
the  exception  of  milk,  the  oyster  is  probably  one 
of  the  most  valuable  foods  obtainable.  It  con- 
tains 20  to  25  per  cent,  meat  solids,  being  fairly 
high  in  fat,  protein,  glycogen  and  all  mineral 
substances  characteristic  of  sea  water.  It  is  par- 
ticularly high  in  vitamin  and  iodin  values,  the 
latter  being  about  1000  times  the  amount  con- 
tained in  other  foods. 

The  areas  where  natural  sets  of  oyster  spat 
occur  are  owned  by  the  state  and  are  called  pub- 
lic seed  grounds.  Dredging  by  any  Jerseyman 
is  permitted  here  during  the  months  of  May  and 
June.  As  the  salinity  is  low  in  the  waters  over 
the  seed  grounds,  oysters  do  not  mature  very 
fast,  and  it  is  customary  to  dredge  the  spat  and 
transplant  it  in  other  waters  which  have  a great- 
er salt  content.  These  transplantal  grounds  are 
owned  by  the  state  and  are  leased  to  individuals 
at  a yearly  fee.  After  being  transplanted  to 
leased  grounds,  oysters  require  2 to  3 years  to 
mature  to  marketable  size.  They  are  then 
brought  in  from  the  bays  to  the  mouths  of  small 
streams,  where  they  are  placed  upon  floats  for 
24  to  48  hours,  during  which  time  they  are 
cleaned  of  mud  and  sand.  They  are  then  taken 
to  the  shipping  wharves. 

The  oyster  is  a concentrator  of  the  finely  di- 
vided materials  in  the  water  and  if  the  water  is 
polluted  by  sewage  and  contains  harmful  bac- 
teria, these  will  likewise  be  found  in  the  oyster. 
It  has  been  variously  estimated  that  an  oyster 
passes  from  15  to  50  gallons  of  water  through 
its  system  per  day,  when  actively  feeding.  This 
fact  makes  quite  apparent  the  necessity  for 
careful  supervision  over  the  sanitary  conditions 
prevailing  in  shellfish  culture.  The  shellfish  act 
passed  by  the  legislature  gives  the  State  Depart- 
ment of  Health  ample  powers  to  make  the  nec- 
essary sanitary  surveys,  bacterial  and  chemical 
examinations  of  water  and  oysters  grown  therein 
for  the  protection  of  the  public,  as  well  as  for 
the  abatement  of  pollution  of  shellfish  grounds. 
This  work  has  been  carried  on  for  a period  of 
12  years  and  this  state  has  the  reputation  of  be- 
ing in  the  lead  in  shellfish  sanitation.  The  law 
gives  the  inspectors  of  local  boards  of  health  the 
power  to  arrest  anyone  removing  shellfish  from 
condemned  areas,  with  30  days  imprisonment 
for  a second  offense. 

The  department  permits  only  up-to-date  and 
sanitary  places  in  which  the  shellfish  products 
may  be  opened  and  packed.  New  Jersey  was  the 
first  state  to  require  all  persons  engaged  in  this 
industry  to  submit  samples  of  stools  and  urine 
for  bacteriological  examination  for  the  purpose 
of  detecting  typhoid  carriers.  It  is  now  neces- 
sary for  all  shippers  doing  an  interstate  business 
to  receive  certificates  from  the  state  authorities, 
this  certificate  being  approved  by  the  Public 
Health  Service,  which  acts  as  a clearing  house 
for  improvements  in  the  industry  and  furnishes 
such  information  to  all  states  and  Canada.  It 
is  safe  to  say  that  sanitation  in  the  shellfish  in- 
dustry today  is  on  a higher  plane  than  has  ever 
existed  before. 


Treatment  of  Sewage  and  the  Pollution  from 
Ships  and  Trade  Wastes. 

George  W.  Fuller,  Consulting  Engineer, 

New  York. 

The  discharge  from  ships  and  from  industry 
may  cause  damage  to  the  public  health  through 


bacterial  contamination  or  chemical  decomposi- 
tion; to  fish  by  physical,  chemical  or  biological 
changes;  to  boating  through  physical  and  chemi- 
cal changes;  to  hunting  through  destruction  of 
various  forms  of  animal  life;  and  to  bathing 
through  the  production  of  objectionable  physical 
and  chemical  effects.  The  problem  of  the  con- 
trol of  these  difficulties  involves  technical,  legal, 
administrative  and  financial  details.  Inasmuch 
as  many  of  these  problems  involve  streams  and 
harbors  which  are  not  limited  by  the  boundaries 
of  a single  state,  we  are  confronted  with  the 
necessity  of  setting  up  legislative  and  adminis- 
trative procedures  for  the  control  of  interstate 
problems.  Whether  such  interstate  problems 
should  be  the  subject  of  interstate  or  federal 
legislation  is  a matter  for  careful  consideration. 

Unfortunately  we  do  not  have  such  successful 
administrative  procedures  with  reference  to  simi- 
lar wastes  which  emanate  from  ships.  In  recent 
years  the  most  damaging  discharge  from  ships 
and  industries  has  been  in  the  form  of  oil,  which 
results  in  the  destruction  of  fish  eggs,  in  the 
coating  and  destruction  of  aquatic  vegetation,  in 
the  reduction  of  the  aeration  of  the  water  and 
the  consequent  retardation  in  the  oxidation  of 
the  sewage;  in  interference  with  all  bottom 
forms  of  marine  life,  as  well  as  with  bathing  and 
boating  facilities.  So  extensive  has  been  this 
particular  form  of  pollution  that  it  was  followed 
by  one  of  the  most  concerted  attacks  on  a source 
of  pollution  that  has  ever  occurred  in  this  coun- 
try or  any  other.  In  fact,  the  problem  soon  be- 
came an  international  one,  the  result  being  the 
passage  in  the  United  States,  Great  Britain,  the 
Netherlands  and  several  other  European  coun- 
tries of  stringent  federal  oil-pollution  acts. 
Skimming  tanks,  large  enough  to  allow  the  waste 
to  be  detained  sufficiently  long  for  the  oil  to  rise 
to  the  surface,  are  feasible  as  a remedial  agent. 

There  are,  of  course,  dozens  of  other  examples 
of  pollution  by  industrial  wastes  of  one  sort  or 
another,  and  as  new  problems  arise  new  proc- 
esses are  developed.  Industrial  wastes  can  be 
treated  so  as  to  eliminate  nuisances,  other  than 
for  waterworks  intake,  methods  of  purification 
being  generally  similar  to  those  employed  for 
the  treatment  of  municipal  sewage — screening, 
sedimentation,  filtration  and  the  activated  sludge 
process.  Whether  it  is  cheaper  to  purify  indus- 
trial wastes  at  the  point  of  origin  or  to  discharge 
them  into  municipal  sewers  and  then  allocate 
the  cost,  is  a question  upon  which  opinions  vary. 
A recent  arrangement  provides  for  a two-story 
settling  tank,  so  that  in  the  lower  compartment 
the  sludge  is  digested  and  the  gas  vents  covered 
by  suitable  collectors  to  permit  of  gas  utilization. 
Such  tanks  are  now  being  built  at  New  Castle, 
Pa.,  and  are  under  investigation  at  Chicago  and 
a number  of  places  in  Europe.  The  gas  resem- 
bles natural  gas  with  about  75  per  cent,  of  meth- 
ane, and  the  volume  varies  with  the  temperature, 
averaging  y2  cubic  foot  or  more  per  person  daily. 
This  gas,  as  in  the  Essen  district,  may  be  sold  to 
local  gas  companies  or  used  for  power  produc- 
tion. 

It  is  encouraging  to  know  that  sewage  puri- 
fication practices  are  much  better  crystallized 
today  than  ever  before,  and  there  is  no'  reason 
for  hesitancy  on  the  part  of  the  public  authori- 
ties. The  extensive  undertakings  at  Chicago, 
with  the  operation  of  activated  sludge  plants  at 
Milwaukee  and  Indianapolis,  furnish  experiences 
and  records  which  adequately  light  the  way  for 
future  undertakings  as  to  sewage  purification, 
provided  the  necessary  administrative  and  finan- 
cial steps  are  first  established. 
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COLES,  J.  Ackerman. — At  Scotch  Plains,  on  December  16, 
1925,  Dr.  J.  Ackerman  Coles,  distinguished  surgeon  and  philan- 
thropist, passed  away  after  an  illness  of  about  3 weeks’  duration. 
Born  in  Newark,  May  6,  1843,  the  son  of  Dr.  Abraham  Coles, 
he  had  attained  the  age  of  82  years  but  his  usefulness  to  the  com- 
munity and  to  the  state  of  his  birth  is  not  to  be  measured  by  such 
small  figures.  Pie  had  retired  from  the  active  practice  of  medicine 
some  years  ago  but  the  latter  years  of  his  life  were  spent  as  ac- 
tively in  promoting  the  many  philanthropic  interests  in  which  he 
had  engaged.  His  interest  in  the  field  of  Foreign  Missions,  in 
Homes  and  Hospitals  for  Children  and  Orphans,  was  most  ex- 
tensive and  there  was  scarcely  a limit  to  his  labors  in  the  field  of 
education  and  of  art.  His  gifts  to  the  City  of  Newark,  to  its 
Library  and  Museums,  were  of  great  value.  He  had  devoted 
much  thought,  study  and  money  to  collecting  rare  pieces  of  art 
and  literature  and  it  is  said  that  his  home  at  “Deerhurst”  was 
adorned  with  paintings,  tapestries,  bronzes  and  marbles  collected 
from  nearly  every  part  of  the  world.  From  this  collection  he  had 
given  most  liberally  for  the  benefit  of  humanity  through  churches, 
libraries  and  museums. 

He  was  graduated  from  Columbia  College  in  1864.  He  then 
began  the  study  of  medicine  and  surgery  in  his  father’s  office  and 
entered  the  College  of  Physicians  and  Surgeons,  New  York.  He 
was  graduated  in  1868,  served  in  the  New  York,  Bellevue  and 
Charity  hospitals,  and  practiced  for  several  years. 

In  1877-78  he  attended  lectures  and  clinics  in  London,  Edin- 
burgh, Paris,  Berlin,  Heidelberg  and  Vienna.  He  next  visited 
Syria,  Palestine  and  Egypt,  after  which  he  became  associated  with 
his  father  in  the  practice  of  medicine  and  continued  to  follow  this 
profession  in  Newark  and  Scotch  Plains. 

He  was  a permanent  delegate  to  the  New  Jersey  State  Medi- 
cal Society,  a member  of  the  American  Medical  Association,  a 
member  of  the  Washington  Association  of  New  Jersey,  a life 
member  and  trustee  of  the  New  Jersey  Historical  Society  and  a 
fellow  for  life  of  the  Metropolitan  Museum  of  Art,  New  York. 
He  was  a member  of  the  National  Geographical  Society,  of  the 
Anglo-Saxon  Society  of  London  and  Copenhagen  and  an  honor- 
ary member  of  the  Newark  Museum  of  Art.  He  contributed  to 
the  press,  wrote  verses,  published  articles  on  medical  and  educa- 
tional subjects  and  edited  later  editions  of  his  father’s  works. 
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TAXATION  AND  ITS  EFFECTS  UPON 
PRESENT  DAY  ESTATES. 


Leslie  G.  McDonall, 

Fidelity  Union  Trust  Company, 

Newark,  N.  |. 

There  exist  in  America  at  the  present  time 
two  types  of  economic  values  which  indeed 
bear  serious  study.  These  are:  (a)  Property 
Values,  and  (b)  Human  Life  Values. 

“Property  Values  comprise  land,  buildings, 
machinery,  equipment,  raw  materials,  finished 
goods,  and  business  good  will.  The  fact  that 
they  are  tangible  in  character,  and  easily  com- 
prehended, have  made  these  material  things 
for  years  regarded  as  capable  of  scientific  or- 
ganization and  management.  They  are,  there- 
fore, subject  to  appraisal.  They  are  also  rec- 
ognized as  subject  to  immediate  or  ultimate 
loss.  Scientific  use  is  therefore  made,  as  a 
niatter  of  ordinary  business  precaution,  of  the 
principles  governing  depreciation,  sinking- 
funds  and  contracts  of  indemity.” 

“Human  Life  Values,  contrary  to  those 
qualities  mentioned  above,  consist  of  character, 
industry,  technical  and  managerial  ability, 
power  of  initiative,  and  judgment  of  individ- 
uals. The  abstract,  if  you  will,  as  opposed  to 
the  concrete  above.  They  have  heretofore 
been  regarded  as  intangible,  economically  in- 
definite and  difficult,  if  not  impossible,  of 
scientific  treatment.” 

With  the  lessons  so  admirably  evolved  for 
us  in  the  field  of  property  values,  however, 
and  with  the  information  compiled  from  this 
source  as  a guiding  factor,  may  not  life  values 


be  treated  equally  as  scientiffically  and  be  made 
equally  as  tangible  and  definite?  For  instance, 
with  respect  to  many  classes  of  men,  the  life 
value  would  be  made  up  of  practically  all  of 
their  business  worth.  This  is  particularly 
true  of  those  engaged  in  professional  or  ex- 
pert work.  The  fact  remains  that  the  loss  of 
life  value  almost  invariably  means  a total  loss 
of  the  capitalized  worth  of  the  individual. 

It  has  been  estimated  that  the  life  values  in 
the  United  States,  capitalized  at  an  ordinary 
rate  of  interest,  would  be  6 to  8 times  that  of 
property  values.  Surely  such  a predominant 
element  in  our  national  economic  wealth  is 
worthy  of  scientific  consideration.  The  ap- 
praisal of  human  life  values  constitutes  a very 
practical  inquiry.  How  may  one  fairly  capi- 
talize his  or  her  human  life  value  and  having- 
accomplished  this,  what  further  thought  should 
be  given  to  protecting  that  value  from  undue 
shrinkage  in  the  face  of  present  day  inherit- 
ance tax  laws,  both  state  and  federal? 

One  of  the  important  factors  to  he  weighed 
in  the  appraisal  of  human  life  values  is  the 
earning  power  of  the  individual.  The  accumu- 
lative period  of  the  average  American  usually 
begins  at  the  age  of  30  and  continues  to  the 
age  of  55  or  60.  It  is  during  these  years  that 
one  must  build  up  an  estate  that  will  protect 
not  only  himself  during  the  dependent  period 
of  his  life,  but  also  his  family  in  the  event  of 
his  premature  death  or  disability.  There  are 
2 methods  of  capitalizing  human  life  value  and 
creating  an  estate  during  these  years.  One  is 
through  systematic  saving,  the  other  is  through 
the  creation  of  an  estate  by  life  insurance  and 
then  saving  it  by  the  regular  deposit  of  prem- 
iums. Every  estate  builder  should  choose  early 
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in  life  one  or  both  of  the  plans  suggested  and 
then  proceed  undeviatingly  along  that  path. 

What  We  Will  Do  With  Our  Estate. 

When  one  is  forming  plans  for  the  creation 
of  an  estate,  it  is  equally  important  to  form 
plans  for  its  conservation  for  the  benefit  of 
one’s  family.  This  problem  involves  the  dis- 
tribution of  property.  How  is  such  distribu- 
tion to  be  perpetrated  under  present  day  laws, 
both  state  and  federal? 

In  considering  this  problem,  it  is  helpful  to 
consider  the  ampunts  derived  from  the  2 dif- 
ferent methods  of  accumulation — the  saving 
method  and  the  life  insurance  method — as  2 
different  estates.  Savings  and  investments,  it 
can  readily  be  seen,  may  be  taken  care  of  by 
your  will.  (The  effect  of  taxation  on  these 
will  be  covered  more  thoroughly  below).  The 
distribution,  on  the  other  hand,  of  an  estate  of 
Life  Insurance  may  be  effected  (1)  by  your 
will;  (2)  through  a lump  sum  payable  direct 
to  the  beneficiary;  (3)  through  a life  insur- 
ance company  in  monthly  or  annual  payments ; 
or,  (4)  through  a bank  or  trust  company  in 
accordance  with  the  terms  of  a Life  Insurance 
Trust. 

Life  insurance  made  payable  to  one’s  estate, 
and,  therefore,  distributed  by  the  will  of  the 
insured  or  by  the  “Statute  of  Descent  and  Dis- 
tribution”, in  the  event  of  one’s  dying  intestate, 
is  subject  at  once  to  court  costs,  the  New  Jer- 
sey Transfer  Inheritance  Tax,  and  the  Federal 
Estate  Tax,  should  the  estate  exceed  $50,000 
which  is  the  exemption  allowed.  Insurance 
made  payable  in  a lump  sum  to  a named  bene- 
ficiary is  entirely  free  from  the  New  Jersey 
Transfer  Tax  and  exempt  from  the  Federal 
Estate  Tax  if  the  amount  of  insurance  does 
not  exceed  $40,000.  With  reference  to  lump 
sum  payments,  however,  there  are  several  per- 
tinent facts  which  deserve  consideration.  Life 
insurance  in  force,  excluding  fraternal  and 
other  such  insurance,  has  increased  from  $15,- 

555.000. 000  in  1914  to  the  vast  sum  of  $56,- 

903.000. 000  at  the  close  of  the  year  1923,  and 
in  1924  to  the  sum  of  $65,000,000,000.  During 
this  same  period,  payments  for  death  losses 
and  matured  endowments  have  increased  from 
$282,798,000  to  $563,708,000.  Statisticians, 
moreover,  tell  us  that  of  the  claims  paid  for 
death  losses  in  the  year  1923,  approximately 
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90%,  or  $378,000,000,  was  paid  out  in  lump 
sums. 

In  connection  with  the  above,  consider  that 
it  has  been  estimated  that  the  people  of  the 
United  States  lose,  through  fraudulent  invest- 
ment concerns,  at  least  one  billion  dollars  an- 
nually. Numerous  newspaper  clippings  cor- 
roborate this.  One  selected  at  random  from 
the  New  York  Times  of  April  26,  1924,  says, 
“Billion  a year  lost  in  bad  securities — des- 
cribed as  a ‘Tidal  Wave’  by  bankers  planning 
to  safeguard  investors — rich  men  among  losers 
— protection  of  depositors  from  speculators  a 
duty,  saving  conference  is  told”.  It  is  fair  to 
say  that  a percentage  of  the  monies  paid  by 
the  insurance  companies,  as  shown  above,  in 
lump  sum  settlements  of  their  contracts  to 
beneficiaries  who  are  mostly  widows  and  chil- 
dren, is  reflected  in  these  losses.  It  is  easy 
to  picture,  the  insurance  check  and  a stock 
prospectus  arriving  in  the  same  mail. 

Consider  the  vastness  and  importance  of  this 
and  ask  yourself  if  the  income  or  estate  you 
leave  will  follow  a downward  curve,  repre- 
senting a decrease  such  as  is  the  case  in  9 
out  of  every  10  estates  of  $5000  and  over  in 
7 years. 

If  it  is  true  that  life  insurance  policies  consti- 
tute approximately  81%  of  all  property  left 
by  persons  dying  in  the  United  States,  I think 
it  proper  to  suggest  that  life  insurance  that  re- 
places your  income  should  be  paid  out  as  in- 
come and  not  in  a lump  sum.  No  one  who 
has  intelligently  scrutinized  the  trend  and 
tendency  of  the  past  few  years,  and  who  can 
visualize  even  dimly  the  future,  will  dare  deny 
that,  from  the  standpoint  of  economic  conser- 
vatism, lump  sum  settlements  do  not  go  far 
enough.  They  provide  money,  but  not  money 
management.  It  has  been  with  the  desire  to 
adjust  this  situation  that  the  life  insurance 
companies  and  the  banks  of  America  exer- 
cising trust  powers,  have  made  careful  and 
suggestive  studies  along  these  lines.  Many 
life  insurance  companies  have  provided  in  their 
contracts  that  the  proceeds  may  be  left  on  de- 
posit and  paid  out  in  a limited  number  of  ways. 

It  is  interesting  to  note  that  the  insurance 
companies  will  not  permit  proceeds  of  policies 
to  remain  on  deposit  where  they  will  be  requir- 
ed to  exercise  discretionary  powers.  In  illus- 
tration of  this  point  we  need  only  mention  the 
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education  of  children  or  the  advancement  of 
principal  in  extraordinary  cases.  The  banks  of 
America  have  put  forth  with  the  approval  of 
the  National  Association  of  Life  Underwriters, 
a life  insurance  trust  plan,  which  is*  supple- 
mental to  the  plan  of  the  life  insurance  com- 
panies. Under  such  a Trust,  life  insurance 
policies  may  be  made  payable  to  a bank  or 
trust  company  acting  as  Trustee  under  a 
Trust  Agreement.  For  example,  the  agree- 
ment may  instruct  the  Trustee  upon  the  death 
of  the  insured  to  collect  arid  invest  the  pro- 
ceeds, the  income  therefrom  to  be  paid  to  the 
widow  until  her  death  or  remarriage,  and 
upon  her  death  or  remarriage  to  continue  such 
payments  to  the  children  (or  pay  and  expend 
the  same  for  their  maintenance,  education  and 
support  should  they  be  minors)  until  they 
reach  the  age  of  25  or  30,  at  which  time  their 
share  of  the  principal  will  be  paid  to  them  or 
their  issue  should  they  predecease  the  time  for 
distribution.  It  is  advisable  in  many  instances 
to  permit  the  Trustee  to  exercise  discretionary 
power  to  pay  and  expend  the  principal  or  a 
part  thereof  for  illness  or  the  education  of  the 
children  of  the  insured  or  any  other  unusual 
need  or  emergency  provided,  in  the  judgment 
of  the  Trustee,  it  is  advisable  to  do  so.  The 
plan  outlined  is  generally  referred  to  as  the 
Unfunded  Life  Insurance  Trust  Plan,  and 
permits  the  centralization  of  all  insurance  poli- 
cies in  one  common  fund.  An  added  factor  is 
that  it  enables  dependents  to  deal  with  one 
source  rather  than  many:  Further  it  enjoys 
the  same  tax  exemptions  as  policies  made  pay- 
able to  a named  beneficiary  in  a lump  sum. 
That  is,  it  is  exempt  from  court  and  admin- 
istration costs,  from  New  Jersey  Transfer  In- 
heritance Taxes  and  from  Federal  Estate 
Taxes  up  to  $40,000. 

To  illustrate  how  this  plan  works  in  actual 
operation,  let  us  take  a recent  case  which  was 
handled  by  a certain  trust  company.  A man 
called  on  them  and  stated  he  owned  $25,000 
of  life  insurance,  which  was  practically  his 
entire  estate.  This  life  insurance  he  had  made 
payable  to  his  estate.  He  had  made  a will.  This 
provided  that  the  insurance  money  was  to  be 
held  in  trust.  The  income,  and  not  in  excess 
of  2%  of  the  principal  per  annum,  was  to  be 
paid  his  wife  as  long  as  she  lived;  and  there- 
after, the  income  and,  if  necessary,  part  of 


the  principal  was  to  be  used  for  the  education, 
maintenance  and  support  of  his  children  until 
they  reached  the  age  of  25,  at  which  time  they 
were  to  receive  their  share  of  the'  principal 
outright.  The  issue  of  any  deceased  child  was 
to  receive  the  parent’s  share.  This  arrangement 
assured  protected  management  for  the  insur- 
ance money.  It  safeguarded  the  family’s  fin- 
ancial welfare.  It  was,  moreover,  far  super- 
ior to  having  the  insurance  paid  to  the  family 
in  a lump  sum.  However,  it  was  not  the  most 
economical  way  to  accomplish  these  things. 

Without  changing  the  protective  features  of 
the  program  in  the  slightest  degree,  an  In- 
surance Trust  arrangement  was  suggested.  It’s 
economic  advantage  can  best  be  shown  by  the 
following  comparative  table : 

Plan  Whereby  Plan  Whereby 

$25,000  insurance  $25,000  insurance 

is  made  payable  to  estate.  is  made  payable  through  in- 
Executors  fees  (fixed  surance  Trust 

by  statute)  $680.00 

Miscellaneous  ex- 
penses .... 100.00 

New  Jersey  Transfer 
Tax  (wife  and  two 
children)  100.00 


$880.00 

Trustees  fees  (fixed 
by  statute)  payable 
on  termination  of 

Trust  $662.40 

Miscellaneous  50.00 

— — Trustees  ijees  (fixed 

$712.40  by  agreement)  pay- 

, - — * - able  at  termination 

$1592.40  of  Trust  $375.00 

A small  fee  is  collected  on  the  income  each 
year,  but  it  is  the  identical  amount  in  both 
cases. 

The  above  is  applicable  to  the  distribution 
of  an  estate  created  through  life  insurance ; 
the  distribution  of  that  portion  of  one’s  estate 
created  through  savings  and  investments  is 
comparatively  simple  ‘ in  that  it  can  be  done  in 
one  Way  only,  through  a will.  The  protection 
of  such  an  estate,  however,  is  sometimes  dif- 
ficult and  involves  many  factors.  In  general, 
the  average  man  may  be  said  to  regard  his 
estate  as  being  made  up  of  4 sections,  the  first 
representing  liquid  assets— prime,  marketable, 
and  salable ; second,  the  semi-liquid  assets — 
business  interests,  real  estate,  and  securities 
of  close  corporations ; third,  “speculative” 
holdings — including  real  estate,  stock  and 
bonds  held  for  a rise ; and  fourth,  the  life  value 
asset  or  the  personal  earning  power  of  the  in- 
dividual. All  of  these  various  assets  have  as 
their  natural  center  and  purpose — the  home, 
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the  rock  foundation  upon  which  our  nation 
is  built. 

The  public  at  large  seem  unaware  of  the 
fact  that  the  inheritance  tax  or  death  duty 
exists  as  a very  formidable  tax  which  is  still 
making  progress  in  this  country.  They  fail 
to  realize  that  with  death  the  picture  changes 
to  one  which  involves  their  estate  in  proceed- 
ings with  “Tax  Bureaus  that  are  chronically 
swamped”,  and  in  place  of  the  Utopian  ideal 
they  had  conceived,  a last  analysis  produces 
a result  wholly  foreign  to  their  expectations. 

The  fourth  type  of  asset,  the  life  value  asset 
or  personal  earning  power,  is  entirely  destroy- 
ed by  the  death  of  the  individual,  and  instead 
of  the  estate  of  the  average  man  being  tied 
up  to  the  home,  as  he  had  fully  anticipated, 
it  may  be  pictured  as  being  tied  to  a building 
which  we  will  assume  represents  the  Capitol 
at  Washington  and  the  capitol  of  the  state  of 
domicile,  each  of  which  drops  a line  to  en- 
circle the  entire  estate  with  a first  mortgage 
lien  for  taxes  that  must  be  paid. 

Inheritance  Taxes  have  not  attracted  the 
interest  and  attention  given  to  the  income  tax. 
There  are  7,000,000  income  tax  payers,  where- 
as only  12,000  to  13,000  estates  are  affected 
each  year,  so  far  as  the  federal  government  is 
concerned. 

The  average  American  citizen’s  estate  ac- 
cumulates liabilities  immediately  upon  his 
death.  These  may  be  referred  to  as  the  “Five 
Cash  Obligations”.  They  are:  (1)  State  In- 
heritance Taxes;  (2)  Federal  Estate  Taxes; 
(3)  Accrued  Income  Taxes;  (4)  Adminis- 
tration Expenses;  (5)  Just  Debts. 

A brief  survey  of  just  how  these  “Five  Cash 
Obligations”  affect  estates  is  interesting.  Rec- 
ords taken  from  reliable  sources  show  that 
in  estates  ranging  from  $5000  to  $5,000,000 
shrinkage  is  evident,  but  it  is  significant  that 
the  owners  of  small  estates  portray  very  much 
larger  amounts  of  ready  money  than  the  large 
ones. 

Turning  to  figures  to  substantiate  this  matter 
of  the  shrinkage  of  estates  from  $5000  to  $5,- 
000,000,  it  will  be  observed  that  in  the  estate 
which  involves  $5000  the  percentage  of 
shrinkage  is  37.5,  the  residue  being  62.5.  The 
cash  content  in  the  $5000  estate  is  41.2%  and 
out  of  this  must  be  met  the  following  ex- 


penses: taxes,  1.3%;  administration  expenses, 
16.2% ; and  debts,  19.9%.  In  the  estate 
which  involves  $500,000  the  percentage  of 
shrinkage  constitutes  19%,  the  residue  81%. 
The  casE  content  of  the  $500,000  estate  is  but 
3.8%  from  which  must  be  paid,  for  taxes,  8%  ; 
administration  expenses,  4%;  and  debts,  7%. 
The  estate  of  $5,000,000  fares  much  worse 
than  the  former  two.  The  shrinkage  is  smaller, 
24%,  leaving  a residue  of  76%.  The  cash  con- 
tent in  such  an  estate  is  2.4%  which  must  meet 
16.5%  in  taxes,  3%  in  administration  expenses, 
and  4.5%  in  debts. 

It  is  observed  that  the  item  of  taxes  is,  of 
course,  small  or  insignificant  in  small  estates, 
but  the  principal  item  of  shrinkage  in  the  larger 
estates.  Administration  expenses,  on  the  other 
hand,  are  necessarily  large  in  proportion  to 
the  smaller  estates,  but  a very  small  part  of 
the  shrinkage  of  the  large  estate ; likewise 
debts,  the  last  month’s  bills,  expenses  of  the 
last  illness — comprise  a large  part  of  the  ex- 
penses of  the  small  estate  and  a negligible  part 
of  the  large.  In  many  of  the  smaller  estates, 
the  cash  item  is  large  because  it  constitutes 
perhaps  almost  all  the  estate,  with  the  excep- 
tion of  the  household  furniture  and  a few 
personal  effects. 

Numerous  other  examples  of  shrinkage  in 
estates  of  $2500,  $50,000,  $100,000,  $1,000,- 
000,  and  $10,000,000  could  be  cited  similar 
to  the  above  3 estates.  Again,  as  in  the 

2 later  cases  above,  it  is  noted  that  in  no 
estate  over  $100,000  is  the  cash  left 
sufficient  to  provide  for  any  one  of  the 

3 items  of  shrinkage — administration  expenses, 
debts,  or  taxes — and  that  it  is  utterly  insuffi- 
cient to  liquidate  all  of  them.  It  would  seem 
obvious  to  the  casual  observer  that  more  cash 
should  be  available  to  protect  the  estate  against 
the  shrinkage  which  is  inevitable. 

The  average  man  imagines  that  the  debts, 
administration  expenses  and  taxes  will  take  a 
portion  of  his  liquid  assets,  his  semi-liquid 
assets,  and  his  “speculative  assets  to  meet  pay- 
ment of  these  claims,  but  experience  shows 
that  the  funds  to  meet  these  immediate  cash 
demands  for  inheritance,  federal  taxes,  and 
other  expenses  must  frequently  be  raised  by 
forced  liquidation  and  the  sale  of  the  most 
desirable  securities,  at  a time,  perhaps,  when 
a “bear  market”  exists.  Apropos  of  this  is  an 
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illuminating  statement  from  the  Wall  Street 
Journal.  It  says,  “Estate  Taxes  have  made 
it  dangerous  for  persons  of  wealth  to  die,  ex- 
cept in  a ‘bull  market’  and  unless  a large  part 
of  their  estate  is  in  liquid  form”.  Many  cases 
have  arisen  whereby  this  situation  has  pre- 
vailed. Instead  of  an  equal  sector  of  each  class 
of  assets  of  a man’s  estate  being  removed,  by 
inheritance  taxes,  federal  taxes  and  the  like, 
the  very  heart  of  it  is  extracted.  Taxes  skim 
the  cream  off  a man’s  estate.  They  leave  him 
with  the  best  of  his  liquid  assets,  his  best 
securities — gone. 

As  a solution  to  this  situation,  a plan  may 
be  worked  out  whereby  life  insurance  money 
equal  to  the  taxes  the  estate  must  pay  may  be 
made  available  to  the  executor.  This  plan  will 
enable  the  average  man  to  keep  his  family 
estate  intact.  Instead  of  taxes  eating  the  very 
heart  out  of  the  estate,  the  life  insurance  will 
counterbalance  the  taxes  and  other  expenses. 
In  other  words  death  that  creates  the  liabilities 
at  the  same  time  provides  an  asset — cash- — 
with  which  to  make  payment  of  the  same. 
Elihu  Root  has  made  an  admirable  summation 
of  the  situation.  “I  have  come  to  the  distinct 
conclusion”,  he  has  said,  “that  by  far  the  best 
and  indeed  the  almost  only  practical  way  of 
guarding  against  the  possible  ruinous  loss  of 
a forced  sale  of  securities  for  the  purpose  of 
paying  various  estate  and  inheritance  taxes 
which  are  imposed  nowadays,  both  by  the 
national  and  state  governments,  is  by  means  of 
insurance,  which  for  a moderate  annual  pay- 
ment, will  insure  the  sum  necessary  to  pay  such 
taxes  without  sacrifice  of  the  securities”. 

In  some  instances,  an  estate  created  by  sav- 
ings and  investments  can  be  protected  by  a re- 
arrangement of  investments.  Not  only  is  a 
tax  imposed  by  the  federal  government  and 
the  State  of  New  Jersey,  but  most  states  im- 
pose a tax  on  that  portion  of  a nonresident’s 
estate  located  within  its  borders  or  subject  to 
its  jurisdiction.  Thus  it  is  that  approximately 
SOj?)  of  the  states  impose  a tax  on  stock  of 
a corporation  organized  under  its  laws,  al- 
though the  decedent  is  a resident  of  another 
state  and  the  stock  certificates  are  not  physi- 
cally located  within  the  taxing  state.  If  a cor- 
poration is  corporated  in  more  than  one  state — 
some  railroad  companies  are  incorporated  in 
as  many  as  six — each  of  these  states  may  im- 


pose a tax.  For  example,  the  New  York  Cen- 
tral Railroad  Company  is  incorporated  in  New 
York,  Pennsylvania,  Ohio,  Michigan,  Indiana 
and  Illinois;  waivers  are  required  in  New 
York,  Pennsylvania,  Ohio,  Michigan,  Indiana, 
and  Illinois;  and  there  are  tax  proceedings 
both  federal  and  in  the  states  of  New  Jersey, 
New  York,  Pennsylvania,  Ohio,  Michigan, 
Indiana  and  Illinois.  While  it  is  true  that  all 
states  may  not  assess  a tax,  nevertheless,  the 
expense  to  the  estate  is  sometimes  considerable. 
In  this  connection  let  me  quote  President 
Coolidge'.  “Particularly  is  this  (administra- 
tive) expense  disproportionate  to  a tax  paid 
by  a small  estate  which  has  but  a few  shares 
of  stock.  In  many  cases  the  expense  alone 
may  exceed  the  total  value  of  shares  which  it 
is  sought  to  transfer.”  Numerous  other  ex- 
amples of  the  same  nature  could  be  cited.  Is 
it  not  clear  that  securities  that  may  be  suited 
to  one  man  from  an  inheritance  tax  standpoint 
may  be  entirely  unsuited  to  another  living  in 
an  adjoining  state? 

The  result,  as  can  easily  be  seen,  is  multiple 
taxation  and  has  been  referred  to  by  expert 
tax  men  as  the  quagmire  of  inheritance  tax- 
ation. It  is  certainly  unfair  on  principle  that 
the  same  asset  should  be  taxed  several  times, 
but  such  is  the  irritable  condition  as  it  exists 
today.  The  reason  why  this  situation  exists 
and  promises  to  become  worse  is  because  in- 
heritance taxes  have  not  as  yet  attracted  the 
attention  given  the  income  tax.  The  effect  of 
taxation  may  be  minimized  by  judicious  selec- 
tion of  investment  securities,  in  some  cases 
involving  the  advisability  of  sale  of  securi- 
ties already  held  and  the  reinvestment  of  the 
proceeds  in  a more  suitable  security  from  the 
tax  standpoint. 

That  this  question  of  taxation  requires  our 
deepest  consideration  goes  without  saying.  A 
few  of  the  salient  points  have  been  touched 
upon  in  connection  with  the  above  suggested 
plan,  which  may  prove  helpful.  Each  one  of 
us,  in  the  face  of  present  day  taxation  and  its 
effect  on  estates,  should  give  the  subject  the 
attention  it  deserves  while  we,  the  creators  of 
the  estates,  are  alive.  A feasible  plan  should 
be  worked  out  for  the  protection  of  one’s  es- 
tate and  by  so  doing  safeguard  the  future  hap- 
piness and  prosperity  of  those  who  place  their 
dependance  upon  us. 
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PERIODIC  EXAMINATION  OF  THE 
APPARENTLY  HEALTHY. 


C.  R.  O’Crowley,  M.  D., 

Newark,  N.  J. 

President’s  Address,  Essex  County  Medical  So- 
ciety, October  6,  1925. 

One  year  ago  you  honored  me  by  bestow- 
ing upon  me  the  highest  office  in  your 
power,  and  for  me  to  say  how  highly  I have 
prized  that  distinction  would  be  putting  it 
mildly. 

Increasingly,  year  by  year,  county  socie- 
ties have  considered  and  worked  out  health 
problems  for  the  betterment  of  community 
life,  with  a large  measure  of  success  and 
gratifying  results.  This  society  represents 
organized  medicine  in  Essex  County  and  we 
have  assumed  definite  obligations.  The 
prosperity  and  happiness  of  our  inhabitants 
depends  largely  upon  how  well  we  assume 
the  role  of  Health  Guardian. 

The  paramount  method  of  conserving 
public  health  is  for  this  society  to  work  in  co- 
operation with  other  agencies,  such  as  the 
Antituberculosis  League,  state  and  local 
Health  Departments  and  lay  welfare  units, 
to  disseminate  the  knowledge  of  usefulness 
and  necessity  for  periodic  health  examina- 
tions. Personal  missionary  work  on  the 
part  of  physicians  to  their  patients  will  be 
of  untold  value.  Whether  you  term  it  The 
Care  of  the  Apparently  Healthy,  Commun- 
ity Health  Service,  Preventive  Medicine, 
Individualized  Longevity  Promotion,  Pre- 
clinical  Medicine,  Health  Survey  or  Pe- 
riodic Health  Examination,  the  object  is  the 
same. 

At  the  St.  Louis  meeting  of  the  American 
Medical  Association,  in  1922,  the  House 
of  Delegates  made  it  incumbent  for  the 
members  to  devise  some  means  of  providing 
examinations  for  the  apparently  healthy 
and  a part  of  the  resolution  contained  the 
following:  “That  the  county  medical  so- 
cieties be  encouraged  to  make  public  declar- 
ation that  their  members  are  ready  and  pre- 
pared to  conduct  such  examinations,  it  be- 
ing understood  that  the  indigent  only  shall 
be  examined  free  of  charge  and  that  all  oth- 


ers are  expected  to  pay  for  such  examina- 
tions.” 

Examinations  of  the  apparently  healthy 
have  been  carried  on  for  quite  a few  years. 
We  have  had  healthy  infants  brought  to  the 
different  infant  welfare  units  and  the  older 
children  have  been  examined  upon  entering 
school.  Even  some  universities  and  col- 
leges examine  their  students  upon  entrance. 
Many  industrial  plants  have  their  em- 
ployees examined  when  they  enter  their  em- 
ploy and,  in  some  cases,  at  stated  intervals 
thereafter;  to  the  policy  holders  in  some  in- 
surance companies  a physical  examination 
at  stated  times  is  offered.  In  some  of  the 
large  cities,  a few  dispensaries  have  made 
provision  for  periodic  health  examinations. 

There  is  greater  need  for  men  and  wom- 
en of  50  or  older  to  present  themselves  for 
such  examination  than  those  of  a lesser  age; 
likewise  for  those  engaged  in  occupations 
involving  strenuous  mental  effort,  long 
hours  of  work  each  day,  or  occupations  at- 
tended with  great  financial  risk. 

The  advantages  to  the  working  classes 
are  obvious  from  reading  the  bulletin  of  the 
National  Industrial  Board,  Inc.  Industry 
values  the  health  of  its  workers.  Talk  to  a 
man  who  has  been  in  the  army,  and  he  will 
tell  you  that  at  no  time  of  his  life  was  his 
general  health  more  scrupulously  looked 
after  than  while  in  the  service.  Likewise, 
employers  are  concerned  over  the  well-be- 
ing of  their  employees  to  a degree  where 
the  question  might  well  be  raised  whether 
if,  in  an  up-to-date  industrial  plant,  the 
worker’s  physical  well-being  is  not  often 
better  protected  than  it  is  in  his  home  or 
wherever  he  may  spend  his  leisure  time. 

Much  possible  damage  to  health  and  the 
productive  capacity  of  both  the  individual 
worker  and  the  nation  at  large,  is  obviated 
by  physical  examinations.  Naturally,  not 
all  applicants  for  work  are  in  perfect  health. 
Many  have  minor  ailments  that  can  be  cor- 
rected, but  are  not  known  to  them  until 
they  are  examined  when  asking  for  work. 
This  often  results  in  making  a sound,  100% 
worker  out  of  one  previously  able  only  to 
do  little  or  but  a moderate  amount  of  work, 
to  the  detriment  both  of  himself  and  of 
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productive  power  at  large.  Defective  teeth, 
bad  tonsils,  defective  vision  and  curable 
skin  diseases,  for  instance,  are  cases  in 
point.  Again,  physical  examination  will  un- 
cover some  chronic  defects  which  do  not 
entirely  bar  the  applicant  from  work  but 
require  that  he  be  given  a specific  kind  of 
work  which  he  can  do  with  least  injury  to 
himself.  Arrested  or  cured  tuberculosis, 
varicose  veins,  flatfoot,  high  blood  pressure, 
kidney  and  heart  disease  are  in  this  class. 
Other  defects,  not  always  known  to  the 
worker  himself,  such  as  defective  eyesight, 
defective  hearing, , or  heart  trouble  might 
well  present  danger  to  the  safety  of  other 
workers  and  the  plant  if  the  worker  is 
placed  on  a job  apt  to  place  strain  on  the  or- 
gans involved. 

Physical  examinations,  therefore,  are  an 
insurance  and  protection  to  all  workers  and 
to  the  industrial  establishment  as  a whole. 
As  a result  of  such  examinations,  many  men 
and  women  suffering  from  one  defect  or  an- 
other, who  otherwise  might  not  have  been 
able  to  hold  a job,  or  only  a poorer  job,  are 
enabled  to  hold  good  jobs  where  their  par- 
ticular affliction  does  not  interfere  with  the 
work.  The  survey  of  the  Conference  Board, 
as  far  as  completed,  indicates  increasing 
employment  of  such  “substandard”  work- 
ers, which  is  equivalent  to  a fuller  utiliza- 
tion of  the  available  productive  power  of 
the  nation,  and  means  a livelihood  for  many 
a man  or  woman  who  otherwise  would  be 
dependent  on  others.  Objections  to  physi- 
cal examination  by  employees  and  appli- 
cants for  work  are  practically  nil,  the  board’s 
investigation  indicates. 

In  January  of  this  year,  Dr.  Bertram 
Bryant  of  Bangor,  Maine,  read,  by  invita- 
tion, a very  worthy  paper  upon  the  subject 
of  health  examinations  before  this  society 
and  his  conclusions  were  as  follows  : 

“The  intelligent  class  of  people,  I believe 
are  more  impressed  with  the  value  and  im- 
portance of  this  work  than  the  rank  and 
file  of  physicians  themselves.  They  want 
to  keep  well,  and  prefer,  on  the  whole,  to  be 
taught  how  to  keep  their  organs  in  a 
healthy  condition  than  to  have  them  re- 
juvenated even  by  the  most  scientific  of 
modern  processes. 


Upon  the  general  practitioner  will  fall  the 
necessity  of  doing  the  greater  part  of  this 
work,  and  on  the  whole  he  is  the  man  best 
qualified  by  actual  experience  to  do  it. 

Any  plan  of  examination  to  succeed  must 
be  simple  and  the  one  best  adapted  to  his 
needs  and  equipment. 

He  should  be  given  every  possible  help 
through  clinics  and  postgraduate  courses  to 
fit  himself  to  make  better  and  more  com- 
prehensive physical  examinations  of  all 
who  come  to  his  office. 

He  should  be  assured  of  ample  financial 
compensation  for  his  work. 

This  is  a campaign  of  education  and  to 
succeed  it  needs  the  cooperation  with  the 
physicians  of  all  those  agents  and  organiza- 
tions that  are  working  for  health. 

It  must  of  necessity  be  carried  on  for 
such  a period  of  years  as  will  guarantee  to 
all  who  wish  sufficiently  thorough  physical 
examinations  to  keep  them  at  their  highest 
efficiency,  the  proper  facilities  to  obtain 
them.” 

Organizations  have  been  started,  and 
have  commercialized  in  an  unfortunate 
way,  the  splendid  thought  that  periodic 
health  examinations  are  very  important. 
It  is  our  duty,  through  this  society,  through 
papers  and  editorials  to  annihilate  the  com- 
mercial effort  that  is  being  propagated 
throughout  this  country  in  regard  to  health 
examinations.  The  House  of  Delegates  of 
the  American  Medical  Association  has  al- 
ready taken  a decided  stand  against  the 
broker  or  middle  man  who  sells  medical 
service  to  the  public.  One  of  the  largest 
insurance  companies  has  found  it  profitable 
to  expend  money  for  periodic  examinations 
of  its  policyholders.  The  prolongation  of 
life  by  this  means  has  saved  in  death  losses 
more  than  the  expense  of  the  examination. 
If  the  death  rate  is  reduced,  so  also  must 
be  the  sickness  rate  and  to  a much  greater 
extent. 

This  movement  is  becoming  a national 
one  so  rapidly  that  it  behooves  us  to  put  a 
little  stimulus  to  our  efforts  and  into  an  en- 
deavor to  demonstrate  to  ourselves  the  real 
value  of  these  health  examinations.  I would 
suggest  that  a special  meeting  of  this  so- 
ciety be  called  to  demonstrate  to  members. 
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the  practical  application  of  periodic  physi- 
cal examination,  such  as  was  carried  out  by 
the  Kings  County  Medical  Society  of 
Brooklyn  upon  more  than  90  of  its  mem- 
bers. They  had  all  their  doctors  try  it  first. 
Which  one  of  us  doctors  has  been  examined 
in  the  longest  kind  of  time?  None  of  us. 
We  are  examined  all  right  when  we  are 
sick ; that  is,  we  are  sometimes  examined. 

At  the  conclusion  of  the  examinations  of 
the  doctors  of  the  Kings  County  Medical 
Society  almost  every  deviation  from  normal 
to  be  expected  in  a group  presumably 
healthy  was  encountered,  although  com- 
parisons with  other  series  of  examinations 
by  the  United  States  Public  Health  Service 
and  by  insurance  companies  indicates  that 
the  physicians  rate  better  in  “health’  than 
other  corresponding  age  groups.  Whether 
this  is  due  to  the  infrequency  of  bad  mouth 
conditions  and  constipation  in  the  list  of 
“defects”  found  is  a natural  question.  Con- 
trary to  the  usual  experience,  hypotension 
was  frequent.  Physicians,  knowing  blood 
pressure  apparatus  and  technic,  are  not 
nervous.  If  pressure  is  susceptible  to  varia- 
tion, it  behooves  the  health  examiner  to 
weigh  cause  and  effect  in  order  to  avoid 
wrong  deductions,  which  might  result  in 
useless  if  not  actually  harmful  advice.  Cne 
physician  was  able  to  raise  his  pressure  30 
by  smoking  a cigarette.  That  physicians 
despite  irregular  hours  of  work,  deviation 
from  routine  as  to  meals  and  sleep,  and  le 
systematic  exercise  and  recreation  than  is 
usually  considered  advisable,  rate  so  big 
in  health  would  seem  to  indicate  that,  sub 
consciously  at  least,  physicians  practice 
what  they  preach.  In  summarizing,  the  re- 
port points  out  that  the  physicians  in  Brook 
lyn  are  in  better  general  condition  tl  ai 
other  groups  of  men  in  the  community,  a 
though,  on  the  basis  of  the  group  e 
amined,  one-third  might  well  practice  “gir 
control.”  The  significance  of  such  fin  ing 
as  hypotension  or  poor  muscle  tone  ne 
scientific  investigation.  Methods  of  siz  g 
up  psychologic  soundness  nee  ! to  I " 
veloped.  The  medical  service  requir 
making  health  examinations  reqtvr 
only  time  but  also  discriminating  i g 


to  interpret  rightly  the  significance  of  vari- 
ous minor  findings  in  relation  to  habits  of 
living. 

District  councilors  should  be  instructed 
to  keep  this  subject  in  all  of  its  advanced 
phases  before  the  different  societies  under 
their  jurisdiction.  Health  talks  by  compe- 
tent authorities  should  be  broadcast  over 
the  radio,  as  the  Philadelphia  County  Med- 
ical Society  is  doing  at  the  present  time. 

Your  Committee  on  Periodic  Health  Ex- 
aminations has  done  a vast  amount  of  work 
in  the  past  year  and  they  have  had  excel- 
lent cooperation  with  the  Antituberculosis 
League,  and  I wish  to  thank  them  publicly 
now  on  behalf  of  the  society  with  the  hope 
that  they  will  be  continued  in  office  to  com- 
plete the  fine  work  they  have  started.  This 
committee  is  ready  at  all  times  to  study, 
plan  and  conduct  activities  in  this  work  in 
any  way  that  the  society  may  direct  and 
will  welcome  any  suggestions  from  the 
members. 

The  slogan : “Have  a health  examination 
on  your  birthday”  should  be  ever  in  our 
mind. 

Remember:  He  who  cures  disease  ren- 
ers  a service,  but  he  who  prevents  disease 
enders  a greater  service. 


THE  TREATMENT  OF  ANGIO- 
NEUROTIC EDEMA. 

William  C.  Menninger,  M.  D., 
Topeka,  Kansas. 

i lie  treatment  of  agio, neurotic  edema  de- 
1 to  considerable  extent  upon  the  concep- 
n its  cause.  Within  the  last  5 years,  views 
rding  the  cause  of  this  condition  have 
mged  to  a very  large  extent.  Previous  to 
; time,  it  was  generally  considered  a dis- 
ci the  central  nervous  system  and  classi- 
1 as  a neurologic  affection.  While  it  was 
i ■ .hat  heredity  did  play  a role,  it  occurred 
in  neuropathic  individuals  and  families. 
- i und  associated  with  other  paroxysmal 
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neuroses  such  as  migraine,  urticaria,  certain 
forms  of  asthma,  edematous  purpura  and 
eczema  (Dana1).  It  has  been  thought  that  ex- 
hausting occupations  predisposed  to  it,  and  that 
slight  traumatisms,  fright,  anxiety,  grief,  and 
sudden  exposure  to  cold  were  exciting  causes. 
Crowder  and  Crowder2  state  that  sometimes 
“psychic  influences  seem  to  call  forth  an  at- 
tack. The  great  emotions  of  fear  and  anger 
or  prolonged  and  arduous  mental  application 
have  been  observed  to  precede  the  first  attack”. 
They  also  suggest  the  possibility  of  acquired 
protein  sensitization,  or  anaphylaxis,  as  the 
cause.  The  writer  observed  a case  in  which 
the  patient  made  a close  mental  association  be- 
tween onanism,  which  he  practiced,  and  the 
attacks  of  edema,  which  curiously  enough 
nearly  always  affected  the  genitals.  Strouse3 
states  that  often  the  fundamental  etiologic  fac- 
for  is  clouded  in  mystery,  “at  times  an  as- 
sociated condition  such  as  a disturbance  in  the 
endocrine  system,  a marked  neurotic  disposi- 
tion, an  infection,  or  a metabolic  error  sug- 
gests possible  etiology”. 

According  to  Phillips4,  at  present  “ the  most 
prevalent  opinions  as  to  the  cause  are  that  a 
congenital  hypersensitiveness  (allergy)  or  else 
a tendency  to  become  artificially  sensitized  to 
a foreign  protein  (anaphylaxis)  is  probably  an 
inherited  characteristic  of  the  cytoplasm. 
Angioneurotic  edema  is  generally  considered 
as  only  one  of  its  clinical  demonstrations”. 
Walker5  in  1918  found  3 cases  of  angioneu- 
rotic edema  which  were  appartently  caused  by 
timothy  pollen,  flaxseed,  and  ragweed  pollen, 
respectively.  McCafferty6  reports  a case  which 
gave  positive  intradermal  tests  to  certain  food 
substances  and  negative  to  others.  Turnbull1 
cites  2 cases  in  which  he  believes  the  patients 
were  sensitized  to  chronic  nasal  sinus  infec- 
tions. 

In  summary,  most  recent  work  shows  an- 
gioneurotic edema  to  be  a manifestation  of 
either  congenital  or  acquired  hypersensitive- 
ness to  foreign  protein.  Psychic  influences 
play  a varying  role,  which  in  many  cases  can- 
not be  determined  but  should  never  be  over- 
looked in  a consideration  of  the  etiology  and 
treatment.  Very  probably  there  are  precipitat- 
ing factors  which  have  no  relation  to  the 
fundamental  cause. 


The  treatment  may  be  divided  into  3 cate- 
gories: (l)hygienic,  (2)  sensitization,  and  (3) 
drugs.  In  many  cases,  psychotherapy  may  also 
be  indicated,  for  while  psychic  or  emotional 
influences  may  not  be  the  sole  cause,  there  is 
no  doubt  that  in  certain  cases  they  play  a 
prominent  part  in  the  recurrence  of  attacks. 

(1)  Hygienic  treatment:  Unquestionably 

there  are  many  cases  that  show  marked  im- 
provement under  a careful  living  regime,  in 
which  mental  and  physical  hygiene  are  stressed. 
Regulation  of  sleep,  eating,  elimination,  ex- 
ercise, sex-life,  and  daily  routine  may  be  a 
large  factor  in  securing  relief.  Osier8  believed 
that  the  diet  was  not  as  a rule  important,  al- 
though many  writers  believe  it  is  often  a fac- 
tor which  should  receive  careful  considera- 
tion. There  is  no  set  rule  and,  as  Jelliffe  and 
White9  state,  treatment  regarding  diet  is  pure- 
ly empirical.  One  should  not  eat  any  of  those 
things  which  experience  has  shown  to  be 
hazardous. 

(2)  Sensitization  treatment:  No  detailed 

report  could  be  found  on  desensitization  in 
angioneurotic  edema,  although  the  work  of 
Cook  and  Chandler  in  hypersensitiveness  to 
foreign  proteins  is  well  known.  However,  it 
seems  possible  that  such  treatment  could  be 
effectively  used. 

(3)  Drug  treatment:  Drugs  are  given  for 
two  purposes — symptomatically  and  for  the 
possible  relief  of  the  condition.  Gastro-intes- 
tinal  crises  have  frequently  been  reported  and 
may  require  morphin.  In  laryngeal  edema, 
intubation  should  be  promptly  done.  Free 
elimination  is  advisable,  but  often  produces 
no  effect  on  the  edema. 

A review  of  the  drugs  advocated  indicates 
at  once  that  none  will  insure  relief.  Calcium 
lactate  has  perhaps  been  most  widely  advocat- 
ed, on  the  hypothetic  supposition  that  the 
blood-vessels  need  bracing  up  to  prevent  trans- 
udation through  their  walls,  and  that  the  trans- 
udates are  thought  to  be  conditioned  by  a 
diminution  in  the  calcium  content  of  the 
plasma.  It  was  first  recommended  by 
Wright10,  and  subsequently  tried  out  by 
White11,  with  some  degree  of  success.  Osier8,. 
Dana1,  and  Cassirer12  also  mention  this  drug 
as  of  some  possible  help.  A more  recent  theory 
suggests  that  edema  may  be  due  to  a sodium 


70 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


February,  1926 


retention  which  is  freed  by  the  calcium,  a 
closely  argued  discussion  of  which  is  made  by 
Rockwood  and  Barrier13,  who  have  found  cal- 
cium chlorid  more  effective  in  generalized 
edema  than  the  lactate.  Potassium  salts 
(chlorid  and  carbonate)  have  been  used  by 
many  for  the  treatment  of  generalized  edema, 
the  most  recent  report  of  which  is  made  by 
Gibson  and  Larimer14,  although  their  use  in 
angioneurotic  edema  has  not  been  recorded. 

Adrenalin  is  rather  widely  advocated,  and 
Codd1’  reports  a case  where  after  using  3 
other  drugs,  adrenalin  rapidly  brought  relief. 
MacGowan16  recommends  adrenalin  solution  in 
10  minim  doses  over  3 or  4 hours.  Longcope17 
states  that  a hypodermic  injection  of  0.5  c.c. 
of  1:1000  adrenalin  will  occasionally  relieve 
the  acute  swelling.  Also  strychnin,  ergot,  and 
arsenic,  have  been  suggested  (Dana1,  Jelliffe 
and  White9).  Puseyls  has  noted  satisfactory 
results  after  the  injection  of  pilocarpin.  Oslers 
found  most  success  with  nitroglycerin  or 
nitrate  in  ascending  doses  until  the  effects  were 
felt  (headache  or  flushing).  The  dose  advo- 
cated is  guaged  for  the  individual  and  then 
increased  until  the  effects  are  felt,  then  con- 
tinuing for  periods  of  10  days,  with  intervals 
of  5 days.  Duke  and  Sutton19  found  emetin 
hydrochlorid  in  j/j  gr.  doses  administered 
hypodermically,  once  daily,  for  a period  of  a 
week  or  10  days,  successful  in  bringing  relief 
in  2 exceedingly  persistent  cases  of  the  dis- 
order. 

Horse  serum  is  mentioned  by  Dana1,  and 
Engman  and  McGarry20  found  beneficial  re- 
sults in  6 cases  of  different  skin  diseases  by 
foreign  protein  injection.  Other  drugs  men- 
tioned are  urotropin,  quinin,  mineral  acids, 
morphin,  and  salicylates — all  of  which  seem 
to  be  given  with  little  rationale. 

In  summary,  it  may  be  stated  that  the  treat- 
ment of  angioneurotic  edema  is  a problem, 
with  no  definite  method  available  in  all  cases. 
As  Strouse3  states  the  situation,  “each  patient 
is  an  individual  problem.  It  is  not  practical 
to  put  every  such  patient  through  the  ‘paces’, 
but  often  a carefully  taken  history  and  phy- 
sical examination  will  suggest  a line  of  investi- 
gation to  be  followed.  Focal  infections  should 
lie  eliminated.  Glaring  dietary  indiscretions 
should  be  corrected,  and  further  investigation 


as  suggested  by  the  history  and  physical  exami- 
nation should  then  be  made”.  The  writer 
would  like  to  add  that  sensitization  tests,  drug 
treatment,  and  psychotherapy  should  certainly 
be  given  consideration. 
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THE  ISOLATION  HOSPITAL. 


C.  V.  Craster,  M.  D., 

Health  Officer, 

Newark,  New  Jersey. 

(Address  delivered  at  the  Second  Annual  Meeting 

of  the  Staffs  of  the  Essex  County  Hospital, 
Belleville,  N.  J.,  on  November  12,  1925.) 

The  great  institutions  of  today,  the  univer- 
sities, the  schools  and  hospitals,  the  museums 
and  endowed  colleges,  reflect  very  generally 
the  social  development  of  our  recent  culture, 
education  and  civic  progress.  There  are  some 
institutions,  however,  whose  history  goes  back 
to  quite  remote  ages  of  our  civilization,  to 
times  of  war  and  privation,  and  of  plague  and 
pestilence.  In  this  class  belong  the  contagious 
disease  hospitals  of  this  and  other  countries. 
The  ancient  Lazarettes  of  Europe,  although 
little  more  than  dens  or  stables  where  lepers 
and  the  sick  generally  were  taken  to  die  or 
perhaps  recover  under  the  kindly  but  unskilled 
hands  of  the  old  monks  of  the  order  of  St. 
Lazarus,  were  the  original  forerunners  from 
which  the  isolation  hospitals  of  today  were 
eventually  developed.  The  conditions  in  these 
Lazarettes  became  so  deplorable  that  they  were 
hotbeds  of  disease  and  misery  and  the  hiding- 
places  of  criminals  and  the  hopelessly  crippled 
beggars,  so  that  their  names  became  a by- 
word for  all  that  was  filthy  and  revolting,  a 
name  -of  terror  and  horror  among  the  mass 
of  the  people.  The  Lazzaroni  of  the  Naples 
of  the  Middle  Ages  were  the  ragged  and  half 
starved  beggars  who  lived  around  the  hospital 
of  St.  Lazarus.  So  altogether  filthy  and  un- 
desirable were  these  people  that  they  were  re- 
quired by  the  municipality  to  wear  a distinc- 
tive dress  so  that  the  ordinary  citizen  could 
see  and  avoid  them  in  the  public  concourses. 

Succeeding  the  Lazarettes  were  the  pest 
houses  or  plague  hospitals  of  the  fifteenth  and 
sixteenth  centuries.  During  these  years  the 
frequent  pandemics  of  bubonic  plague  brought 
about  the  erection  of  pest  houses  in  nearly 
every  country  in  Europe.  In  these  crude 
buildings  little  effort  was  made  to  provide  for 
tbe  medical  care  of  patients.  Lood,  shelter 
and  clothing  were  generally  the  maximum  of 
the  attendance  so  provided.  These  places, 
however,  like  the  Lazarettes,  soon  developed 
an  unsavory  reputation,  where  the  mortality 


was  infinitely  greater  than  that  among  the  sick 
who  were  allowed  to  stay  in  their  houses.  Al- 
though in  the  eighteenth  and  nineteenth  centur- 
ies considerable  improvement  took  place  in  the 
treatment  of  isolation  hospitals,  they  suffered 
in  common  with  the  general  hospitals  from 
lack  of  the  simplest  equipment  to  maintain 
cleanliness. 

Isolation  hospitals  as  We  know  them  today 
are  of  comparatively  recent  origin,  although 
St.  Bartholomew’s  in  London,  founded  in  1123- 
1133,  and  St.  Thomas,  in  the  same  city,  found- 
ed in  1547,  were  from  time  to  time  used  for 
the  care  of  contagious  disease.  The  hospitals 
known  to  such  learned  professors  of  the  heal- 
ing art  as  Lister,  Pasteur  and  Virchow  were 
far  from  meeting  the  standard  of  today  and 
indeed  many  were  places  of  real  horror,  where 
hospital  gangrene,  erysipelas  and  septic  wounds 
made  the  wards  reeking  dens  of  infection. 
Hospitals  in  those  days  were  perhaps  worse, 
probably  no  better  than  was  represented  in 
the  living  conditions  of  the  poor  with  regard 
to  the  personnel  who  possibly  manned  such 
hospitals.  A classic  type  of  such  was  portrayed 
by  Charles  Dickens  in  his  description  of  Mrs. 
Sarah  Gamp,  nurse  and  midwife  in  the  Lon- 
don of  1840.  He  said  : “She  was  a fat  old  lady, 
this  Mrs.  Gamp,  with  a husky  voice  and  a moist 
eye  which  she  had  the  remarkable  power  of 
turning  up  and  showing  the  white  of,  having 
very  little  neck  which  caused  her  some  trouble 
to  look  over  herself  at  those  to  whom  she  talk- 
ed. She  wore  a very  rusty,  black  gown  often 
the  worse  for  snuff,  and  a shawl  and  bonnet 
to  correspond.  The  face  of  Mrs.  Gamp,  the 
nose  in  particular,  was  somewhat  red  and  swol- 
len and  it  was  difficult  to  be  in  her  society 
without  becoming  conscious  of  the  smell  of 
spirits.  Like  most  persons  who  have  attained 
to  great  eminence  in  their  profession,  she  took 
to  hers  very  kindly,  so  much  so,  that  setting 
aside  her  natural  predilection  as  a woman  she 
went  to  a lying-in  or  a laying-out  with  equal 
zest  and  relish  ”. 

We  lack  a description  of  the  type  of  hospi- 
tal attendants  of  those  early  days,  but  we  may 
well  assume  that  their  attitude  and  demeanor 
were  somewhat  similar,  except  in  those  hospi- 
tals which  were  staffed  by  the  nuns  and  sisters 
of  the  religious  orders. 

The  mortality  in  these  early  hospitals  was 
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terrible  and  it  is  stated  by  Tennon  that  in  the 
Hotel  Dieu  of  Paris  in  the  eighteenth  century 
the  mortality  amounted  to  22%  of  the  patients. 
Overcrowding  and  congestion  of  the  wards 
were  common  in  nearly  every  hospital  of  that 
date,  a condition  much  aggravated  by  defective 
sewerage  and  a total  lack  of  modern  ideas  of 
cleanliness.  Mr.  James  Simpson,  writing  in 
his  paper  on  hospitalism,  gave  the  following 
mortality  of  various  hospitals  in  England  as 
regards  amputations  : St.  Bartholomew’s,  36%  ; 
Eondon  Hospital,  47%;  Guy’s,  38%;  St. 
George’s,  38%  ; 9 London  hospitals,  41% ; 
Royal  Infirmary,  Edinburgh,  43%  ; and  Royal 
Infirmary,  Glasgow,  39%>.  A reflection  upon 
the  conditions  in  the  hospitals  at  that  time  was 
well  conveyed  in  the  statistics  available  in  the 
amputations  in  private  practice  which  gave  a 
rate  of  only  10%.  The  mortality  in  the  hos- 
pitals at  Scutari,  over  which  Florence  Night- 
ingale first  stirred  up  public  resentment,  show- 
ed the  mortality  amongst  the  wounded  aver- 
aged between  40  and  50%.  The  conditions,  of 
course,  were  war-time  conditions,  and  supplies, 
blankets  and  shelter  were  deficient  or  of  the 
crudest  type. 

High  mortality  in  these  hospitals  was  usual 
but  was  the  result  of  overcrowding  as  well  as  of 
the  presence  of  contagious  diseases  which  were 
handled  in  the  same  institutions.  It  is  on 
record  that  in  the  Hotel  Dieu,  Paris,  it  was 
not  unusual  to  see  2 or  3 small-pox  patients 
or  several  surgical  cases  or  at  times  even  4 
parturient  women  lying  in  one  bed.  It  was 
noted  by  Dr.  B.  W.  Richardson  that  among 
the  Jews  there  was  a very  unusual  freedom 
from  epidemic  and  other  diseases  and  it  was 
his  opinion  that  the  rules  with  regard  to  cleans- 
ing required  by  the  Mosaic  Law  appeared  to 
be  the  real  cause  for  this  immunity.  Instruc- 
tive instances  of  what  made  for  the  heavy  mor- 
tality in  these  early  hospitals  are  given  in  a 
report  by  Dr.  W.  Cadge,  Surgeon  of  the  Nor- 
wich Infirmary,  England.  In  this  institution 
patients  had  long  been  afflicted  excessively 
with  such  conditions  as  erysipelas,  pyemia,  hos- 
pital gangrene,  and  so  rampant  were  these  dis- 
eases in  the  wards  that  it  was  supposed  that 
the  old  building  with  its  structural  defects  was 
responsible.  Finally,  plans  were  made  to  re- 
move the  old  building  and  rebuild  at  the  same 
spot.  Before,  however,  this  reconstruction 


could  be  carried  out  a new  hospital  matron 
was  appointed.  As  a result  of  her  activities 
complete  changes  in  the  condition  of  the  pa- 
tients in  the  hospital  were  effected.  As  a re- 
sult of  unceasing  attention  to  every  detail  of 
cleanliness  not  only  of  the  building,  wards, 
clothing  and  bedding,  but  of  the  persons  con- 
cerned, the  result  was  remarkable.  There  was 
an  immediate  decline  in  the  complications  of 
surgical  and  medical  treatment  and  there  was 
no  return  to  such  conditions  as  previously 
existed. 

With  the  virtual  cleansing  of  the  hospitals, 
as  a result  of  the  knowledge  gained  by  the 
work  of  Lister  and  Pasteur,  these  institutions 
soon  became  models  of  cleanliness  and  effec- 
tive sanitation.  With  improvement  in  hospi- 
tal methods  there  has  been  a corresponding 
change  in  our  attitude  with  regard  to  contagion. 
We  have  seen  the  miasms  and  occult  influences 
flee  before  the  advance  of  cleanliness,  pure 
air  and  sunlight.  Soap  and  water,  carbolic 
acid  and  the  free  winds  of  heaven  have  laid 
the  bogey  of  the  infected  room  wherein  the 
patient  sick  of  a contagion  has  been  nursed. 
The  spectre  of  infected  air  around  the  con- 
tagion patient  has  been  exorcised  and  we  re- 
gard as  possible  only  droplet  infection  during 
lespiratory  diseases.  The  focus  of  infection 
in  all  cases  of  contagion  is  now  recognized  as 
existing  only  in  the  patient  himself.  Proper 
methods  of  personal  asepsis  by  the  attendant 
will  minimize  to  a certainty  any  chance  of  in- 
fection being  carried  further  than  the  direct 
vicinity  of  the  patient.  We  have  come  now 
to  recognize  that  if  in  all  cases  of  epidemic 
disease  continuous  disinfection  is  carried  out, 
by  that  meaning  the  destruction  of  all  infected 
discharges  from  the  patient  during  the  progress 
of  the  illness,  there  is  little  chance  of  infection 
remaining  about  the  patient  and  his  surround- 
ings after  recovery. 

With  this  widening  of  our  knowledge  of  in- 
fection there  has  been  a corresponding  human- 
izing of  the  methods  and  attitudes  of  those  in 
charge  of  isolation  hospitals  and  their  admin- 
istration, a change  which  has  nowhere  been 
more  brilliantly  exemplified  than  in  the  ad- 
ministration of  this  hospital  after  the  arrival 
of  the  present  superintendent.  Who  does  not 
remember  the  terrifying  methods  of  arraying 
the  timid  visitor  to  such  a hospital  as  this — 


February.  1926 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


73 


the  long  gown,  the  shrouded  heads  and  above 
all  the  towelled  feet.  It  was  difficult  at  such 
times  to  distinguish  the  visitor  from  the  pa- 
tient with  the  ice  cap  and  hot  pack. 

Health  officers  who  have  witnessed  these 
changes  have  also  observed  a changing  atti- 
tude in  the  public  mind  toward  hospitals  for 
contagion.  The  old  horror  has  given  way  to 
reluctant  admiration  for  efficient  and  willing 
service  by  doctors  and  nurses.  The  cheerful 
faces  of  the  receiving  staff  have  themselves 
carried  a message  of  hope  and  friendliness  to 
the  parents,  at  times  reluctant  to  give  up  a 
loved  one.  In  the  congested  city  street  and  in 
the  dark  and  evil  smelling  tenement  the  hos- 
pital ambulance  must  at  times  appear  as  an 
interfering  official  agency  and  yet  at  the  back 
of  all  this  is  service  for  humanity’s  sake.  “In 
the  home  of  the  rich”,  says  Robert  Hunter, 
“a  child  lies  burning  up  with  fever.  All  are 
watchful  and  awake  the  whole  night  through. 
Doctors,  nurses,  servants,  with  a thousand  ap- 
pliances, make  every  effort  to  ease  and  com- 
fort the  little  life.  In  the  big  tenement  a light 
burns  all  night,  and  a tired  workman  watches 
every  movement  and  listens  for  every  breath 
of  his  hot,  restless  little  one.  At  dawn  he  goes 
to  his  work.  He  kisses  the  feverish  lips,  it 
may  be  for  the  last  time,  he  knows  not,  and  all 
day  long  his  heart  is  heavy  and  anxious.  In 
the  filthy  hovel  a drunken  woman  becomes 
sober  and  her  flushed  face  white  when  the  doc- 
tor shakes  his  head  over  the  starved  baby  in 
the  bundle  of  rags.  These  are  but  three  homes. 
Imagine  a quarter  of  a million!”  Sickness,  as 
Emerson  says,  “eats  up  all  the  life  and 
youth  it  can  lay  hold  of”,  comes  with  its  mes- 
sage of  pain  and  hardship  to  every  home,  and 
for  every  one  visit  to  the  mansion  it  comes 
twice  to  the  tenement  and  thrice  to  the  hovel”. 
To  the  overworked  mother  of  a large  family, 
to  the  parents  who  have  to  toil  early  and  late 
to  make  a living,  when  contagion  strikes  the 
family,  the  clanging  bell  of  the  hospital  am- 
bulance cannot  but  spell  both  relief  and  hope 
when  once  the  bonds  of  affection  can  be  re- 
conciled to  a temporary  separation.  “By  their 
works  shall  ye  know  them”,  and  it  is  pleasant 
to  be  able  to  say  here  that  at  no  time  in  the 
past  has  it  been  so  easy  to  convince  parents 
in  this  country  that  the  isolation  hospital 
stands  for  kind  and  humane  treatment  for  the 


little  patients  and  for  efficient  and  up-to-date 
methods  of  treating  the  disease  itself.  The 
care  taken  in  remedying  the  most  obvious  de- 
fects of  patients  before  discharge  has  been  a 
thoroughly  appreciated  service  to  the  cities 
from  which  the  patients  come,  and  the  follow- 
up work  of  the  hospital  nurses  is  an  excellent 
feature  of  social  contact  which  will  do  much 
to  impress  upon  parents  the  necessity  of  med- 
ical care  and  after-treatment  in  children  who 
have  suffered  from  the  crippling  attack  of  one 
of  the  major  infections. 

The  service  extended  by  the  Essex  County 
Isolation  Hospital  to  the  county  is  truly  a val- 
uable social  activity  and  the  health  officers  are 
greatful  for  the  Whole-hearted  cooperation  of 
the  superintendent  and  his  staff. 

Requirements  of  a Modern  Isolation  Hospital. 

How  does  the  Isolation  Hospital  meet  the 
ideas  of  the  Health  Officer,  suppose  he  were 
asked  to  score  such  an  institution.  His  card 
would  probably  seek  the  following  informa- 
tion : 

1.  Is  the  isolation  hospital  located  con- 
viently  to  large  centers  of  population? 

2.  Has  it  sufficient  accommodations  for  all 
cases  of  infectious  disease  liable  to  demand  its 
service  ? 

3.  Are  all  cases  held  during  the  quarantine 
period  and  not  discharged  till  free  from  all 
possible  contagion  ? 

4.  Has  it  an  up-to-date  and  efficient  staff 
and  equipment  for  all  needs? 

5.  Has  the  superintendent  freedom  of  ac- 
tion to  institute  suitable  systems? 

6.  Is  there  a representative  consulting  staff 
for  emergency  operations? 

7.  Are  defects  in  patients  taken  care  of 
during  stay  in  hospital? 

8.  Is  there  a good  follow-up  nursing  sys- 
tem to  the  patients’  homes? 

9.  Are  cross  infections  low  in  the  average? 

10.  Is  there  an  efficient  ambulance  service 
to  reach  all  communities? 

11.  Are  the  laboratory  facilities  sufficient 
for  all  diagnostic  and  clinical  purposes? 

12.  Is  there  ample  and  sufficient  interne 
and  nursing  services? 

Were  the  Essex  County  Isolation  Hospital 
being  surveyed,  to  all  of  these  I think  our 
health  officer  could  give  an  affirmative  mark 
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but  if  he  came  forth  from  Essex  County  he 
would  be  like  Oliver  Twist,  “always  asking 
for  more”,  and  in  this  case  it  would  be  for 
beds  and  more  beds.  May  it  be  more  than  a 
pious  hope  that  more  accommodation  will  be 
provided  in  the  near  future  so  that  the  hos- 
pital can  throw  its  doors  open  to  every  kind  of 
contagion  requiring  skilled  institutional  care. 

As  “Health  Men”,  we  can  say  that  not  only 
are  there  sufficient  beds  for  scarlet  fever,  diph- 
theria, poliomyelitis,  meningitis  and  small-pox 
in  the  county,  but  that  all  the  others  in- 
cluding measles,  whooping  cough,  typhoid 
fever  and  venereal  diseases  will  be  similarly 
taken  care  of.  We  can,  I think,  echo  the  spir- 
itual appeal  so  ably  expressed  by  Dickens, 
“that  even  poor  laws  may  have  mercy  on  the 
weak,  the  aged,  and  unfortunate ; that  schools 
on  the  broad  principles  of  Christianity  are  the 
best  adornment  for  the  length  and  breadth  of 
this  civilized  land,  that  prison  doors  should  be 
barred  on  the  outside  no  less  heavily  and  care- 
fully than  they  are  barred  from  within,  that 
the  universal  diffusion  of  common  means  of 
decency  and  health  is  as  much  the  right  of  the 
poorest  of  the  poor  as  it  is  indispensable  to  the 
safety  of  the  rich  and  the  state”. 


PSYCHOLOGIC  EXAMINING  AS  AP- 
PLIED TO  THE  FEEBLEMINDED. 


Dorothy  M.  Bassett, 

Psychologist  State  Institution  for  Feebleminded, 

Vineland,  N.  J. 

(Presented  before  the  Cape  May  County  Medical 
Society,  October  20,  1925.) 

The  recognition  accorded  mental  testing 
at  the  present  day  is  a tribute  to  the  years 
of  labor  which  have  been  necessary  to  pro- 
duce this  result.  Even  a brief  review  of 
those  beginnings  would  require  more  time 
than  we  can  spend  today.  Before  demon- 
strating the  intelligence  tests,  however,  I 
want  to  mention  a few  steps  that  led  up  to 
modern  thought  and  accomplishment  in 
this  field. 

Ancient  history  furnishes  us  little  in- 
formation regarding  the  mental  defective. 
In  early  Greece  and  Rome  undesirable 


children  were  left  to  die  from  exposure. 
Only  those  were  abandoned  whose  physical 
defects  were  obvious.  The  great  mass  of 
feebleminded,  sound  in  body,  escaped.  In 
the  Medieval  Period  the  influence  of  Chris- 
tianity brought  about  a decided  change 
of  attitude  toward  these  unfortunates. 
They  were  shown  pity  and  sympathy,  and 
those  who  were  unsound  in  mind  or  body 
were  cared  for  in  asylums  supported  by 
the  Church. 

The  Renaissance  is  sometimes  called  the 
period  of  “whips  and  chains”.  Protestant- 
ism laid  stress  on  the’individual  and  his  own 
responsibility  for  his  deeds  and  misdeeds, 
and  so  the  insane  were  often  cast  into  pris- 
ons or  dungeons  where  they  were  expected 
to  reform. 

During  the  industrial  revolution  of  the 
eighteenth  century  child  labor  was  much 
in  demand  and  we  are  told  of  an  interest- 
ing custom  which  existed  in  England  at  that 
time.  Pauper  children  were  bound  out  to 
mill  owners,  and  we  find  a record  which 
says  that  “the  parish  authorities,  in  order 
to  get  rid  of  imbeciles,  often  bargained 
that  the  mill  owners  take  1 idiot  with  every 
20  children.  What  became  of  the  idiots 
is  not  known  but  in  most  cases  they  did 
not  last  long  and  mysteriously  disappeared.” 

The  growth  of  modern  thought  was  slow 
and  it  was  some  time  before  the  interest 
accorded  the  insane  and  feebleminded  be- 
came really  scientific  in  nature.  In  1797  an 
idiot  boy  was  found  in  the  woods  of  Aveyron 
in  France.  He  is  known  as  the  Savage  of 
Aveyron,  for  he  was  not  at  that  time 
thought  to  be  feebleminded,  but  only 
backward,  because  deprived  of  the  advan- 
tages of  civilization.  He  was  taken  to  Paris 
and  there  Itard  became  interested  in  him. 
At  that  time  Itard  was  connected  with  the 
National  Institution  for  the  Deaf  and  Dumb, 
and  was  studying  in  the  hopes  of  finding 
some  cure  for  deaf-mutism.  Itard  believed 
that  Victor,  as  he  named  the  boy,  could  be 
restored  to  normality  and  worked  for  years 
with  this  idea  in  view.  When  he  found  that 
Victor’s  mentality  and  mutism  were  in- 
curable he  threw  up  his  work  in  dispair, 
failing  to  realize  that  he  had  rendered  this 
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boy  less  burdensome  to  society.  This  was 
the  first  scientific  attempt  to  educate  a 
feebleminded  child. 

Itard’s  successor  was  Seguin,  who  began 
the  training  of  a few  feebleminded  children 
in  1837.  In  1848  he  came  to  this  country, 
where  he  remained  until  his  death.  He  was 
instrumental  in  establishing  schools  for  the 
feebleminded  and  his  contributions  toward 
their  training  are  notable.  The  form  board 
used  in  this  training  we  shall  mention  later. 

So  far,  we  have  spoken  only  of  the  treat- 
ment and  education  of  defectives.  Itard’s 
attempts  to  educate  Victor  show  that  a pro- 
found scientific  interest  in  mental  defect 
already  existed.  Attempts  to  measure  this 
defect  had  been  made,  but  without  satis- 
factory results.  One  of  the  earliest  efforts 
to  account  for  mental  traits  is  found  in 
phrenology  in  the  eighteenth  century.  This 
failed  because  it  rested  on  an  unsatisfactory 
method  of  proof.  It  has  been  found  that 
the  shape  and  contour  of  the  skull  have 
very  little  to  do  with  the  brain.  The  bumps 
noted  by  the  phrenologist  are  simply  bone 
thicknesses.  PhysiogOmy  was  studied  as 
early  as  1772.  Of  its  present  day  devotees 
the  best  known  is  Dr.  Blackford,  of  New 
York,  who  has  become  famous  for  her  anal- 
yses of  character  by  means  of  her  observa- 
tion of  the  features  of  the  individual.  While 
character  and  intellect  may  express  them- 
selves in  many  ways,  there  is  no  evidence 
that  physiognomy  is  scientific.  The  weight 
of  the  brain  has  been  found  to  bear  some 
relation  to  intelligence  but  this  measure  is 
not  specific  enough  for  a satisfactory  diag- 
nosis of  individual  differences. 

The  first  measures  attempted  by  psychol- 
ogists were  in  the  field  of  the  sensations. 
The  sensitivity  of  the  skin  was  tested  and  a 
variation  in  different  persons  found,  but 
this  variation  bore  no  relation  to  intelli- 
gence. The  time  between  a stimulus  and 
the  response  to  that  stimulus  was  next 
tested,  then  the  span  of  attention,  memory, 
and  association.  Each  failed  in  itself  be- 
cause of  the  inability  of  investigators  to  see 
that  a number  of  factors  enter  into  intelli- 
gence. There  is  no  one  measuring  rod,  but 
several.  As  Porteus  has  said,  “There  is  no 
master  key  to  the  mind,  no  simple  mental 


activity  which,  if  it  could  be  measured, 
would  give  us  a reliable  index  to  the  intelli- 
gence as  a whole.  Intelligence  testing  must 
be  concerned  with  a wide  range  of  abilities. 

We  shall  not  dwell  at  length  on  the  work 
of  the  various  psychologists  who  were  pio- 
neers in  the  modern  movement  of  mental 
testing.  To  the  German  school  we  are  in- 
debted for  their  emphasis  on  the  experi- 
mental method  and  their  interest  in  individ- 
ual differences.  In  the  French  school  one 
name  stands  out  above  all  others  and  to  his 
work  I would  call  your  attention  today  be- 
cause my  first  demonstration  will  be  a dem- 
onstration of  his  test,  which,  after  all,  is  the 
test  that  leads  others  as  a satisfactory  meas- 
ure of  intelligence  at  the  present  time. 
Binet  was  not  a psychologist  at  first.  He 
studied  law,  then  medicine,  and  finally  be- 
came interested  in  experimental  psychology. 
It  will  be  of  interest  to  remember  that 
Binet  was  a man  of  many  talents.  His  fa- 
ther was  a physician  and  his  mother  an  art- 
ist. It  is  said  that  he  could  have  been  dis- 
tinguished in  any  one  of  several  lines  but 
he  chose  psychology.  In  most  of  his  work 
he  collaborated  with  some  one  of  his  pu- 
pils. Although  his  contribution  was  far 
greater  than  that  of  his  collaborator  he  was 
most  generous  in  his  attitude,  exacting  little 
credit  for  himself.  In  fact,  he  seemed  to 
forget  himself.  He  disliked  to  appear  in 
public  and  it  is  said  he  could  never  be  per- 
suaded to  attend  a convention  of  psycholo- 
gists. 

In  his  work  he  was  original,  unprejudiced, 
frank,  open-minded  and  always  keen  for  the 
discovery  of  new  facts.  In  October,  1904, 
a commission  was  appointed  for  the  purpose 
of  organizing  special  classes  in  the  public 
schools  in  Paris.  Nothing  was  said  as  to 
the  method  of  selecting  children  for  these 
classes.  This  was  natural  since  no  one 
knew  exactly  how  it  could  be  done.  Binet’s 
election  as  a member  of  this  Commission 
was  fortunate,  since  Binet  had  been  experi- 
menting in  the  public  schools  and  knew 
more  than  anyone  else  concerning  the  psy- 
chology of  the  normal  child.  He  had  also 
published  a volume  on  the  subject  as  the 
result  of  studies  and  observations  of  his  two 
daughters.  In  his  work  with  public  school 
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children  he  had  used  head  measurements, 
height,  weight,  tests  of  memory,  sense  per- 
ception, attention,  etc.,  with  the  purpose  of 
finding  some  indications  for  measuring  in- 
telligence. In  selecting  children  for  the 
special  classes  he  realized  that  his  problems 
were  great.  He  was  convinced,  as  he  said, 
that  “it  can  never  be  a mark  of  distinction 
to  have  passed  through  a special  class”.  He 
demanded  first  of  all  that  wre  “come  to  an 
understanding  of  what  is  meant  by  the  word 
‘intelligence’  ”.  “It  seems  to  us”,  says 
Binet,  “that  in  intelligence  there  is  a funda- 
mental faculty,  the  alteration  or  the  lack 
of  which  is  of  the  utmost  importance  for 
practical  life.  This  faculty  is  judgment, 
otherwise  called  good  sense,  practical  sense, 
initiative,  the  faculty  of  adapting  one’s  self 
to  circumstances”.  And  later — “As  a result 
of  all  this  investigation,  in  the  scale  which 
we  present  we  accord  the  first  place  to  judg- 
ment ; that  which  is  of  importance  to  us  is 
not  certain  errors  which  the  subject  com- 
mits, but  absurd  errors,  which  prove  that 
he  lacks  judgment”. 

It  is  well  for  us  to  remember  that  the  evo- 
lution of  the  mental  test  at  the  hands  of 
Binet  wras  a long  process.  We  are  some- 
times wont  to  forget  the  slow  steps  by  which 
it  grew.  His  attempts  to  find  a measure  of 
intelligence  by  means  of  head  measure- 
ments, etc.,  show  his  early  adherence  to  con- 
temporary thought.  What  he  was  able  to 
achieve  was  secured  through  slow,  pains- 
taking effort.  Writing  of  Binet’s  work, 
Goddard  says,  “With  the  advent  of  experi- 
mental methods  in  psychology,  the  meas- 
uring of  intelligence  became  a possibility, 
but  the  possibility  did  not  become  a reality 
for  many  years,  principally  because  the  psy- 
chologic experiments  were  carried  on  with 
adults,  where  the  problems  of  intelligence 
were  enormously  complicated.  It  was  the 
genius  of  Alfred  Binet  that  conceived  the 
idea  of  measuring  the  intelligence  of  chil- 
dren during  those  years  when  the  mental 
processes  are  comparatively  simple  and 
easily  determined.” 

In  making  their  scale  Binet  and  Simon 
were  indebted  to  Blin,  who  formulated  a 
rough  scale  in  1902.  Blin  was  criticized  for 
his  random  selection  of  tests  and  for  his 


subjective  method  of  scoring.  In  stating 
the  requirements  for  a suitable  test,  Binet 
says  that  it  should  be  “a  short,  direct  ques- 
tion of  everyday  life,  gradually  increasing- 
in  difficulty  as  the  child  increases  in  age.” 
Let  us  take,  for  example,  the  drawing  of 
the  square  : experiment  showed  Binet  that 
this  ability  was  absent  at  the  age  of  2,  slight 
at  3,  better  at  4,  and  perfect  at  5.  He  there- 
fore assigned  this  test  to  year  V.  In  the 
Terman  revision  this  test  appears  in  year 
IV.  As  another  example  let  us  consider  the 
immediate  memory  for  words  containing  an 
idea.  In  year  III,  test  5,  we  find  a short 
sentence  ; in  year  IV,  alternate,  5 more  syl- 
lables are  added ; year  VI,  test  5,  contains 
still  longer  sentences,  and  year  X the  long- 
est of  all.  The  memory  for  digits  (con- 
taining of  course  no  idea)  makes  a similar 
series  of  increasing  difficulty.  The  picture 
test  appears  first  in  year  III.  The  child  of 
that  age  is  able  to  name  several  objects.  At 
the  age  of  VII  his  response  is  in  terms  of 
action  ; he  will  note  what  is  being  done.  At 
the  age  of  XII  he  will  interpret,  that  is, 
give  reasons  for  or  explain  the  action  which 
he  sees.  The  placing  of  these  tests  at  these 
particular  levels  only  serves  to  show  what 
careful  study  was  given  to  the  selection  and 
placing  of  every  test  used  in  the  scale.  With 
his  pupil,  Simon,  to  record  the  responses  of 
the  child  he  worked  with  the  normal  chil- 
dren in  the  public  schools  of  Paris,  con- 
stantly rejecting  old  tests  and  adopting  new 
ones  as  he  discovered  their  fitness  or  unfit- 
ness for  his  scale.  In  standardizing  his 
scale  Binet  used  the  children  of  the  middle 
class  in  Paris.  He  took  only  those  who 
were  following  the  right  grade  for  their 
years  and  who  were  neither  especially  bril- 
liant nor  especially  dull. 

Binet’s  first  scale  appeared  in  1905  and 
consisted  of  a group  of  tests  of  increasing 
difficulty  but  not  grouped  according  to  men- 
tal age.  He  revised  this  scale  in  1908  and 
again  in  1911.  In  the  1908  scale  the  idea  of 
mental  age  was  first  suggested.  It  was 
Goddard  who  first  introduced  the  Binet 
tests  in  America.  In  1906  he  had  been  ap- 
pointed as  Director  of  Psychologic  Research 
at  the  Training  School  in  Vineland.  Of  the 
1908  revision  he  wrote  thus  : “When  I read 
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Binet’s  ‘Measuring  Scale’  I rejected  it  as  too 
formal  and  exact.  I thought  ‘mind’  could 
not  be  measured  in  that  way.  A second 
thought  showed  me  that  my  impression  or 
feeling  was  of  no  value  compared  to  the 
serious  declaration  of  a man  like  Binet.  I 
accordingly  set  about  trying  out  the  scale 
cm  our  children.  The  more  I used  it  the 
more  amazed  I was  at  its  accuracy”. 

In  1908  Goddard  began  to  use  the  scale  in 
Vineland.  He  doubted  whether  all  the  tests 
were  rightly  placed  for  American  children, 
so  he  took  the  next  logical  step  in  his  stand- 
ardization of  the  scale  on  2000  school  chil- 
dren. This  standardization  was  published 
in  1910  and  was  based  on  Binet’s  1908  scale. 
In  1911  he  published  a revised  scale,  to  which 
the  name  ‘‘Goddard  Revision”  has  been 
given. 

Another  worker  with  the  Binet  scale  was 
Kuhlmann,  who  in  1911  published  a revision 
of  the  1908  scale.  Goddard  and  Kuhlmann 
made  the  test  known  to  clinical  psycholo- 
gists, but  it  remained  for  Terman  to  make 
it  known  to  every  school  system  in  the 
country.  His  revision,  called  the  Stanford 
Revision,  was  completed  in  1915.  It  has  be- 
come virtually  the  standard  form  of  the 
Binet  test  used  in  this  country.  One  im- 
portant contribution  made  by  Terman  is  the 
adoption  of  the  Intelligence  Quotient  sug- 
gested by  Stern.  This  Intelligence  Quotient 
expresses  the  relation  between  mental  age 
and  physical  age,  and  is  obtained  by  divid- 
ing the  former  by  the  latter.  Thus,  if  a per- 
son has  a mental  age  of  four  years  and  a 
physical  age  of  eight  years,  he  will  have  an 
IQ — Intelligence  Quotient — of  4/8  or  50% 
of  normal  intelligence,  and  will  be  classified 
as  a moron. 

For  quick  reference  I have  placed  on  the 
chart  the  classification  of  the  feebleminded 
by  Mental  Age  and  by  IQ’s.  When  a sub- 
ject has  reached  maturity  we  can  classify 
him  by  mental  age  alone.  Younger  sub- 
jects must  be  classified  by  the  IQ.  This 
classification  follows  that  suggested  by  Dr. 
Francis  N.  Maxfield.  In  computing  the  IQ 
for  subjects  over  13.5  years  of  age  we  di- 
vide the  mental  age  by  13.5 — as  13.5  repre- 
sents the  line  of  demarkation  between  nor- 
mality and  subnormality.  Terman  consid- 


ered 16  normal,  but  our  recent  experience 
in  examining  army  recruits  showed  us  that 
16  was  too  high. 

Right  here  I want  to  remind  you  that  the 
feebleminded  child  who  has  a test  score  of 
VIII  has  not  the  mind  of  a normal  child  of 
8 years.  Though  he  has  accumulated  a score 
mathematically  equivalent  to  the  score  of  a 
normal  8 year  old,  we  should  soon  see,  by 
analysis  of  his  credits  gained,  a difference  in 
his  mental  status.  He  may  be  able  to  do 
some  things  that  a normal  child  of  9,  10  or 
11  can  do  and  yet  fail  to  accomplish  some 
of  the  tasks  which  are  easily  possible  to  a 
normal  child  of  6 or  7.  As  someone  has 
aptly  put  it,  the  feebleminded  child  with 
a mental  age  of  8 resembles  a normal 
child  of  8 as  a “caricature  resembles  the 
original” — “as  much”,  Binet  says,  “as  an  in- 
firm subject  can  a healthy  one,  as  much  as 
an  ungraceful  and  bizarre  creature  can  re- 
semble one  that  is  all  charm  and  grace”. 

In  examining  children  of  the  lower  men- 
tal levels  we  use  the  Kuhlmann  Revision 
and  the  Terman  Revision  for  the  mental 
levels  of  three  and  above,  for  the  reason 
that  Terman  completed  a standardization  of 
only  those  tests  of  three  and  over,  while 
Kuhlmann  made  a thorough  study  of  chil- 
dren under  three  years.  Some  tests  for 
these  lower  levels  were  proposed  by  Binet 
in  the  1905  scale,  but  they  were  few  in 
number  and  unstandardized. 

Soon  after  the  introduction  of  the  Binet 
test  into  this  country  it  began  to  be  criti- 
cized. It  was  thought  to- require  too  high  a 
deg'ree  of  language  ability,  to  favor  the  glib 
tongued,  and  to  be  of  decided  advantage  to 
the  foreign  born  or  illiterate  child.  This 
criticism  has  continued  to  some  extent  and 
has  led  to  the  introduction  of  the  form 
board  and  other  performance  tests  which 
are  used  as  supplementary  tests  in  psycho- 
logic examining.  As  we  have  seen,  Seguin 
devised  a form  board  for  the  training  of 
feebleminded  children.  This  was  suggested 
by  a simple  form  board  used  by  Itard.  We 
are  told  that  in  training  the  Savage  of  Ave- 
yron  to  recognize  colors  and  forms,  “Itard 
obtained  a board  2 ft.  square  and  pasted 
upon  it  3 pieces  of  paper  of  very  distinct 
outline  and  very  decided  colors — a red  cir- 
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cle,  a black  square,  and  a blue  triangle.  He 
then  also  cut  3 pieces  of  pasteboard  corres- 
ponding in  size,  shape  and  color  to  the  fig- 
ures on  the  board.  The  3 pasteboard  pieces 
were  then  hung  over  the  paper  figures  by 
nails,  through  holes  in  their  centers,  and 
were  left  there  for  some  days.  When  at 
last  they  were  taken  down  and  given  to 
Victor  he  was  able  to  replace  them  cor- 
rectly”. 

The  form  board  devised  and  used  by  Se- 
guin  was  similar  to  the  Goddard  Form 
Board.  Where  the  Goddard  Form  Board 
has  a star  the  Seguin  Form  Board  had  a 
hexagon,  and  in  place  of  the  cross  there  was 
an  octagon.  Goddard  tells  us  that  the  simi- 
larity of  these  forms  to  the  circle  made  this 
form  board  too  difficult  for  defective  chil- 
dren. Furthermore,  it  was  difficult  to  make 
a board  so  that  the  octagon  block  would 
not  fit  the  hexagon  hole  and  vice  versa. 
Seguin  used  his  form  board  for  training; 
Norsworthy  used  it  as  a test;  Goddard’s 
Form  Board  is  used  as  a test  only. 

In  characterizing  the  feebleminded,  Binet 
distinguishes  one  group  as  “ill  balanced”. 
It  is  this  mental  instability  which  the  Binet 
tests  fail  to  point  out.  The  feebleminded- 
ness of  some  individuals  expresses  itself  in 
terms  of  intellectual  inferiority.  In  others 
we  see  a lack  of  those  capacities  necessary 
to  social  success.  Foresight,  prudence,  and 
ability  to  profit  by  experience  are  wanting. 
If  these  lacks  are  great  enough  to  render 
the  individual  socially  insufficient,  the  weak- 
ness is  usually  accompanied  by  weak  inhibi- 
tory powers  which  can  be  demonstrated  by 
tests.  To  measure  this  lack  Dr.  Porteus 
devised  a set  of  maze  tests.  The  value  of 
these  tests  is  from  a negative  standpoint. 
Success  does  not  necessarily  show  good  so- 
cial adjustment.  But  failure  in  a simple 
situation  is  of  enough  weight  to  lead  to  the 
conclusion  that  the  individual  cannot  suc- 
ceed in  a more  complicated  situation.  These 
tests  were  standardized  first  in  1916  by  their 
application  to  1000  children  and  in  1918  by 
application  to  1255  children.  They  present 
to  the  child  a new  situation,  but  one  an- 
alogous to  a problem  which  he  many  meet 
any  day.  He  has  to  plan  his  course,  using 


foresight  and  prudence.  If  he  fails  he  is 
allowed  another  trial — given  a chance  to 
profit  by  his  mistakes.  Not  only  by  the  re- 
sulting score  but  by  the  method  of  accom- 
plishing his  tasks  are  we  able  to  judge  his 
abilities.  He  may  look  ahead,  planning 
carefully  as  he  proceeds.  He  may  work  im- 
pulsively, rushing  ahead  until  he  runs  into 
a blockade  and  upon  being  allowed  a second 
trial  repeat  his  errors. 

The  use  of  these  and  other  supplementary 
tests  represents,  as  we  have  said  before,  an 
attempt  to  test  abilities  not  measurable  by 
the  Binet  examination  alone  — abilities 
which  are,  nevertheless,  essential  to  the 
success  of  the  individual  who  must,  as  Por- 
teus has  pointed  out,  “attain  to  self-man- 
agement and  self-support  to  the  degree  of 
social  sufficiency”. 

That  we  are  still  in  need  of  new  tests  and 
new  measurements  we  are  all  aware  but,  as 
Yerkes  has  so  aptly  put  it,  “We  should  be 
sadly  lacking  faith,  optimism,  and  the  spirit 
of  prophecy,  if  we  refuse  to  maintain  the 
probability  that  more  and  more  aspects  of 
man  will  become  measurable,  and  more  and 
more  modes  of  response  predictable,  and 
more  and  more  social  values  appraisable.” 

(The  presentation  of  this  paper  was  followed 
by  an  exhibition  of  types.  Each  was  described 
briefly  in  terms  of  mental  age,  physical  abilities 
and  industrial  abilities.  One  each  of  the  follow- 
ing were  shown:  Idiot — low,  middle,  high;  im- 

becile— low,  middle,  high. 

This  was  followed  by  an  examination  of  an 
imbecile,  using  the  Binet  scale,  the  score  in  each 
test  being  announced  and  the  resulting  mental 
age  recorded.  A girl  of  moron  mentality  was 
tested  by  the  Witmer  Form  Board.  It  was  an- 
nounced that  members  of  the  audience  might,  at 
the  close  of  the  meeting,  examine  other  tests 
which  are  being  used  in  routine  psychologic  ex- 
aminations in  this  state.) 
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ATTENTION. 

Just  as  we  were  going  to  press,  the  follow- 
ing communication  was  received  from  Dr.  J. 
Bennett  Morrison,  Recording  Secretary  of  the 
State  Medical  Society : 

“While  I am  able  to  report  favorably  on  the 
number  of  paid-up  members,  the  average  be- 
ing equal  to  that  of  last  year  at  this  date,  there 
is  still  a large  delinquency  list.  Members  who 
have  not  been  reported  to  me  by  February 
fifth  as  having  paid  their  dues  will  lose  their 
membership  in  county  and  state  societies  and 
in  the  American  Medical  Association ; further- 
more, their  Group  Insurance  policies  are 
thereby  invalidated.” 

Are  You  One  of  These  Delinquents? 

If  you  are,  it  would  be  wise  to  attend  to  this 
matter  immediately. 


ARE  YOU  PROVIDING  FOR  THE 
FUTURE? 

For  our  leading  original  article  this  month 
we  have  chosen  to  present  a nonmedical  sub- 
ject, and  have  given  the  place  of  honor  to  a 
business  topic  that  should  be  of  interest  to 
every  member  of  the  Society — to  the  beginner 
in  professional  life  as  well  as  to  the  worker 
who  has  reached  or  passed  middle  age.  In. 
one  of  our  State  Journals,  we  recently  saw 
the  question — “Why  is  it  that  the  average 
doctor  seems  to  be  ignorant  of  the  fact  that 
the  practice  of  medicine  is  a business  as  well 
as  a profession  and  that  due  attention  should 
be  given  to  the  matter  of  securing  just  dues 
and  of  providing  a competence  for  his  fam- 
ily?” While  we  cannot  satisfactorily  answer 
that  query,  we  must  admit  that  it  seems  to 
state  a general  belief  that  physicians,  as  a 


class,  are  negligent  of  their  opportunities 
and  of  their  duties  to  provide  for  the  fu- 
ture material  welfare  of  themselves  and 
their  families.  We  are  by  no  means  con- 
vinced that  “the  doctor  is  a poor  business 
man”,  as  is  so  frequently  stated  by  outsiders 
and  so  generally  accepted  by  members  of  the 
profession.  Indeed,  we  have  occasionally 
combatted  that  aspersion  with  the  statement 
that  the  average  physician  is  an  exceptionally 
good  business  man,  for  surely  no  other  group 
of  citizens  could  manage  to  live  as  well  and 
maintain  as  good  standing  in  the  community 
on  the  average  annual  income  of  the  physi- 
cian. We  even  doubt  whether  medical  men 
are  such  dupes  in  regard  to  investments  as 
they  are  popularly  supposed  to  be.  It  may  be 
true  that  they  invest  in  wild-cat  schemes  and 
buy  gold  bricks  now  and  then,  but  did  you 
ever  note  the  amount  of  such  stock  that  ap- 
pears in  “estates”  of  the  Kings  of  Wall  Street 
when  they  die  and  their  investments  are  dis- 
closed? Some  of  the  greatest  of  our  “Big- 
Business”  men  have  had  coffers  full  of  worth- 
less paper. 

We  are  inclined  to  the  belief  that  such  negli- 
gence of  personal  business  protection  and  of 
forethought  for  the  morrow  as  does  exist 
grows  out  of  the  very  nature  of  the  physi- 
cian’s daily  work.  He  is  constantly  engaged 
in  saving  life  for  the  day,  in  giving  of  his 
time  and  talent  fot  the  solution  of  immediate 
problems,  and  has  scant  opportunity  to  think 
of  himself  or  to  plan  for  the  future  of  his 
family.  Perhaps  to  too  great  an  extent  the 
philosophy  of  “sufficient  unto  the  day  are  the 
evils  thereof”  is  forced  upon  him  and  tends 
to  dominate  his  own  life. 
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However,  the  situation  is  bad  enough  to  re- 
quire some  consideration,  and  especially  is 
worthy  of  thoughtful  planning  on  the  part  of 
the  physician  still  young  enough  or  grown  old 
enough  to  take  thought  for  the  future.  Hence 
we  believe  this  article  on  Taxation,  including 
reference  to  Life  Insurance,  deals  with  a 
timely  topic  and  presents  it  in  an  attractive 
manner. 


SOME  SPECIAL  POINTS  OF  INTER- 
EST IN  THIS  ISSUE. 

In  the  Report  of  the  Executive  Secretary, 
covering  the  last  few  months,  members  will 
find  an  accounting  of  the  various  activities  of 
this  office  and  we  dare  to  hope  that  the  efforts 
recounted  will  meet  with  approval. 

One  of  the  subjects  touched  upon  in  that 
report  is  Periodic  Health  Examinations,  and 
we  are  daily  finding  an  increasing  interest  in 
that  matter  on  the  part  of  the  intelligent  lay- 
men. Dr.  O’Crowley,  in  his  Presidential  Ad- 
dress to  the  Essex  County  Society,  offers  a 
proposition  that  might  well  be  taken  into  con- 
sideration by  every  county  society  in  the  state, 
and  might  in  addition  merit  the  attention  of 
the  State  Society.  He  says : “I  would  suggest 
that  a special  meeting  of  this  society  be  called 
to  demonstrate  to  members  the  practical  ap- 
plication of  periodic  physical  examinations, 
such  as  were  carried  out  by  the  Kings  County 
Medical  Society,  of  Brooklyn,  N.  Y.,  upon 
more  than  90  of  its  members.”  There  is 
sound  reasoning  in  this  suggestion,  for,  aside 
from  the  knowledge  to  be  gained  from  wit- 
nessing the  application  of  a thorough  health 
examination,  the  experience  of  being  person- 
ally properly  examined  will  so  impress  the 
technic  on  one’s  mind  that  it  will  not  easily  be 
forgotten. 

The  chapter  on  “Medical  Economics”  this 
month,  contributed  by  one  of  your  most  pro- 
gressive and  most  thoughtful  members,  has 
also  a bearing  upon  this  question. 

Dr.  Bradshaw’s  report  of  a visit  to  Cush- 
ing’s Clinic,  Dr.  Costill’s  special  message  from 
the  Health  Department,  and  the  historic  re- 
view of  the  Warren  County  Society’s  Cen- 
tennary,  all  constitute  interesting  reading.  In 
fact,  we  think  every  member  may  find  some 
profitable  reading  in  this  number  of  the 
Journal. 


AMERICAN  MEDICAL  ASSOCIATION. 


Annual  Convention  at  Dallas,  Texas, 
April  19-23,  1926. 

The  Special  Committee  of  Arrangements 
for  the  next  annual  meeting  of  the  National 
Organization,  of  which  committee  Dr.  Nathan 
B.  Van  Etten,  President  of  the  New  York 
State  Medical  Society,  is  Chairman,  and  our 
State  Society  President,  Dr.  Lucius  F.  Dono- 
hoe,  is  an  active  member,  has  just  issued  a 
booklet  describing  the  plans  of  travel  avail- 
able to  those  who  will  join  in  the  proposed 
visit  to  Dallas.  Through  the  cooperation  of 
Lifsey  Tours,  527  Fifth  Avenue,  New  York 
City,  (J.  S.  McAndrew,  Tour  Director),  three 
very  attractive  itineraries  have  been  planned, 
and  it  is  hoped  that  a sufficient  number  of  mem- 
bers will  take  advantage  of  these  opportuni- 
ties to  organize  congenial  parites  or  groups 
to  justify  the  committee  in  asking  for  special 
Pullman  cars  from  Pittsburgh  for  the  accom- 
modation of  members  collecting  at  that  point 
from  New  York,  Pennsylvania  and  New  Jer- 
sey. 

The  first  plan  offered  contemplates  a 16 
day  Panama  Canal  Zone  Tour,  leaving  Dallas 
April  23,  at  the  close  of  the  convention,  for 
New  Orleans,  whence  a boat  of  the  Great 
White  Fleet  will  proceed  by  way  of  Havana, 
Cuba,  for  a round  trip  to  the  Canal,  returning 
passengers  through  New  Orleans  back  to 
New  York  and  points  in  this  vicinity  by  rail. 
The  inclusive  cost  of  such  trip  will  be  about 
$450.  The  second  plan  presents  the  oppor- 
tunity to  visit  Mexico,  a special  train  leaving 
Dallas  April  23  for  the  trip  to  Mexico  City 
and  returning  passengers  to  New  York  by 
May  6 ; the  total  cost  being  $480.  Thirdly, 
the  proximity  of  Dallas  to  California  naturally 
suggests  a visit  to  that  state  and  an  interesting 
itinerary  has  been  worked  out  which  will  en- 
able one  to  visit  most  of  the  places  of  particu- 
lar interest  as  far  north  as  San  Francisco;  the 
inclusive  cost  being  about  $500. 

Those  who  contemplate  attending  the  Dal- 
las meeting  should  consider  the  matter  of 
travel  and  reservations  immediately  in  order 
to  secure  proper  care,  and  they  may  obtain 
full  particulars  by  addressing  Mr.  McAndrew, 
as  indicated  above. 
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ANOTHER  OPENING  FOR  THE 
CHARLATAN. 

Some  fifteen  odd  years  ago  several  far- 
seeing  men  started  the  Life  Extension  Insti- 
tute in  New  York  City.  This  was  one  of  the 
earliest,  and  has  remained  one  of  the  most 
important  units  in  a movement  which,  grow- 
ing slowly  at  first,  has  taken  deeper  root  with 
the  passage  of  time,  and  today  as  a movement 
is  nationwide.  They  who  started  it  were 
reputable  medical  men  of  vision  and  ability, 
who  believed  that  the  best  conservation  of  the 
public  health  lay  in  inducing  the  public  to  sub- 
mit to  medical  examination  while  apparently 
in  good  health  and  before  they  were  aware 
that  disorder  might  be  brewing : and  then  to 
be  checked  up  from  year  to  year.  Thus  many 
ailments  might  be  recognized  in  the  so-called 
preclinical  stage,  and  their  development  ar- 
rested. The  movement  has  spread ; other 
similar  organizations  have  sprung  up ; a num- 
ber of  insurance  companies  now  offer  their 
policyholders  this  type  of  service ; and  a few 
—all  too  few — of  the  medical  profession  have 
adopted  the  plan  for  such  of  their  patients  as 
desire  it.  Public  health  workers  are  empha- 
sizing the  need  for  periodic  health  examina- 
tions, and  the  public  has  wakened  to  consid- 
erable interest  in  the  matter. 

Nevertheless,  medical  men  at  large  not  only 
take  little  or  no  interest  but  either  avoid  the 
issue  entirely  or  make  such  poor  examinations 
that  even  the  layman  is  out  of  patience.  There 
is  far  too  much  complaint  on  the  part  of  the 
public  that  such  examinations  either  cannot  be 
had  at  all  from  the  family  doctor,  or  are  very 
unsatisfactory. 

Two  facts  then  appear:  first,  that  a growing 
demand  on  the  part  of  the  public  exists  for 
health  examinations ; and,  second,  that  the 
medical  profession  so  far  has  signally  failed 
to  meet  the  occasion.  This  situation  creates 
another  opportunity  for  the  charlatan. 

Is  history  about  to  repeat  itself?  To  this 
day  opinion  is  fairly  divided  as  to  whether 

Hahnemann  was  a charlatan  or  a benefactor 

• 

of  mankind.  Truth,  as  often,  perhaps  lies 
somewhere  between  the  two  extremes  of  opin- 


ion. At  any  rate  the  foundation  of  his  cult 
antedated  by  only  a few  years,  if  it  was  not 
the  actual  compelling  force  for  the  more  ra- 
tional study  and  application  of  materia  medica 
which  marked  the  last  half  of  the  Nineteenth 
Century.  It  may  well  be  that  charlatans  have 
their  place  in  the  Scheme  of  Things.  Witness 
P.  T.  Barnum,  the  greatest  of  them  all,  who 
frankly  confessed  his  creed — “The  public 
wants  to  be  fooled”. 

Whatever  one  thinks  of  his  fame,  it  is  clear 
that  the  name  of  Hahnemann  has  lived  after 
him.  So  has  Mary  Baker  G.  Eddy’s,  who  was 
the  next  to  begin  a great  commercial  cult  based 
on  medical  shortcomings.  Then  in  the  full 
tide  of  the  success  of  the  Eddy  mysticism  the 
osteopath  floated  his  venture ; and  but  a scant 
quarter  century  has  passed  and  the  name  of 
Still  is  writ  in  the  halls  of  public  fame,  and 
shortly  no  man  will  be  able  to  say  whether 
Still  was  a charlatan  or  a promoter  of  the  pub- 
lic weal.  The  chiropractor  is  attempting  to 
steal  his  thunder : both  are  apparently  here  to 
stay,  reminding  us  as  a profession  that  we 
have  our  vulnerable  spots,  and  have  left  un- 
done those  things  we  ought  to  have  done. 

Nevertheless,  uninstructed  by  history — and 
largely  contemporary  history  at  that — we  now 
hold  wide  the  door  for  another  Still,  or  an- 
other Eddy,  to  step  in  and  take  up  work  we 
are  unwilling  to  do,  accommodating  the  pub- 
lic by  offering  some  sort  of  rubbish  under  the 
guise  of  health  examinations.  Truly,  it  is  a 
remarkable  situation ! That  this  door  is  open, 
and  that  already  a foot  is  thrust  within,  will 
be  patent  to  any  who  sit  in  the  subways  in  New 
York  City  and  scan  the  advertising  cards. 
These  bid  the  reader  to  be  health  examined, 
and  tell  him  where  it  may  be  done.  Their 
authenticity  is  vouched  for  by  the  doctor’s 
name  on  the  card — “So-and-so,  M.D.,  30 
Years  Experience”. 

Parenthetically,  it  may  be  asked — Just  why 
is  “Experience”  in  pseudo-medical  advertise- 
ment always  placed  at  30  years?  Has  30 
some  cabalistic  significance,  as  with  seven, 
nine  and  three?  No  special  incident  rises  in 
memory  unless  there  be  some  analogy  in: 
Judas’  betrayal  of  his  Lord  for  30  pieces  of 
silver.  But  this  is  matter  for  the  anthropolo- 
gists. 
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Reasons  for  this  state  of  desuetude  have 
been  discussed  at  many  meetings  and  by  num- 
erous leaders  of  the  profession.  The  general 
practitioner  has  been  variously  blamed  for  in- 
difference, lack  of  knowledge,  lack  of  proper 
facilities,  lack  of  training,  lack  of  ability;  for 
lack  of  so  many  things  in  fact,  that  the  com- 
posite of  them  true,  he  would  have  nothing 
left  but  a heap  of  ashes. 

Charges  of  ignorance  and  incapacity  cannot 
well  be  sustained  against  the  average  practi- 
tioner. Ability  he  has  and  knowledge,  such 
as  a man  of  usual  or  more  than  usual  intelli- 
gence may  acquire  after  long  years  of  proba- 
tionary study,  and  then  longer  years  of  soul- 
trying  experience.  Training  is  another  mat- 
ter and  some  analysis  of  this  factor  as  it  is 
offered  by  the  leading  schools  must  be  at- 
tempted. The  thing  demanded  is  men  who 
are  capable  and  willing  to  make  a careful 
complete  physical  examination  of  the  appar- 
ently healthy:  who  will  search  for  small  de- 
fects, the  possible  forerunners  of  future  de- 
generation ; and  who  will  instruct  the  patient 
how  to  keep  fit.  Note  the  requirement — 
“capable  and  willing  ” How  do  medical  school 
curricula  meet  this  demand?  To  develop  ca- 
pability the  college  does  probably  as  much  as 
can  be  done  in  the  4 or  5 years  at  its  disposal. 
To  develop  willingness  for  and  an  understand- 
ing interest  in  this  type  of  work  it  does  noth- 
ing. Therein  lies  at  least  one  crux  of  the  sit- 
uation. So  far  as  may  be  humanly  possible 
the  student  is  afforded  the  opportunity  to 
develop  his  capability  for  physical  diagnosis. 
He  receives  instruction  in  the  examination  of 
the  various  regions  from  the  best  men  in  each 
department  the  schools  can  secure.  These 
teachers  are  highly  trained,  each  in  his  special 
field,  be  it  examination  of  chest,  eye,  abdomi- 
nal organs  or  what  not,  and  should  gnd  do  im- 
part their  ideas. 

But  where  is  this  whole,  so  well  worked  out 
in  its  details,  synchronized?  Who  teaches  the 
student  the  vast  importance  of  a systematic 
general  examination  of  every  patient  he  lays 
hands  on,  whether  the  chief  complaint  be 
of  head,  foot,  or  midriff?  Consider  the  clin- 
ical material  which  is  demonstrated  to  him  in 
the  hospitals  and  dispensaries — invariably  the 
acutely  ill,  or  those  enough  advanced  in  chronic 
illness  to  exhibit  a definite  symptom  complex. 
Where  does  he  receive  instruction  in  the  im- 
portance of  the  study  of  early  symptoms? 
Who  develops  his  interest  in  small  lesions, 
hardly  to  be  recognized,  but  possible  precurs- 
ors of  serious  disability?  The  young  doctor 
leaves  his  hospital  service  well  equipped  to 
make  a varied  assortment  of  special  examina- 
tions, and  capable  of  diagnosing  many  ail- 


ments in  their  recognizable  stages.  He  begins 
practice,  and  shortly  is  busy.  Time  presses, 
and  the  tendency  grows  to  examine  the  area 
of  which  complaint  is  made  and  pass  over  the 
rest  as  immaterial  to  the  point  at  issue.  There 
creeps  into  his  attitude  impatience  with  trivial 
complaints,  and  the  resort  to  hysteria  and  neu- 
resthenia  as  terms  of  diagnosis  becomes  all  too 
easy.  The  end  result  is  a physician  who  has 
no  time  to  fuss  over  the  well  persons,  nor  in- 
terest in  the  one  whose  symptoms  are  appar- 
ently slight.  The  medical  school  is  largely  to 
blame;  to  a great  extent  it  has  made  him  what 
he  is. 

Fifty  years  ago  good  general  practitioners 
were  graduated  because  the  teaching  was  in 
the  hands  of  men  themselves  skilled  in  gen- 
eral practice.  Today  the  teaching  ranks  are 
filled  by  the  laboratory  man  and  the  highly 
trained  specialist,  with  the  result  that  the  prod- 
uct of  the  mill  is  better  material  for  recruiting 
the  ranks  of  the  special  workers  in  medicine 
than  the  ranks  of  general  practice.  More  use- 
ful to  the  public,  it  Would  seem,  were  there  a 
better  balance;  for  the  majority  of  graduates 
must  go  into  general  practice,  and  some  idea 
of  its  problems  and  interests  should  be  pre- 
sented to  the  student.  Were  this  done  in  an 
attractive  manner  and  with  the  same  thor- 
oughness with  which  much  of  the  other  in- 
struction is  given,  the  public  would  suffer  less 
from  the  young  practitioner’s  inexperience 
and  total  unpreparedness  for  the  economic 
problems  of  his  career,  and  there  might  be 
fewer  quacks  and  less  charlatanism. 


esthetics 


It  is  doubtful  whether  there  has  ever  been 
a more  remarkable  development  of  any  single 
project  than  has  taken  place  in  relation  to 
radio  broadcasting  service  during  the  past  two 
or  three  vears.  When  one  considers  how  very 
recent  is  the  discovery  of  practical  use  of 
wireless  telegraphy  and  of  the  aerial  dissemi- 
nation and  reception  of  messages,  the  accom- 
plishment of  present  day  conditions  is  amaz- 
ing. Especially  has  this  development  been 
noteworthy  in  the  United  States,  and  particu- 
larlv  marvelous  in  the  area  of  which  we  hap- 
pen to  form  a part.  The  principle  broadcast- 
ing studios  of  the  nation  are  located  in  or 
within  a short  radius  of  New  York,  and  within 
the  territory  embraced  by  New  York,  New 
Jersey  and  Pennsylvania  are  many  thousands 
of  receiving  sets.  The  ease  with  which  the 
humblest  home  may  today  pick  out  of  the  air 
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the  important  news  of  the  day,  lectures  of  an 
instructive  character,  or  entertainment  of  var- 
ied type,  almost  surpasses  comprehension. 

It  is  to  but  one  feature  of  this  great  inno- 
vation, however,  that  we  would  here  call  at- 
tention— the  possibility  of  the  tired,  over- 
worked medical  practitioner  availing  himself 
of  an  occasional  hour  with  the  great  musicians. 
We  are  quite  aw*are  of  the  prevalence  on  the 
air  of  “jazz”,  and  cognizant  of  the  complaints 
- — -steadily  becoming  more  numerous  and  more 
persistent — that  too  large  a proportion  of  the 
evening  programs  is  devoted  to  music  of  that 
nature,  but,  we  wonder  if  the  complainants 
have  observed  what  a change  is  taking  place 
and  how  much  really  excellent,  classic  music 
is  now  being  presented  for  our  delectation. 
To  those  who  love  good  music,  and  who  have 
far  too  little  opportunity  to  indulge  their  taste 
by  attendance  upon  the  opera  or  the  symphony 
concerts,  even  when  such  musical  centers  are 
close  at  hand,  we  would  offer  the  suggestion 
that  the  advance  radio  programs  be  scanned 
for  the  important  offerings  announced.  And, 
one  can  scarcely  conceive  a greater  blessing 
than  is  now  made  available  to  those  who  live 
at  a distance  from  the  larger  cities  and  who, 
though  hungering  for  those  rich  soul  thrills 
that  come  only  through  the  medium  of  inspir- 
ing music,  have  never,  or  but  rarely,  found  it 
possible,  to  satisfy  their  longings  by  actual 
contact  with  musical  organizations.  Today, 
no  matter  where  we  may  be  domiciled  in  this 
state  of  New  Jersey,  and  it  might  almost  be 
said  no  matter  how  humble  the  home  or  our 
resources,  we  have  but  to  “listen  in”,  for  some 
of  the  best  of  the  world’s  music  is  being  “put 
on  the  air”  and  at  stated  times- is  ours  for  the 
taking. 

For  instance,  there  was  recently  a series  of 
recitals  from  Steinway  Hall,  in  which  such  im- 
portant musicians  participated  as : Josef  Hof- 
man,  Guy  Maier  and  Lee  Patterson,  pianists ; 
Walter  Damrosch  and  William  Mengelberg, 
conductors ; and  Paul  Kochanski,  violinist. 
These  artists  were  heard  in  concerts  of  an 
hour  and  a half  duration,  broadcast  from 
WJZ,  WRC,  WGY  and  WBZ.  Also  of  in- 
terest have  been  the  Lewisohn  Free  Chamber 
Music  concerts  issued  from  Hunter  College, 
New  York,  every  Wednesday  night.  In  this 
series  the  first  part  of  the  program  was  de- 
voted to  the  classical  school  of  writers,  pre- 
sented in  chronologic  order,  and  the  second 
part  was  reserved  for  modern  works.  These 
are  but  a few  of  the  musical  treats  given  free- 
ly to  us  in  the  past  few  weeks. 

As  a sample  of  what  to  expect  in  the  near 
future,  we  have  only  to  quote  from  today’s 
New  York  Times  (Sunday,  January  24)  a 
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few  of  the  outstanding  features  of  the  pro- 
gram for  the  coming  week:  Sunday  evening, 
9:15  to  10:15;  New  York  Symphony  Orches- 
tra, Walter  Damrosch  conducting — WEAF 
and  14  other  stations.  Monday,  9 p.  m..  The 
Hadley  Philharmonic  Orchestra  — WEAF 
and  14  stations ; at  10  p.  m.  the  opera, 
“Martha” — WEAF  and  5 stations.  Tuesday, 
9 p.  m.,  Old-time  songs,  WEAF.  Wednes- 
day, 8:30  p.  m..  New  York  String  Trio,  WJZ, 
and  9:50  p.  m..  the  Lenox  String  Quartet. 
Friday,  9 to  10  p.  m.,  Giuseppe  de  Luca,  bari- 
tone; Dusolina  Giamini,  soprano;  Renee 
Chemet,  violin ; Victor  Salon  Orchestra — 
WJZ  and  4 stations.  Saturday,  8:25  p.  m., 
New  York  Philharmonic  Society  Student 
Concert — WJZ  and  2 stations. 

In  addition  to  such  weekly  programs  an- 
nounced in  advance,  the  daily  local  papers  pub- 
lish the  schedules  of  events  from  all  over  the 
country  and  note  the  changes  necessitated  by 
unforeseen  complications.  The  last  week  of 
January  is  being  devoted  to  international  radio 
tests,  efforts  to  determine  what  European  sta- 
tions may  be  readily  heard  in  America  and 
vice  versa,  and  it  now  seems  quite  certain  that 
before  long  we  shall  be  able  to  listen  in,  while 
enjoying  the  comforts  of  our  own  fireside,  to 
the  musicales  of  the  great  art  centers  abroad. 
Here  indeed  are  the  prospects  of  great  things 
coming  to  us.  Let  us  show  sufficient  interest 
in  the  progress  of  events  to  partake  of  this 
marvelous  treat,  to  relax  from  the  strain  and 
labor  of  the  day,  and  to  fill  our  souls  with  the 
spiritual  rejuvenation  of  good  music. 


jUrincal  Ctljtcg 


We  devoted  this  space  last  month  to  con- 
sideration of  the  first  section  in  our  Prin- 
ciples of  Medical  Ethics — that  paragraph, 
which  deals  with  “The  Physician’s  respon- 
sibility"— endeavoring  to  illustrate  its  ap- 
plicability to  one  of  the  important  problems 
of  the  present  moment,  and  to  suggest 
that  the  commencement  of  a new  year  af- 
forded an  appropriate  opportunity  to  rededi- 
cate ourselves  to  that  principle  as  our  chief 
guide  for  the  future.  Embraced  within  the 
same  paragraph  referred  to,  one  finds  the  fol- 
lowing sentence  relating  to  the  practice  of 
medicine  as  a profession : “In  choosing  this 
profession  an  individual  assumes  an  obliga- 
tion to  conduct  himself  in  accord  with  its 
ideals”.  Now  the  “ideals”  of  this  prpfession 
constitute  a topic  concerning  which  much 
might  be  written— about  which  much  has  in- 
deed been  written  by  many  able  writers — and 


84 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


February,  1926 


while  cogitating  upon  the  question  of  how  best 
to  approacli  that  aspect  of  the  subject  we  hap- 
pened upon  an  editorial  in  the  January  issue 
of  the  Journal  of  the  Indiana  State  Medical 
Association  which  seemed  well  worth  passing 
on  to  all  of  our  readers,  because  it  sets  forth 
these  ideals  in  a somewhat  unique  form. 

Referring  to  the  many  distinguished  medi- 
cal men  that  Indiana  has  contributed  to  the 
professional  ranks,  the  Editor  says:  “We 
could  give  the  names  of  numerous  men  who 
have  both  graced  and  honored  the  medical  pro- 
fession of  our  state  but  for  our  purpose  at 
this  particular  time  we  choose  to  recall  to  mem- 
ory Dr.  Frank  B.  Wynn,  whose  professional 
attainments  were  recognized  far  beyond  the 
confines  of  his  native  state,  and  whose  lovable 
disposition  and  punctiliously  ethical  conduct 
endeared  him  to  all  with  whom  he  came  in 
contact.  Among  his  many  writings  nothing- 
created  a greater  impression  than  his  com- 
position entitled,  “The  Ten  Commandments 
of  Medical  Ethics”,  which  was  printed  and 
beautifully  embellished  in  colors,  at  the  sug- 
gestion of  friends,  for  framing  and  use  as  a 
decorative  piece  on  the  walls  of  the  offices  of 
medical  men.  We  regret  to  admit  that  in  this 
age,  when  so  many  medical  men  think  only  of 
commercialism  and  the  intrinsic  rewards  from 
the  practice  of  medicine,  too  few  have  secured 
a copy  of  Wynn’s  Commandments.” 

For  the  benefit  of  the  younger  generation — - 
and  the  Editor  might,  we  suspect,  quite  as 
logically  have  said  as  a reminder  to  many  of 
their  still  active  elders — Wynn’s  paraphrasing 
of  the  professional  code  and  of  biblical  form 
and  language  is  reproduced,  as  follows : 

The  Ten  Commandments  of  Medical  Ethics. 

I.  Reverence  and  Responsibility. 

Remember  the  Creator  in  the  days  of  thy  pro- 
fessional youth.  Bow  reverently  before  the 
wondrous  human  body,  sick  or  well,  as  thou 
wouldst  before  a sacred  shrine,  conscious  of  thy 
high  duty;  resolved  to  serve  to  the  best  of  thy 
power,  whether  the  patient  be  white  or  black, 
prince  or  pauper,  saint  or  degenerate. 

II.  Historic  Appreciation. 

Honor  thy  father  and  thy  mother.  Likewise 
give  praise  to  the  fathers  in  medicine  whose  rich 
heritage  of  scientific  and  clinical  truth  has  been 
handed  down  to  thee  through  centuries  of  patient 
toil.  Hold  fast  to  that  which  is  good,  but  let 
not  the  prejudices  coming  out  of  the  past,  blind 
thy  vision  to  the  newer  truths  of  medical  ad- 
vancement. 

III.  Keeping  the  Faith. 

Thou  shalt  not  worship  the  graveh  images  of 
false  practice' — of  avarice  and  selfishness  which 
eat  at  the  very  heart  of  medical  idealism;  of 
clever  artifice  or  brazen  quackery  which  know- 
ingly deceives;  of  erratic  isms  and  cults  which 
tell  but  half  truths,  leading  the  ignorant  and  un- 
wary astray. 


IV.  Inviolable  Confidences. 

Thou  shalt  not  disclose  the  secrets  confided  to 
thy  keeping  by  trusting  patients,  unless  they  be 
of  criminal  or  treasonable  import.  Nor  shalt 
thou  abuse  the  intimacy  granted  to  thee  by 
women,  which  becomes  a professional  and  moral 
obligation  thou  shouldst  hold  inviolate. 

V.  The  Sanctity  of  Life. 

Thou  shalt  not  hazard  life  unwarrantably. 
Neither  shalt  thou  shrink  before  the  obvious 
perils  of  duty  when  life  is  at  stake.  The  unborn 
shalt  thou  not  destroy,  except  after  due  consulta- 
tion it  is  deemed  advisable  for  the  larger  saving 
of  life.  Suffer  not  death  to  come  through  neglect 
in  the  routine  care  of  the  sick,  nor  from  failure 
in  reading,  study  and  counsel,  to  gain  the  great- 
est benefit  for  the  patient. 

VI.  Professional  Cooperation. 

Thou  . shalt  not  bear  false  witness  against  a 
worthy  professional  brother,  but  seek  ever  to 
protect  his  reputation  from  calumnious  attack  by 
misinterpreting  laymen.  Of  thy  knowledge  give 
him  unstintingly,  counseling  and  cooperating 
for  medical  progress. 

VII.  Gentlemanly  Conduct. 

Thou  shalt  not  prate  of  cases,  nor  countenance 
unseemly  boasting  of  thy  achievements  in  the 
lay  press.  Always  a gentleman,  let  thy  conduct 
be  reserved  but  without  cowardice;  courteous 
but  without  flattery;  dignified  but  of  warm  heart; 
tender  in  ministration  but  firm  in  command; 
clean  of  body,  speech  and  mind. 

VIII.  Honesty  in  Business. 

Thou  shalt  not  steal;  neither  shalt  thou  make 
extortionate  charges  nor  deceive  by  the  secret 
division  of  fees.  Let  thy  service  be  worthy  of 
hire  for  which  exact  fair  compensation,  but  by 
open  methods,  with  conscience  void  of  offense 
toward  thy  fellowmen. 

IX.  Obligation  to  One's  Own. 

Take  heed  of  the  morrow  for  the  sake  of  thine 
own  flesh  and  Wood.  Therefore  shalt  thou  keep 
orderly  accounts,  collecting  from  the  full-handed 
just  recompense  for  service  rendered.  To  the 
poor  and  to  the  families  of  deserving  colleagues 
thou  shouldst  account  it  a privilege  to  render 
faithful  attention. 

X.  Personal  and  Public  Service. 

Remember  thou  art  thy  brother's  keeper — 
physically  in  the  measures  advised  for  the  pre- 
vention. alleviation  or  healing  of  disease;  spirit- 
ually in  the  cheer  thou  bringest  to  heavy  hearts 
and  the  courage  thou  givest  to  halting  steps.  So 
walking  upright  before  man,  mayest  thou  show 
thyself  approved  unto  God.  Thus  journeying 
toward  life’s  end,  if  not  singing  with  the  Psalm- 
ist, “My  cup  runneth  over”,  thou  wilt  at  least  be 
sustained  by  the  reflections  of  “A  workman  who 
needeth  not  be  ashamed". 


Always  Thinking'  of  Her. 

Mother:  “What,  Bobby!  You  ate  all  that  cake 
without  thinking  of  your  little  sister?" 

Bobby;  “I  was  thinking  of  her  all  the  time.  I 
was  afraid  she  would  come  before  I had  time  to 
finish  it.” 
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HISTORICAL  ADDRESS 

read  at  the 
Centennial  Meeting 
of  the 

Warren  County  Medical  Society 

at  Belvitlere,  N.  J., 
on  November  12,  1925. 

by 

G.  Wyckoff  Cummins,  Pli.D.,  M.D. 


We  are  gathered  here  today  to  take  a retro- 
spective look  over  the  first  one  hundred  years 
existence  of  the  Warren  County  Medical  Society, 
an  organization  whose  members  have  come  into 
intimate  contact  with  every  person  in  Warren 
County.  They  have  been  the  first  to  welcome 
every  one  on  his  arrival  into  this  world  and  only 
too  often  the  last  to  bid  him  farewell  on  his 
departue  to  another  one.  It  has  been  the  very 
g'reat  privilege  of  many  members  of  this  organi- 
zation to  come  into  professional  contact  with  4 
'or  5 generations  of  the  same  family,  attending 
them  through  all  the  vicissitudes  incident  to 
human  life,  their  friend  and  confident  through 
sickness  and  ealth,  often  with  no  other 

thought  of  reward  than  the  knowledge  of  work 
well  done  and  fully  appreciated. 

No  sooner  had  Warren  County  been  formed 
than  its  progressive  medical  men  began  to  think 
of  forming  a county  medical  society  and  pro- 
cured a warrant  for  its  organization  from  the 
Medical  Society  of  New  Jersey  at  Trenton  on 
November  8,  1825. 

The  Warrant  reads:  A petition  presented  to 

the  Medical  Society  of  New  Jersey  by  physicans 
of  the  County  of  Warren  praying  a warrant  to 
form  a district  society  in  said  county,  it  was 
ordered  that  Jabez  Gwinnup,  W.  P.  Clark,  George 
Green,  S.  C.  Cook,  Stewart  Kennedy,  J.  P.  B. 
Sloan,  Thomas  P.  Stewart,  David  P.  Hunt,  Gideon 
Leeds  and  David  Green  be  authorized  to  consti- 
tute a district  society  which  shall  be  known 
ns  the  District  Medical  Society  for  the  Cdunty 
of  Warren. 

Jno.  W.  Craig,  Sec.  pro  tern. 
Trenton,  Nov.  8,  1825. 

Several,  and  perhaps  all,  of  these  physicians 
were  already  members  of  the  Medical  Society  of 
New  Jersey,  and  2 of  these,  Drs.  Gwinnup  and 
Leeds,  were  members  of  the  District  Society  for 
Sussex  County  at  its  formation  on  May  12,  1S18. 

Pursuant  to  public  notice  and  in  accordance 
with  the  above  warrant,  a number  of  physicans 
of  the  County  of  Warren  met  at  the  house  of 
John  P.  Ribble  in  Mansfield,  now  Washington, 
on  February  15,  1826,  and  organized  our  District 
Medical  Society  by  choosing  Dr.  Jabez  Gwinnup 
as  President:  Dr.  John  Ball,  Vice-President;  Dr. 
Stewart  Kennedy,  Secretary;  and  Dr.  Gideon 
Leeds,  Treasurer.  Drs.  George  Green  and  John 
P.  B.  Sloan  prepared  a draft  of  the  Constitution 
and  By-Laws  before  the  next  meeting  in  Belvi- 
dere on  April  25,  1826.  This  constitution  and 


these  by-laws,  twice  amended,  have  been  signed 
by  the  115  physicians  who  have  had  the  privilege 
of  belonging  to  this  organization. 

A careful  reading  of  the  By-Laws  shows  that 
the  District  Society  was  the  working  unit  of  the 
State  Society,  in  this  county.  Its  Board  of  3 
Censors  examined,  for  a fee  of  $10.00,  all  candi- 
dates for  the  practice  of  medicine  in  the  follow- 
ing branches;  Materia  Medica,  Pharmacy,  An- 
atomy, Physiology,  Surgery,  Theory  and  Practice 
of  Physic,  Chemistry  and  Midwifery. 

The  examination  and  recommendation  by  these 
censors  was  sufficient  to  secure  from  2 Judges  of 
the  Supreme  Court,  approval  and  admission  to 
practice  in  accordance  with  the  first  law  to  regu- 
late the  practice  of  medicine  in  New  Jersey  made 
on  September  26,  1772.  This  was  6 years  after 
organization,  at  New  Brunswick  on  July  2 3,  1766, 
of  the  first  medical  society  in  America,  called 
the  N,ew  Jersey  Medical  Society. 

The  By-Laws  adopted  the  fees  of  the  State  So- 
ciety, which  were: 


Confinement  £1.10.0 

Confinement  Preternatural  Case,  .3.  0.0 

Forceps  Case  3.  0.0 

Gonorrhea  2.  5.0 

Gall-stone  5.  0.0 

Trepan  3.  0.0 


It  has  been  the  very  great  privilege  of  the 
writer  to  know  those  who  used  to  know  the  first 
members  of  this  society  100  years  ago,  and  fine 
men  those,  physicians  were,  too!  They  were  a 
little  more  set  apart  from  the  rest  of  the  world 
than  professional  men  now  are;  a little  more 
distinguised,  if  you  please.  They  wore  the  tradi- 
tional black  broadcloth  suit,  white  cravat,  ruf- 
fled shirt  and  silk  hat  which  marked  them  out 
very  distinctly  from  the  people  who  usually  wore 
linsey-woolsey.  Until  recently,  physicians  have 
always  had  some  distinguishing  mark  or  pecu- 
liarity. 

Even  in  the  1880’s  and  ’90’s  a doctor's  car- 
riage in  the  city  was  different  in  design  from  any 
other  vehicle  on  the  street.  I wonder  if  we  will 
ever  have  an  automobile  of  special  design  so 
pleasing  and  distinctive  that  every  doctor  will 
want  one.  I fear  not.  In  this  age  I doubt  if  any- 
one could  pick  out  the  physician  from  a crowd 
of  business  and  professional  men  either  by  his 
automobile  or  by  his  dress. 

One  hundred  years  ago  the  universal  method 
of  personal  travel  for  men  was  on  horseback. 
Although  a chair  or  chaise  might  be  permissible 
for  ladies  if  it  were  available.  And  so  we  find 
the  country  doctor  of  100  years  ago  starting  on 
a good  riding  horse  at  an  easy  canter  or  lope 
or  gallop  to  visit  his  patients  as  far  as  2 0 or  30 
miles  away.  Ample  saddle  bags  contained  his 
armamentarium.  In  them  were  found  jalap, 
calomel,  ipecac,  laudanum,  salts,  nitre,  guaiac 
and  quantities  of  dried  drugs,  roots  and  herbs 
for  making  teas.  A thumb  lancet,  a spring  lancet, 
and  a turn  key  for  pulling  teeth.  Buggies  did  not 
become  common  until  the  1850’s  and  the  saddle 
horse  remained  side  by  side  with  them  even  until 
the  advent  of  the  automobile.  Bicycles  offered 
the  speediest  method  for  doctors  to  reach  their 
patients  on  short  trips  in  the  189  0’s  and  even  up 
'till  1910.  Since  then  the  automobile  has  crowded 
every  other  form  of  locomotion  aside  and  we 
have  apparently  reached  the  end  of  progress  in 
locomotion  unless  we  take  to  the  air.  Nineteen 
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hundred  and  twenty-five  is  also  the  Centennial 
of  the  locomotive  and  during  tne  past  luu  years 
so  many  other  fundamental  inventions  and  dis- 
coveries have  been  made  that  those  years  will 
be  known  in  future  ages  as  the  Century  of  in- 
vention. In  fact  more  additions  have  been  made 
to  human  knowledge  in  the  past  century  than  in 
the  preceding  100  centuries. 

It  is  not  remarkable  then  that  medical  science 
should  advance  in  a similar  degree.  The  past 
century  has  witnessed  the  introduction  of  an- 
esthetics, both  general  and  local ; of  antiseptics, 
with  their  corollary  of  aseptic  surgery;  the  dis- 
covery of  germs  as  the  cause  of  contagious  dis- 
ease, leading  to  the  knowledge  of  toxins,  anti- 
toxins and  vaccines;  the  discovery  of  hormones 
as  controllers  of  metabolism,  growth  and  de- 
velopment; the  wonders  of  the  x-ray  and  radium 
and  the  discovery  of  many  new  chemical  com- 
pounds of  specific  application;  and,  although 
every  advance  in  medical  knowledge  and  prac- 
tice has  met  with  the  opposition  that  comes  from 
the  inertia  of  preconceived  erroneous  opinions 
among  laity,  yet  the  minds  of  the  physicians  of 
this  organization  have  been  open  enough  to  give 
every  new  idea  a fair  hearing,  and  it  has  been 
right  here  in  the  meetings  of  the  Warren  County 
Medical  Society  that  discussions  pro  and  con  have 
determined  our  early  acceptance  of  valuable 
methods  of  treatment.  As  a consequence,  we 
feel  that  we  have  done  our  bit  in  advancing  the 
average  of  human  life  from  4 0 years  in  1860  to 
54  years  today.  This  has  been  done  in  spite  of 
the  opposition  of  those  fadists,  and  they  are 
numerous  right  here  in  New  Jersey  now,  who 
decry  vaccination,  the  giving  of  antitoxin,  and 
the  use  of  vaccines,  and  even  oppose  the  use  of 
any  drugs  at  all. 

The  physicians  who  have  belonged  to  the  War- 
ren County  Medical  Society  since  its  organiza- 
tion number  115.  Their  names  are  as  follows, 
with  the  dates  of  election  to  membership: 

1826,  “Jabez  Gwinnup;  1826,  “John  Ball;  1826, 
“Gideon  Leeds;  1826,  *Hugh  Hughes;  1826,  *Wm. 
P.  Clark;  1826,  “David  I*.  Hunt;  1826,  “Silas  C. 
Cook;  1826,  *Stewart  Kenney;  1826,  “Thos.  P. 
Stewart;  1826,  “George  Green;  1826,  “John  P.  B. 
Sloan;  1827,  “Roderick  Byington;  1 828,  * Jacob 
T.  Sharp;  1829,  ‘James  C.  Fitch;  1830,  “James 
C.  Kennedy;  1830,  “Thomas  Darling;  1834,  “Hugh 

H.  Abernathy;  1834,  “William  J.  Johnson;  1835, 
“Henry  Southard;  1837,  “William  B.  McCullough; 
1837,  “Alex  K.  Gaston;  1837,  *, William  B.  Dey; 
1845,  “William  Cole;  1846,  *P.  F.  Brakeley; 

1847,  *D.  C.  Wilson;  1848,  “Lewis  C.  Cook;  1849, 
“Samuel  S.  Clark;  1 850,  “James  D.  DeWitt; 
1851,  “Garner  H.  Cline;  1853,  “William  Kennedy; 
1853,  “John  C.  Johnson;  1853,  “Philip  F.  Hul- 
sizer;  1853,  “John  S.  Cook;  1857,  “Redford 
Sharp;  1857,  “Edward  Byington;  1862,  “Geo.  D. 
Fitch;  1862,  *L.  C.  Osmun,  Jr.;  1S62,  *P.  N.  Ja- 
cobus; 1865,  “Theodore  Crane;  1865,  “Henry  Hul- 
sizer;  1865,  “Luther  C.  Bowlby;  1865,  “Samuel 
S.  Kennedy;  1866,  *L.  S.  Osmun;  1867,  “Joseph 
F.  Sheppard;  1868,  “Geo.  S.  Dearborn;  1870, 
“Enos  T.  Blackwell;  1870,  “Wm.  M.  Hartpence; 
1870,  “Henry  H.  Rinehart;  1871,  *J.  Marshall 
Paul,  Jr.;  1871,  “David  D.  Dildine;  1871,  “John 
A.  Raub;  1872,  “Henry  S.  Harris;  1873,  “Wm. 

H.  McGee;  1874,  T.  T.  Mutchler;  1874,  “William 

I.  Roe;  1875,  “John  H.  Griffith;  1876,  “George  H. 
Jones;  1878,  “Robert  Bond,  Jr.;  1878,  “Jacob  I. 
Roe;  1878,  “Milton  M.  Armstrong;  1 879,  Isaac 
Barber;  1879,  “Robert  A.  Stewart;  1880,  *J.  Wil- 


liam Dairy  rnple;  1882,  “Alva  C.  Vansyc-kle;  1884, 
“James  M.  Reese;  1887,  H.  O.  Carhart;  1887,  G. 
O.  Tunison;  1888,  Wm.  C.  Albertson;  1890,  “Rob- 
ert Bond;  1890,  “William  Stites;  1890,  *S.  N. 

Rowell;  1890,  William  J.  Burd;  1891,  L.  B.  Hoag- 
land;  1891,  Bonn  W.  Hoagland;  1891,  John  C. 
Albright;  1891,  G.  Wyckoff  Cummins;  1892,  Wil- 
liam Kline,  Jr.;  1892,  Chas.  B.  Smith;  1896,  Frank 
W.  Curtis;  1896,  Louis  C.  Osmun;  1897,  A.  P. 
Jacoby;  1898,  Fred'k  W.  Haggerty;  1899,  Fred  J. 
LaRiew;  1 899,  Chas.  M.  Williams;  1902,  Charles 
H.  Boyer;  1905,  H.  B.  Bossard;  1905,  Thos.  S. 
Dedrick;  1905,  Edward  H.  Moore;  1905.  •■'Frances 

J.  Drake;  1905,  Edgar  N.  Brasefield;  1905,  Wal- 
ter Storm;  1908,  Floyd  A.  Shimer;  1911,  F.  S. 
Gordon;  1911,  F.  P.  McKinstry;  1911,  W.  H.  Al- 
bright; 1911,  Thomas  Barber;  1911.  Robert  H. 
Woodruff;  1915,  F.  P.  Lefferts;  1915,  H.  R.  West; 

1915,  Francis  A.  Wolf;  1915,  R.  W.  Randall: 

1916,  James  M.  Torrence;  1919,  G.  G.  Mills; 
1919,  Charles  H.  Lyon;  1921,  A.  C.  Zuck;  1922, 
J.  I.  B.  Vail;  1922,  W.  Penn  Vail;  1922,  R.  B. 
Stone;  1922,  G.  F.  West;  1 923,  L.  H.  Bloom; 
1923,  A.  H.  Bloom;  1924,  J.  H.  Spillane;  1924, 
Leon  W.  Hackett;  1925,  C.  H.  Cline.  (“Deceased.) 

Nearly  all  of  our  members  elected  prior  to 
1922  have  now  served  as  president  of  this  so- 
ciety. We  have  had  9 Secretaries:  Stewart  Ken- 
nedy, William  P.  Clark,  William  J.  Johnson, 
James  C.  Fitch,  Philip  F.  Brakeley,  John  C. 
Johnson,  William  J.  Burd,  F.  J.  LaRiew  and 
Louis  C.  Osmun.  Of  these,  Dr.  Brakeley  served 
for  43  years  and  Dr.  Burd  for  25  years.  The 
following  8 physicians  have  served  as  Treasurer; 
Gideon  Leeds,  George  Green,  H.  H.  Abernathy, 
R.  Byington,  S.  S.  Clark,  W.  H.  McGee  and  G. 
Wyckoff  Cummins;  all  except  the  last  name  be- 
ing now  deceased. 

Our  county  society  has  been  thrice  honored  by 
having  one  of  its  members  elected  to  the  Presi- 
dency of  the  State  Society:  Dr.  Thomas  P.  Stew- 
art, in  1840;  Dr.  John  C.  Johnson,  in  1&67,  and 
Dr.  John  C.  Clark,  in  1878;  and,  Dr.  William  P. 
Clark  has  served  as  Vice-President.  Permanent 
Delegates  to  the  State  Society  have  been:  Alvah 
C.  VanSyckle,  James  M.  Reese,  J.  Wyckoff  Cum- 
mins, Charles  B.  Smith  and  Louis  C.  Osmun.  Of 
our  members,  11  (about  10%)  have  practiced 
medicine  for  more  than  50  years:  Drs.  Stiles, 
Abernathy,  Gale,  Shipman,  Cline,  Cooper,  Gwin- 
nup, S.  C.  Cook,  Fitch,  John  C.  Johnson,  and 
James  DeWitt.  Of  our  present  members,  Dr. 
Isaac  Barber  has  been  with  us  since  1879,  or 
nearly  half  of  our  century’s  existence.  Of  the 
total  number  of  115  who  are  or  have  been  mem- 
bers, only  43  are  now  living. 

When  our  society  was  32  years  old,  Dr.  Fitch 
had  this  to  say  on  the  occasion  of  the  death  of 
Dr.  William  C.  Clark:  “It  is  a swift  current — 
that  stream  of  life  on  which  we  ride.  I am  now, 
gentlemen,  one  of  your  oldest  members.  Yet,  of 
those  who  occupied  these  seats  when,  for  the 
first  time,  I listened  to  the  deliberations  of  this 
body,  but  few  remain.  Of  the  pioneers,  the 
founders  and  early  members,  not  one  remains.” 

One  hundred  years  ago,  when  our  county  was 
named,  there  was  a great  deal  of  thought  given 
to  the  approaching  semi-centennial  of  American 
Independence.  Lafayette  was  visiting  us  and 
was  present  at  the  laying  of  the  corner-stone  of 
Bunker  Hill  Monument,  so  it  was  quite  natural 
that  we  should  think  of  the  brave  hero  of  Bun- 
ker Hill.  General  Warren,  in  choosing  the  name 
for  this  county.  We,  as  medical  men,  can  be 
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proud  of  the  fact  that  he  was  also  Dr.  Warren, 
a practicing  physician,  and  that  it  was  he  who 
gave  to  Paul  Kevere  and  Dawes  the  signal  to 
spread  the  alarm. 

The  physicians  of  Warren  County  have  always 
been  of  necessity  resourceful  men,  ready  to  do 
whatever  was  needed  in  any  situation.  They 
performed  amputations,  operations  for  strangu- 
lated hernia,  removal  of  tumors,  and  in  fact, 
most  operations  for  conditions  that  are  now 
treated  in  the  hospitals.  For  this  purpose  they 
purchased  fine  sets  of  instruments  that  any  mem- 
ber might  be  privileged  to  use  and  for  many 
years  kept  them  in  good  order. 

The  country  resident  in  New  Jersey  is  more 
favorably  situated  than  are  most  country  people. 
A great  deal  that  is  good  and  desirable  flows  into 
New  Jersey  from  the  great  centers  of  population 
to  the  east  and  west  of  us,  making  New  Jersey 
in  many  respects  the  richest  state  in  the  Union. 
This  is  particularly  true  in  a medical  sense,  for 
the  great  medical  centers  of  New  York  and  Phila- 
delphia, than  which  there  are  none  better  equip- 
ped in  the  whole  world,  have  been  at  the  ready 
disposal  of  New  Jersey  practitioners  both  in 
equipment  and  personnel.  This  reacts  on  the 
New  Jersey  practitioners  themselves  in  a very 
favorable  way  so  that  it  is  comparatively  easy 
for  them  to  keep  at  the  very  front  of  medical 
progress. 

Through  the  kindness  of  his  grand-daughter, 
I have  here  the  account  book  of  our  first  presi- 
dent when  he  was  a physician  at  Belvidere,  be- 
tween 1797  and  1803.  Since  he  was  the  only 
practitioner  for  miles  around,  we  can  get,  by 
reading  between  the  lines,  a fairly  good  idea  of 
the  diseases  prevalent  here  at  that  time,  for  he 
very  carefully  gives  every  prescription  and  the 
charge  for  each  item.  I also  have  the  account 
books  of  Drs.  Leeds  and  Fitch,  of  Hope,  and  the 
saddle  bags  of  Dr.  Leeds,  our  first  Treasurer.  A 
reading  of  these  old  records  shows  us  that  blood- 
letting was  very  common;  in  fact,  it  was  con- 
sidered the  proper  thing  to  let  some  blood  every 
spring,  with  the  erroneous  idea  that  there  was 
such  a thing  as  bad  blood  and  that  the  opening- 
left  by  the  spring  lancet  in  some  mysterious  way 
let  out  the  bad  blood  and  left  behind  only  the 
good.  This  idea  of  bad  blood  was  connected  with 
the  idea  of  humors  in  the  blood,  which  also 
should  be  gotten  rid  of,  and  this  seemed  to  be 
proved  by  the  amount  of  pus  that  would  run  out 
of  a cut,  which  in  those  days  was,  of  course,  al- 
ways an  infected  wound;  and,  where  could  this 
pus  come  from  if  it  did  not  come  out  of  the 
blood?  And  if  it  was  there  why  not  get  it  out? 
Hence  the  universal  use  of  fly  blisters,  of  mus- 
tard draughts,  of  the  actual  cautery,  of  setons 
and  even  of  filth  poultices.  Of  course,  the  great- 
er the  infection  the  more  bad  humors  you  got 
out  of  the  blood.  But,  even  in  those  days,  they 
noticed  a difference  in  the  discharges;  some  they 
called  “laudable  pus’’  in  contrast  to  others  not 
so  praiseworthy.  I suppose  that  may  have  been 
a difference  between  staphylococcic  and  strepto- 
coccic infection.  It  is  surprising  now  how  many 
of  these  old  ideas  persist  with  the  laity.  In 
fact,  credulity  seems  to  be  actually  increasing-  in 
the  last  few  years  and  many  of  the  laity  are  so 
far  out  of  touch  with  modern  medical  advance  as 
not  to  be  restrained  by  it  from  taking  up  with 
any  absolutely  unscientific  fad  that  comes  along. 

We  must  remember  that  there  is  always  a pos- 
sibility of  being  so  far  advanced  in  medical  sci- 


ence as  to  be  out  of  touch  with  our  patients.  We 
trust  that  the  publicity  given  through  the  press 
by  our  .state  society  will  remedy  this  in  large 
part.  In  the  old  days  heroic  doses  were  the  rule  and 
purging  and  vomiting  and  sweating  were  consid- 
ered the  proper  things  to  effect  for  nearly  any 
sickness.  It  would  seem  as  though  both  laity 
and  profession  adopted  as  their  motto  “make  the 
patient  as  uncomfortable  as  possible  and  you  will 
be  doing  all  that  can  be  done  for  him.’’  Inocu- 
lation is  frequently  mentioned  in  the  old  account 
books  and  since  this  was  done  by  the  actual 
, small-pox  scab  it  means  that  the  physician  him- 
self had  either  been  inoculated  or  had  suffered 
from  small-pox.  One  physician  of  the  county 
who  had  procured  a small-pox  scab  for  inocu- 
lation purposes  was  accused  of  bringing  small- 
pox into  the  community  for  the  purpose  of  in- 
creasing his  practice. 

The  old  records  show  that  money  was  not  al- 
ways forthcoming  and  that  the  doctor  took  his 
pay  in  a quarter  of  veal,  a bushel  of  wheat  or 
corn,  rye,  or  oats,  a few  pounds  of  flax,  some 
watermelons  and  so  on,  and  Dr.  Gwinnup  closes 
one  account  with  ‘ 18  shillings  worth  of  damned 
abuse’’,  after  vainly  trying  to  get  it  settled  by 
taking  2 young  turkeys  and  some  horse  pasture. 
As  an  evidence  of  changed  social  conditions,  we 
find  some  credits  in  some  of  the  old  records  as 
follows:  1 pint  of  rum;  2 gills  of  whiskey;  1 mug 
of  beer;  1 quart  of  Royal  Cider;  1 grog;  1 gin 
sling;  1 gill  of  brandy;  1 gill  of  bitters.  I am 
sorry  to  say  that  2 physicians  of  those  olden 
times  lost  the  confidence  of  their  patients, 
through  over-indulgence,  and  had  to  retire  from 
practice. 

Up  to  the  time  of  the  Civil  War  every  one  in 
Warren  County  was  more  or  less  of  a farmer  no 
matter  what  other  trade  or  profession  he  fol- 
lowed. That  is,  he  had  his  own  chickens,  pigs, 
cows  and  horses;  he  laid  down  his  own  winter’s 
meat,  and  filled  his  cellar  with  app.les,  potatoes 
and  a barrel  or  two  of  cider.  A physician’s 
stable  had  in  it  several  of  the  finest  saddle  horses 
that  he  could  pick  out  in  his  wide  travels,  and 
often  he  was  not  afraid  to  back  his  finest  trotter 
in  the  impromptu  horse  races  that  occurred  on 
Saturday  afternoons.  Every  community  was 
largely  self-contained  and  produced  within  itself 
everything  it  needed  except  sugar,  salt,  pins, 
needles,  jewelry,  and  some  foreign  drugs.  The 
physician  was  able  to  gather  bone-set  to  make 
the  famed  tea  for  fevers  and  agues;  calamus, 
gentian,  and  old-man-in-the-ground  for  tonics; 
rhubarb  and  mandrake  for  physic:  tansy  as  an 
emmenagogue;  blackberry  root  for  diarrhea; 
mustard  seed  for  plasters;  slippery  elm  bark  for 
a vermifuge;  and  a Host  of  other  garden  and  field 
herbs  for  every  ailment  they  could  give  a name 
too. 

Once  before,  in  1872,  a committee  was  ap- 
pointed to  gather  historical  material.  That  was 
for  our  semi-centennial.  We  never  held  a semi- 
centennial but  the  committee  kept  on  working 
for  18  years  and  finally  published  their  findings 
in  the  Transactions  of  the  Medical  Society  of 
New  Jersey,  for  IS 90.  It  was  104  pages  in  length 
and  I am  sure  you  will  forgive  the  committee 
today  for  not  insisting  on  a sketch  of  equal 
■length  to  be  read  at  this  meeting.  A part  of  that 
report  reads:  “It  is  a solid  satisfaction  to  know 
that,  with  extremely  few  exceptions,  the  doctors 
who  practiced  in  the  first  century — from  1760  to 
186  0 — were  men  of  education  in  all  the  medical 
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knowledge  extant  in  their  days;  men  of  charac- 
ter who  strongly  influenced  the  communities 
they  served  and  who  took  prominent  parts  in 
the  moral  and  educational  institutions  of  the 
county.”  * * * “The  reputation  of  a physician 
does  not  long  survive  his  active  life,  the  best  work 
that  he  does  is  unseen  and  unsung.  The  highest 
recompense,  that  of  the  inner  consciousness  of 
doing  good  and  meeting  daily  responsibilities  to 
the  utmost,  and  dispensing  the  gifts  of  medical 
experience  to  the  sick  and  suffering,  must  serve 
to  relieve  the  toil  and  anxiety  of  the  daily  work 
and  constitute  his  best  earthly  reward.”  These 
are  the  words  of  our  beloved  Dr.  John  C.  John- 
son, who  was  Secretary  of  that  committee,  the 
other  members  of  which  were:  John  S.  Cook, 
Philip  F.  Hulsizer,  John  H.  Griffith  and  William 
H.  McGee. 

May  we  give  just  a word  concerning  those 
sturdy  characters  who  practiced  medicine  here 
before  the  formation  of  this  society.  Dr.  Samuel 
Kennedy  was  the  first  practitioner  in  all  the  ter- 
ritory that  now  forms  Warren  and  Sussex  coun- 
ties. He  practiced  at  the  Old  Log  Gaol,  now 
Johnsonburg,  as  early  as  1766  and  he  continued 
in  practice  until  his  death  in  1804.  Dr.  Robert 
Cummins  came  to  America  to  enter  the  Conti- 
nental Army  as  a surgeon,  and  at  the  close  of  his 
service  settled  at  Mt.  Bethel,  or  Egbert’s  Church, 
where  he  practiced  until  his  death  in  1806.  Mrs. 
Margaret  Warne,  or  Aunt  Peggy,  was  an  obstet- 
rician who  practiced  her  art  for  miles  around 
Broadway,  making  her  trips  on  horseback  in  all 
sorts  of  weather;  Peggy  Warne  Chapter,  D.  A.  R., 
is  named  after  her.  Other  practitioners  of  early 
days  were:  Abel  Johnson,  at  Johnsonburg;  Henry 
Palmer,  at  Hope;  Samuel  Fell,  of  Johnsonburg; 
John  Cooper,  of  Phillipsburg;  James  Holmes,  at 
Asbury,  and  William  Hampton,  at  Hackettstown. 

Some  of  the  physicians  of  Warren  County  have 
answered  their  country’s  call  in  every  great  war: 
Drs.  Holmes  and  Cummins  served  in  the  Revolu- 
tion; Drs.  Samuel  W.  Fell  and  Reuel  Hampton, 
in  the  War  of  1812;  Drs.  L.  C.  Bowlby,  Edwin 
Randall,  Moore,  Torrence  and  Hoagland  in  the 
World  War. 

I wish  I had  the  time  and  the  ability  to  give 
extended  mention  of  at  least  some  of  the  splen- 
did men  who  have  preceded  us  and  who  have 
taken  the  long  journey,  but  you  will  find  better 
accounts  than  I could  write  in  the  published 
biographies  in  the  Transactions  for  189  0 and  in 
the  various  biographic  notices  published  in  the 
Journal  of  the  State  Society  from  time  to  time. 


The  Winner. 

The  silver  plated  Dumb-bell 
Tied  in 

Raspberry  ribbon 

Goes  undoubtedly 

To  Henrietta 

WTho  thought 

That  a sloe  gin  rickey 

Was  an  oriental 

Vehicle 

Drawn  by 

A tired  Chinese. 


Current  Cbents. 


Report  of  the  Executive  Secretary  to  the  Welfare 
Committee  of  the  New  Jersey  State  Medical 
Society,  December  20,  1925. 

Mr.  Chairman  and  Gentlemen: 

Since  our  last  meeting,  October  4,  the  Secre- 
tary's office  has  been  even  busier  than  usual. 
The  plans  then  announced  and  authorized  have 
been  put  into  effect  and  have  attained  an  unex- 
pected degree  of  success. 

(1)  Broadcasting.  Of  the  list  of  10  radi* 
talks  outlined  to  you,  9 have  already  been  deliver- 
ed and  the  final  one  is  scheduled  for  delivery  on 
Christmas  Eve;  the  title  of  that  talk  having  been 
changed  to  read,  “A  Christmas  Message  From 
Your  Family  Doctor”.  These  short  essays  have 
been  also  distributed  to  the  newspapers  of  th« 
state  in  mimeographed  form  and  we  have  been 
gratified  by  the  reception  accorded  them.  The 
leading  papers  of  the  state  have  published  these 
articles  in  full  each  week  and  we  count  it  es- 
pecially pleasing  that  so  important  an  organ  as 
the  Newark  Evening  News  has  endorsed  them. 
We  have  no  means  of  determining  just  how  ef- 
fective the  broadcasting  has  been  but  we  know, 
without  regard  to  the  actual  number  of  persons 
that  may  have  "listened  in  ’,  that  the  scheme  has 
enabled  us  to  get  the  periodic  health  examina- 
tion matter  before  a very  large*  percentage  of 
the  people  in  this  state,  through  the  cooperation 
of  the  radio  and  the  newspapers.  Personal 
friends  have  reported  that  they  have  been  regu- 
larly listening  to  these  talks  and  the  broadcast- 
ing studio  has  indicated  satisfaction  with  what 
we  have  done  and  with  the  results  as  its  manage- 
ment hears  of  them;  a goodly  number  of  persons 
have  written  to  ask  for  further  information  or 
advice,  which  would  seem  to  indicate  consider- 
able interest  in  our  program  and  that  it  is  prov- 
ing effective.  One  “radio  fan”  in  San  Diego,  Cal- 
ifornia, wrote  to  say  that  he  had  heard  my  second 
talk  and,  later,  sent  us  a newspaper  clipping  to 
show  that  this  feat  had  been  recorded  in  the 
newspapers  out  there;  this  is  interesting  because 
he  could  hardly  have  had  any  previous  infor- 
mation as  to  what  was  coming  and  he  even  got 
my  name  correctly,  which  is  more  than  some 
people  do  after  I have  presented  them  a card. 
That  the  broadcasting  has  not  been  an  unquali- 
fied success  is  evidenced  by  complaints  to  the 
effect  that  WHAR  is  difficult  to  get  in  some  parts 
of  New  Jersey,  partly  because  it  is  "drowned 
out”  by  stronger  sending  stations  if  they  happen 
to  be  working  at  the  same  moment.  This  dif- 
ficulty in  hearing  WHAR  seems  to  exist  mainly  in 
the  northern  part  of  the  state,  yet  I must  record 
the  fact  that  only  a few  days  ago  I received  a 
letter  from  a gentleman  in  Newark  asking  me 
to  address  a joint  meeting  of  boys’  clubs,  to  be 
held  in  Montclair,  and  giving  as  his  reason  for 
extending  the  invitation  the  fact  that  he  had 
been  listening  to  my  radio  talks. 

The  Atlantic  County  Medical  Society  voted  last 
winter,  at  the  instance  of  Dr.  W.  Blair  Stewart, 
to  have  a selected  group  of  its  members  prepare 
a series  of  health  talks,  to  be  passed  upon  by  a 
special  committee  and  then  broadcast  under  the 
auspices  of  the  county  society  in  such  manner 
as  to  avoid  any  suggestion  of  personal  advertis- 
ing I have  recently  conferred  with  Dr.  Stewart, 
suggesting  that  he  endeavor  to  have  this  ma- 
terial ready  to  use  immediately  after  the  first 
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of  January,  as  a sort  of  “follow-up”  to  our  series. 
Dr.  Stewart  has  adopted  the  idea  and  is  making 
preparations  to  broadcast  those  messages  from 
WPG.  This  latter  is  a more  powerful  sending 
station  than  WHAR  and  it  may  be  possible  to 
arrange  to  have  our  next  series,  if  continuance 
of  this  work  seems  to  you  advisable,  sent  from 
that  station;  though  I have  been  informed  with- 
in the  last  few  days,  that  the  WHAR  outfit  is 
to  be  strengthened  also  and  have  been  urgently 
invited  to  continue  to  broadcast  from  that  station 
because  since  announcement  was  made  that  this 
series  of  talks  would  end  on  December  24  there 
have  been  a number  of  requests  for  additional 
talks  of  similar  character  or  dealing  with  more 
specific  disease  problems. 

(2)  Talks  to  Lay  Organizations.  The  second 
education  feature  with  which  we  had  to  deal 
was  embodied  in  the  letter  of  which  I spoke  to 
you,  addressed  to  Rotary  and  Kiwanis  clubs 
throughout  the  state,  asking  for  an  opportunity 
to  address  them  on  the  subject  of  longer  life 
through  better  health.  The  response  to  those 
letters  has  been  of  such  nature  as  to  require 
my  running  all  over  New  Jersey  during  November 
and  December  and  booking  myself  for  similar 
meetings  solidly  for  available  days  until  the 
middle  of  January  and  with  scattering  dates  run- 
ning to  the  middle  of  March.  My  circular  letter 
was  issued  on  November  6,  and  since  then  I have 
visited  and  spoken  at  13  such  meetings:  7 Rotary 
clubs,  at  Lakewood,  Westwood,  Boonton,  Hacken- 
sack, Lambertville,  Weehawken,  and  Bound 
Brook;  and  6 Kiwanis  clubs,  at  Riverside,  Bur- 
lington, Hackettstown,  Cape  May,  Ocean  City, 
and  Toms  River.  The  distances  to  be  covered  in 
keeping  these  engagements  have  been  consider- 
able and  is  evidenced  by  one  experience  of  speak- 
ing at  Hackettstown,  in  the  northwest  part  of 
the  state,  on  Tuesday  evening  and  having  to  ad- 
dress another  club  at  Cape  May,  on  the  extreme 
southern  point,  the  following  evening.  At  every 
such  meeting  I have  been  accorded  a hearty  re- 
ception, appearing  as  the  representative  of  the 
State  Medical  Society,  and  have  been  given  every 
opportunity  to  present  the  public  aspect  of 
periodic  health  examinations  in  a satisfactory 
manner.  An  interesting  concomitant  of  address- 
ing these  social  gatherings  has  been  the  unex- 
pected amount  of  newspaper  publicity  secured; 
reports  of  most  of  these  meetings  have  appeared 
in  the  local  papers  on  the  following  day  and  the 
State  Society  has  received  much  commendation 
for  providing  this  new  educational  program.  I 
have  not  been  able  to  collect  all  these  reports  to 
show  you,  because  the  secretaries  usually  forget 
their  promise  to  send  me  the  paper  or  clipping 
but  I am  hearing  of  these  publications  from 
various  sources  and  hope  ultimately  to  secure 
copies  for  filing  in  our  scrap  book.  Incidentally, 
I would  like  authorization  to  subscribe  to  a clip- 
ping bureau  service. 

It  was  contemplated,  you  will  remember,  that 
a similar  circular  letter  should  be  sent  to  all  of 
the  Women’s  clubs  in  the  state  but  I have  delayed 
issuance  of  that  letter  because  the  pressure  of 
Rotary  and  Kiwanis  engagements  made  it  im- 
possible to  take  on  anything  more  and  I felt  that 
it  was  unwise  to  start  anything  that  we  were  not 
prepared  to  finish.  Through  the  coturtesy  of  Dr. 
Eagleton,  I have  secured  a list  of  all  the  Women's 
Clubs  and  shall  issue  the  proposed  letter  at  a 
later  date  if  that  plan  be  in  accord  with  your 
wishes.  As  already  stated,  I am  now  booked  for 
most  of  my  time  through  the  month  of  January 
but  have  not  dared  go  beyond  that,  save  for 
scattering  engagements,  until  I should  know  what 


your  instructions  will  be  concerning  the  coming 
session  of  the  General  Assembly.  If  ordered  to 
spend  a goodly  part  of  my  time  at  Trenton  this 
season,  the  educational  program  will  necessarily 
have  to  be  suspended  for  several  months,  unless 
you  wish  to  provide  assistance  to  carry  it  on. 

(3)  Anti-vaccinationists  and  Cultists.  We 
have  had  2 important  public  contests  on  hand 
which  may  be  of  interest  to  you: 

(a)  The  anti-vaccinationists  have  been  very 
active  in  some  parts  of  the  state  and,  upon  in- 
vitation of  the  Secretary  of  the  Passaic  County 
Medical  Society,  I engaged  to  address  the  Parent- 
Teachers’  Association  at  Haledon,  a suburb  of 
Paterson,  on  the  subject  of  Vaccination  as  a De- 
fense Against  Smallpox,  using  a moving  picture 
film,  “One  Scar  or  Many”,  loaned  to  us  by  the 
Metropolitan  Life  Insurance  Company.  The 
meeting  developed  into  something  like  a Donnjr- 
brook  Fair  but  we  believe  it  resulted  satisfactor- 
ily since  we  secured  considerable  newspaper  pub- 
licity for  the  small-pox  elimination  campaign  and, 
more  important,  secured  a decision  from  the  local 
Board  of  Education,  that  children  will  not  be 
permitted  to  enter  the  schools  until  they  present 
evidence  of  successful  vaccination. 

(b)  In  the  public  letter  column  of  the  At- 
lantic City  Press,  we  have  been  engaged  in  a 
controversy  with  a small  group  of  chiropractors 
and  naturopaths.  My  secretary  caught  up  a pub- 
lished letter  asserting  that  the  State  Medical  So- 
ciety was  persecuting  a number  of  honest  drug- 
less healers.  I challenged  that  statement,  denied 
that  the  State  Medical  Society,  was  either  per- 
secuting or  prosecuting  anybody  and  pointed  out 
that  such  prosecutions  as  had  been  instituted  by 
the  state  authorities  were  instances  in  which 
alleged  drugless  healers  have  been  caught  in  the 
act  of  prescribing  drugs  or  performing  opera- 
tions. In  a second  letter  from  the  other  side, 
an  at*  empt  was  made  to  becloud  the  issue,  but 
I replied  by  calling  them  back  to  my  explanation 
and  demanding  the  presentation  of  names  and 
other  facts  conected  with  any  prosecutions  not 
based  upon  violation  of  existing  law.  A third 
letter  from  them  followed  in  which  violation  of 
the  law  is  admitted  but  the  claim  set  up  that 
the  present  law  is  so  unfair  that  they  are  justi- 
fied in  breaking  it;  to  which  argument  the  ob- 
vious answer  was  that  all  lawbreakers  might 
excuse  themselves  in  the  same  fashion.  Their 
most  recent  letter  submitted  the  names  of  one 
naturopath  and  one  chiropractor  who  had  been, 
as  they  thought,  prosecuted  unfairly.  This  letter 
gave  me  the  opportunity  to  quote  from  the 
records  that  in  both  instances  the  parties  were 
prosecuted  for  “practicing  medicine  without  a 
license,”  and  the  evidence  submitted  proved  them 
guilty  of  doing  things  outside  of  their  claims 
when  they  sought  a limited  license  as  special 
healers.  It  also  gave  me  an  opportunity  to  ex- 
plain to  the  public  why  the  medical  profession 
insists  that  persons  desiring  to  practice  medicine, 
in  any  form,  should  be  required  to  give  evidence 
of  possessing  education  in  the  fundamental 
branches  of  medical  science — anatomy,  physi- 
ology, and  pathology — such  as  would  enable 
them  to  recognize  the  difference  between  health 
and  disease  in  man  before  attempting  to  offer 
him  treatment. 

I question  very  much  the  advisability  of  en- 
tering into  newspaper  disputes  of  this  character 
but  this  seemed  to  be  an  instance  where  some 
response  from  a representative  of  the  State  So- 
ciety was  actually  demanded. 

(4)  Interstate  Conference.  At  our  last  meet- 
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ing  you  authorized  pursuance  of  my  plan  for  an 
interstate  conference  between  certain  officers  of 
the  Medical  Society  of  New  Jersey,  New  York, 
and  Pennsylvania.  That  conference  was  held 
November  7 and,  while  not  as  fully  attended  as 
we  might  have  hoped  for,  accomplished  as  much 
least,  it  started  something  and  I believe  the  re- 
sults of  that  first  session  were  of  such  nature  as 
to  justify  its  having  been  held  and  to  make 
reasonably  certain  that  the  project  will  be  con- 
tinued with  mutual  benefit  to  all  three  state  or- 
as  might  reasonably  have  been  expected.  At 
ganizations.  The  minutes  of  that  conference  will 
be  published  in  the  January  Journal,  so  I need 
not  go  into  great  detail  concerning  it  at  this 
moment.  The  principle  subjects  under  discus- 
sion were,  amendments  to  existing  medical  prac- 
tice acts,  workmen's  compensation,  supervision 
and  control  of  private  hospitals,  and  the  nursing 
situation.  There  was  general  concurrence  in  the 
view  that  as  regards  the  three  last  mentioned 
topics  conditions  are  very  similar  in  the  three 
states  and  that  by  cooperation  it  might  be  pos- 
sible to  procure  something  like  uniform  legis- 
lation in  these  matters.  As  to  the  medical  prac- 
tice act,  New  York  will  be  seeking  some  marked 
changes  in  her  law  this  year,  while  Pennsylvania 
will  be  confronted  by  a similar  necessity  and 
similar  opportunity  in  19  27.  There  was  general 
agreement  that  a law  embodying  the  principle 
set  forth  in  the  Kelly  Article  is  desirable  but  no 
one  felt  that  it  is  immediately  attainable  in  either 
state.  The  general  opinion  expressed  was  to  the 
effect  that  the  desired  end  would  have  to  be 
approached  by  slow  stages,  perhaps  by  securing 
a series  of  amendments  until  the  law  is  perfected. 
Personally,  I am  not  at  all  sure  that  such  is  the 
best  mode  of  procedure.  The  Pennsylvania  dele- 
gate, describing  conditions  that  arise  whenever 
the  Assembly  is  asked  to  amend  the  Medical 
Practice  Act,  used  an  expression  that  has  be- 
come familiar  to  most  of  us;  he  said  that  “legis- 
lators are  tired  having  the  Medical  Practice  Act 
brought  up  at  every  session",  and  they  had  re- 
peatedly asked  “why  don't  you  men  get  together, 
decide  on  something  definite,  and  have  this 
agony  overwith?”.  In  that  question,  it  seems 
to  me,  we  have  the  way  to  possible  success  clearly 
pointed  out.  Would  we  not,  most  quickly,  attain 
our  object  by  drafting  an  ideal  bill,  spending 
some  time  educating  the  public  to  understand 
the  proposed  act  and  its  objects,  and  then  seek- 
ing its  adoption? 

(5)  A.  M.  A.  Conference.  In  the  latter  part 
of  November  I had  the  privilege  of  attending, 
with  Dr.  Morrison,  the  American  Medical  Asso- 
ciation meeting  of  state  Secretaries  and  Editors, 
at  Chicago.  These  conferences  proved  most  in- 
teresting and  instructive  and  will,  I hope,  show 
their  beneficial  effect  in  our  future  work.  The 
one  all  important  thing  stressed  at  that  confer- 
ence, and  which  is  strongly  supported  by  my 
personal  experience,  is  the  necessity  for  much 
educational  effort  both  inside  and  outside  of  the 
medical  profession.  I am  endeavoring  to  bring 
about  some  demonstration  examination  clinics 
in  the  larger  counties  and  it  has  been  suggested, 
by  Dr.  George  Tracy,  that  the  State  Society  Pro- 
gram Committee  be  asked  to  arrange  for  such  a 
demonstration  at  the  next  annual  meeting  to  help 
instruct  members  as  to  the  importance  of  this 
work,  as  to  its  routine  technic,  and  as  to  its  pos- 
sibilities from  an  humanitarian  point  of  view. 
If  this  cannot  be  done  as  a part  of  the  regular 
scientific  program,  the  time  for  which  is  now 
all  too  short,  I am  inclined  to  suggest  that  such 
a demonstration  be  conducted  as  a sideshow  to 


the  big  meeting.  In  this  connection,  it  occurs 
to  me  to  ask  whether  this  committee  would  en- 
dorse a plan  for  the  preparation  of  a moving 
picture  film  demonstrating  a proper  health  ex- 
amination and  to  be  exhibited  before  county  so- 
ciety meetings?  I do  not  believe  the  cost  of  such 
a plan  would  be  very  great. 

On  the  matter  of  health  examinations,  and 
on  all  other  matters  considered  at  this  conference, 
the  key-note  might  be  said  to  have  been  educa- 
tion and  stimulation  of  our  own  members.  Among 
the  suggestions  presented  that  seem  worthy  of 
your  attention  at  this  moment,  I would  especially 
mention  two:  The  first  is  that  copies  of  the  A. 

M.  A.  health  examination  manual  should  be  dis- 
tributed by  the  State  Society  to  all  the  members 
of  the  organization;  this  would  cost  the  New 
Jersey  association  about  $500.00.  The  other  sug- 
gestion was  that  a copy  of  Fishbein’s  Medical 
Follies  should  be  sent  by  the  state  association 
to  each  member  of  the  state  legislature;  a pro- 
cedure that  would  cost  in  this  state  about  $100.00. 
I am  inclined  to  think  the  latter  suggestion  de- 
serving of  more  serious  consideration  than  the 
first,  at  this  moment. 

(6)  Cooperation  with  State  Organizations. 
Two  other  possibly  important  conferences  have 
been  held  at  the  instance  of  your  Secretary  dur- 
ing the  past  few  weeks.  I spent  more  than  an 
hour  in  communion  with  Mr.  Burdette  G.  Lewis, 
of  the  Board  of  Institutions  and  Agencies,  with 
the  object  of  bringing  about  a closer  association 
between  that  state  bureau  and  the  State  Medical 
Society.  The  interview  was  pleasant  in  every 
way  and  while  no  definite  program  was  even  dis- 
cussed, we  found  that  there  are  several  points 
of  interest  to  the  development  of  which  we  might 
give  cooperative  effort. 

The  second  conference  was  with  the  director 
of  the  State  Board  of  Health  and  was  based 
upon  the  idea  that  tnere  should  be  a closer 
affiliation  between  these  two  bodies  engaged  in 
promulgating  health  education.  Dr.  Costill 
thinks  it  possible  that  his  Board  can  work  with 
us  in  developing  our  educational  program  and  I 
felt  sure  you  would  approve  of  my  working  in 
association  with  his  office  and  with  the  State 
Society’s  Committee  on  Public  Health  and  Sani- 
tation. I have  since  had  a short  talk  with  the 
Chairman  of  that  Committee,  Dr.  Gordon  K. 
Dickinson,  and  a general  conference  is  being 
arranged  to  take  place  in  January. 

Drs.  Costill  and  Dickinson  were  good  enough 
to  confer  with  me  during  the  recent  meeting  of 
the  State  Sanitary  Association  at  Asbury  Park 
and  we  have  made  tentative  arrangements  to 
run  a new  department  in  the  Journal,  a depart- 
ment devoted  to  the  relationship  of  the  active 
practitioners  to  state  and  local  Boards  of  Health: 
with  a little  activity  on  the  part  of  the  State  So- 
ciety's special  committee  and  use  of  the  mass  of 
authoritative  information  at  the  command  of 
the  Director  of  Health,  we  should  be  able  to 
get  over  an  important  and  helpful  message  each 
month. 

(7)  The  Journal.  The  editorial  work  prog- 
resses satisfactorily,  save  that  I have  not  been 
able,  recently,  to  give  it  the  full  amount  of  at- 
tention it  deserves,  owing  to  the  amount  of  time 
consumed  by  the  educational  program.  How- 
ever, next  to  the  Journal,  I considered  the  edu- 
cational activities,  public  and  professional,  as 
the  most  important  work  now  before  the  State 
Society  and  would  respectfully  suggest  that  all 
this  work  be  continued  and  pushed  vigorously. 

Beginning  with  the  January  issue,  the  Journal 
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will  be  changed  in  page  size  to  conform  to  that 
of  all  the  other  State  Society  Journals,  that  is 
to  say,  it  will  change  from  its  present  form  of 
7 xlO  to  the  new  form  of  8 xll  inches.  Sev- 
eral new  features  will  be  introduced  in  the  make- 
up of  the  Journal  but  as  they  will  speak  for 
themselves  next  month  it  is  not  necessary  to 
take  up  your  time  with  such  details  now. 

(8)  The  Doctor’s  Title  Bill.  In  accordance 
with  instructions  received  at  your  last  meeting, 
I requested  every  member  of  this  committee  to 
seek  an  expression  of  opinion  from  his  county 
society  as  to  the  advisability  of  reintroducing, 
at  the  coming  session  of  the  legislature,  the 
so-called  “Doctor’s  Title’’  Bill,  and,  at  the  same 
time,  I requested  the  officers  of  each  county 
society  to  see  to  it  that  their  respective  organi- 
zations gave  instructions  concerning  this  ques- 
tion to  their  representatives  on  this  committee. 
In  those  counties  whose  meetings  I personally 
attended  during  October  and  November  I saw  to 
it  that  action  was  taken  upon  this  question.  From 
a few  of  the  other  counties  action  has  been  re- 
ported in  the  society’s  proceedings  sent  to  me. 
From  most  of  the  other  counties,  however,  I 
have  received  no  response  and  their  representa- 
tives will  probably  report  direct  to  this  commit- 
tee. Insofar  as  I have  been  informed  on  the 
results  of  the  plebiscite,  of  12  counties  reporting, 
6 have  voted  in  favor  of  re-introduction,  (Ber- 
gen, Burlington,  Cape  May,  Essex,  Sussex,  War- 
ren), 4 have  voted  against  such  a course  (At- 
lantic, Camden,  Gloucester,  Hunterdon),  one 
has  voted  both  ways,  (Hudson),  and  one  to  leave 
the  decision  to  this  committee,  (Uuion). 

(9)  New  Business.  There  are  several  com- 
munications to  lay  before  you  at  this  meeting: 

(a)  We  are  informed  that  early  in  January 
a conference  will  be  held  in  Trenton  to  consider 
the  proposed  Birth  Control  Bill  which  will  be 
re-introduced  to  the  General  Assembly  this  sea- 
son, and  we  are  invited,  along  with  most  of  the 
public  welfare  organigations  of  the  state,  to 
send  a representative  to  that  conference. 

(b)  The  Holstein-Friesian  Dairymen's  Asso- 
ciation has  offered  to  cooperate  in  our  public 
health  education  program  and  expresses  a will- 
ingness to  submit  articles  specially  prepared  for 
the  press  and  to  be  used  as  we  see  fit  in  dis- 
seminating information  relating  to  the  value  of 
milk  as  a food  and  the  importance  of  securing 
good  clean  milk.  The  Association  would  also 
furnish  speakers  if  we  desire  their  assistance 
for  public  meetings. 

(c)  Physicians’  Home.  As  many  of  you  know 
a movement  has  been  started  to  procure  an  en- 
dowment fund  for  the  support  of  a national 
physicians’  home.  These  plans  were  recently 
endorsed  at  an  inaugural  meeting  of  the  Na- 
tional Campaign  Committee  in  New  York,  par- 
ticipated in  by  such  eminent  members  of  the 
profession  as  Drs.  Work,  (Secretary  of  the  In- 
terior), Mayo,  Lambert,  and  Morris  and  such 
laymen  as  Chauncy  Depew,  Elihu  Root,  and  Car- 
dinal Hayes.  We  are  asked  to  participate  in  this 
campaign. 

(d)  A communication  is  received  from  Dr. 
Arthur  MacDonald  requesting  our  support  in  the 
effort  to  secure  congressional  action  upon  a bill 
designed  to  “establish  a laboratory  for  the  study 
of  abnormal  classes’’. 

(10)  In  conclusion,  I would  like  to  exhibit 
a scrap  book  started  during  the  last  annual 
meeting  of  the  State  Society,  to  show  in  some 
measure  the  amount  of  publicity  gained  by  the 
State  Society.  This  does  not  include  the  news- 


paper presentation  of  our  radio  talks  nor  the 
extent  of  publications  of  our  lay  addresses,  but 
it  serves  to  show  that  we  are  securing  a satis- 
factory measure  of  publicity  for  this  work.  To 
summarize  this  report:  I believe  our  educa- 

tional program  is  progressing  satisfactorily.  By 
a series  of  conferences  we  are  bringing  about 
cooperation  between  the  State  Medical  Society, 
on  the  one  hand,  and  the  State  Board  of  Medi- 
cal Examiners,  the  State  Board  of  Health,  the 
State  Bureau  of  Institutions  and  Agencies,  and 
the  Medical  Societies  of  our  neighboring  states  of 
New  York  and  Pennsylvania,  on  the  other.  I 
would  recommend  furtherance  of  these  educa- 
tional and  cooperative  efforts,  because  I believe 
that  more  benefit  will  accrue  to  the  profession, 
in  the  long  run.  from  these  means  than  from  any 
legislation  possibly  obtainable. 


PRACTITIONERS  RELATION  TO 
BOARDS  OF  HEALTH. 


CULTURES  FROM  suspicious  cases  of 
DIPHTHERIA  ARE  SOMETIMES 
NEGLECTED. 


Henry  B.  Costill,  M.D., 

Director  of  Health,  Trenton,  N.  J. 

Evidences  of  a dangerous  practice  recently 
were  brought  to  the  attention  of  the  State  De- 
partment of  Health.  It  was  learned  that  some 
physicians,  finding  a suspected  case  of  diphtheria 
among  their  patients,  failed  to  take  cultures  of 
the  nose  and  throat  to  determine  positively  the 
presence  of  diphtheria  bacilli,  prefering  to  await 
the  development  of  definite  clinical  symptoms 
before  making  a diagnosis.  In  many  of  such 
cases  the  disease  does  not  progress  so  as  to  give 
a clinical  picture  of  diphtheria.  The  patient  re- 
covers without  the  use  of  antitoxin,  but  during 
this  time,  and  later,  he  is  a menace  to  his  fam- 
ily and  the  community. 

This  practice  of  neglecting  cultures  is  danger- 
ous both  to  the  patient  and  the  public.  Depend- 
ing upon  clinical  evidence  for  diagnosis  is  un- 
wise because  delays  in  making  a diagnosis  al- 
low the  disease  to  progress  without  early  treat- 
ment with  antitoxin.  It  is  generally  known  that 
deaths  from  diphtheria  do  not  occur  when  anti- 
toxin is  administered  on  the  first  day  of  the  dis- 
ease, but  that  the  fatality  rate  of  the  disease 
increases  with  each  day’s  delay  in  administer- 
ing antitoxin.  The  physician  harms  his  patient 
by  delay,  but  he  may  harm  himself  as  much. 
Let  other  members  of  the  family  contract  the 
disease  through  his  failure  to  do  everything  pos- 
sible to  protect  them,  and  the  attending  physi- 
cian’s reputation  may  suffer  irreparable  harm. 
Dangerous  as  is  delay  to  the  patient,  failure  to 
take  specimens  is  even  more  dangerous  to  pub- 
lic health.  The  two  most  potent  sources  of  the 
spread  of  diphtheria  are  the  missed  case  of  the 
disease' — usually  mild — in  which  a positive  diag- 
nosis is  neglected,  and  healthy  carriers  of  the 
disease. 

The  mild  case  which  makes  an  uneventful  re- 
covery may  continue  to  harbor  the  virulent  diph- 
theria bacilli  in  his  throat  or  nose,  and  so  be  a 
source  of  the  spread  of  the  disease  when  he  again 
mingles  with  his  fellows.  The  only  known  way 
of  detecting  the  presence  of  these  organisms  in 
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the  throat  of  suspicious  cases  is  by  the  micro- 
scopic examination  of  cultures  from  the  nose 
and  throat.  Practicing  physicians  owe  it  to  the 
communities  which  they  serve  to  take  such  speci- 
mens in  every  suspicious  or  suspected  case  of  the 
disease. 

It  is  not  only  the  moral  duty  of  the  physician 
to  take  such  cultures,  but  it  is  his  legal  duty  as 
well,  for  the  State  Department  of  Health  enacted 
as  a part  of  its  sanitary  code  the  following  regu- 
lation : 

Regulation  12. — Diphtheria:  material  for  cul- 
tures to  he  submitted.  In  every  case  of  illness 
which  there  is  reason  to  believe  may  be  diph- 
theria, it  shall  be  the  duty  of  the  attending  phy- 
sician * * * to  take  cultures  forthwith  from  the 
throat  and  nose  of  the  person  suspected  of  being 
infected,  or  to  permit  the  health  officer  or  his  rep- 
resentatives to  take  such  cultures.  Provided, 
however,  that  if  such  cultures  are  forthwith  taken 
by  the  health  officer  having  jurisdiction,  or  his 
representative,  it  shall  not  be  necessary  for  the 
attending  physician  or  nurse  to  take  such  cul- 
tures. Such  cultures  shall  be  immediately  sub- 
mitted by  the  person  taking  the  same,  for  ex- 
amination, to  the  State  Laboratory  of  Hygiene, 
or  to  a laboratory  which  has  been  approved  by 
the  Director  of  Health  of  New  Jersey. 

The  State  has  given  special  privileges  to  the 
physician  in  that  only  he  may  treat  the  sick.  In 
return  for  these  privileges  the  State  makes  cer- 
tain demands:  one  is  that  he  abide  by  the  rules 
of  the  State  Department  of  Health.  Undoubtedly 
many  practicing  physicians  are  unaware  of  the 
provision  of  the  State  Sanitary  Code  quoted 
above.  Attention  is  called  to  it,  so  that  physi- 
cians may  take  this  precaution  so  important  to 
the  health  of  the  public.  Diphtheria  is  still  far 
too  prevalent  a disease,  in  the  light  of  our  pres- 
ent knowledge  as  to  the  means  of  effective  pre- 
vention and  treatment.  We  cannot  afford  to  ig- 
nore one  of  the  most  potent  causes  for  its  con- 
tinued spread. 


Communications. 

A VISIT  TO  II  \RVEY  CUSHING’S  CLINIC. 

(Letter  from  John  Hammond  Bradshaw,  M.  D., 
Orange,  N.  J.) 

About  the  tenth  of  November  I spent  a day  at 
the  Peter  Bent  Brigham  Hospital,  Boston,  as  a 
guest  of  Doctor  Harvey  Cushing  and  a short  ac- 
count of  his  work  may  prove  interesting. 

The  hospital  is,  as  you  know,  annexed  to  the 
Harvard  Medical  School,  being,  in  fact,  a part 
of  that  institution  and  being  situated  only  a few 
hundred  feet  away  from  those  beautiful  white 
marble  buildings  where  the  Harvard  Medical 
students  get  their  medical  milk. 

Doctor  Cushing  met  me  in  the  library  of  the 
hospital  about  10  o’clock  and  was  very  cordial 
in  his  greetings,  although  I had  never  seen  him 
before.  He  is  a man  appearing  about  55  years 
of  age,  with  iron-gray  hair.  He  told  me  that 
he  had  but  one  operation  at  that  time  to  show 
me,  but  that  it  would  take  the  rest  of  the  morn- 
ing to  finish  it  up,  as  it  was  a transsphenoidal 
operation  for  a cystic  tumor  of  the  pituitary 
body. 

My  introduction  to  his  operating  room  gave 
me  a slight  shock  for  I there  found  his  nurses 
and  assistants  arrayed  in  blue  operating  gowns. 
Blue  also  was  the  prevailing  color  of  the  sheets 


and  coverings  for  the  instrument  tables  and  of 
ihe  caps  and  masks  worn  at  the  time  of  the 
operation. 

'the  patient  was  a young  man,  about  30  years 
of  age,  a bank  clerk  presenting  the  characteris- 
tic symptoms  of  acromegaly.  He  first  became 
aware  of  tailing  health  when  he  found  it  diffi- 
cult to  see  the  figures  on  the  pages  of  his  ledger. 
His  fingers  and  toes  were  clubbed  and  the  growth 
became  evident  when  cerebral  symptoms,  such 
as  dizziness  and  headaches,  increased.  A most 
exhaustive  history  of  the  case  was  read  by  the 
House  Surgeon  from  a typewritten  page,  all  pos- 
sible and  almost  all  impossible  examinations  of 
his  case  having  been  made.  A line  of  several 
x-ray  pictures  of  his  cranium  and  brain  were 
in  constant  view  on  the  light-box  in  the  room. 
Ether  was  administered  through  a laryngeal 
tube  introduced  through  the  mouth  and  operated 
by  an  electrical  apparatus.  The  upper  lip  was 
everted  and  a one-half  inch  incision  made  over 
the  2 upper  central  incisor  teeth.  This  incision 
was  deepened  gradually  in  such  a way  that  no 
hemorrhage  resulted,  special  instruments  being 
employed.  By  working  mostly  with  blunt  in- 
struments and  rongeur  forceps,  the  vomer  and 
central  portion  of  the  sphenoid  bone  was  pene- 
trated. Being  fortunately  placed  within  12  in. 
of  the  operator’s  hands  I could  clearly  see  with- 
out difficulty  each  successive  step  of  the  opera- 
tion, although  the  deep  wound  had  hardly  the 
diameter  of  a large  bougie.  This  clear  view  was 
made  possible  by  a set  of  specially  designed 
specula  which  Doctor  Cushing  invented  and  em- 
ploys. Due  particularly  to  the  avoidance  of 
blood-vessels  and  operating  in  the  median  line, 
and  also  to  continuous  use  of  the  electrically 
driven  sucker,  the  field  of  operation  was  kept 
constantly  dry  so  that  every  step  was  taken  un- 
der the  guidance  of  the  eye  itself. 

It  was  not  a rapid  operation,  although  Doctor 
Cushing  was  evidently  working  at  high  tension 
and  with  no  loss  of  time  by  -making  false  moves. 
About  one  hour  elapsed  before  the  dura  at  the 
base  of  the  brain  became  visible.  The  doctor 
then  made  an  incision  in  the  protruding  dura 
through  this  channel,  approximately  6 in.  deep, 
and  evacuated  about  15  c.c.  of  straw-colored 
serum,  which  he  said  was  evidence  that  he  had 
entered  the  cyst.  By  specially  designed  instru- 
ments he  then  removed  the  tumor  of  the  pitui- 
tary gland  demonstrating  the  growth  to  be  about 
the  size  of  2 marrow-fat  peas. 

I obtained  a clear  view  through  the  speculum, 
over  Doctor  Cushing’s  shoulder,  of  the  pulsating 
vessels  at  the  circle  of  Willis,  a wound  of  any  of 
whose  branches,  in  my  humble  opinion,  would 
have  caused  uncontrollable  bleeding  and  speedy 
death  of  the  patient.  What  gave  me  the  great- 
est amazement  during  the  entire  operation  was 
the  ability  to  operate  through  such  a narrow 
channel  and  to  visualize  pathology  at  so  great 
a depth;  almost  in  the  center  of  the  brain  itself. 
The  speculum  being  removed,  the  whole  of  the 
wound  was  perfectly  dry,  without  hemorrhage, 
and  2 small  silk  sutures  closed  the  wound  and 
the  operation  was  finished. 

The  prognosis,  upon  my  asking  Doctor  Cush- 
ing, was  said  to  be  excellent.  He  told  me  that 
vision  would  return  at  once,  and,  when  I asked 
abrut  the  possibility  of  return  of  the  tumor,  he 
said  it  would  be  no  more  likely  to  return  than 
an  extirpated  thyroid  gland.  When  I expressed 
amazement  that  such  a wound  required  no  drain- 
age, he  remarked  that  he  never  drained  his  brain 
surgery. 
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NEW  FINANCIAL  ARRANGEMENTS. 

(Letter  from  the  Treasurer,  Dr.  Marsh.) 

The  Committee  on  Finance  and  Budget  de- 
sires to  call  the  attention  of  all  officers  and  Com- 
mittee Chairmen  to  the  new  financial  by-laws 
adopted  by  the  Society  at  the  annual  meeting- 
last  June  (Transactions  p.  61)  and  the  follow- 
ing regulations  adopted  by  the  committee  to  give 
them  effect: 

(1)  The  fiscal  year  1926  will  begin  January 
1,  and  end  May  31. 

(2)  Budget  appropriations  will  be  pro-rated 
accordingly,  each  appropriation  for  the  year  thus 
defined  being  regarded  as  five-twelfths  of  the 
amount  given  in  the  budget  adopted  at  the  an- 
nual meeting  of  June,  1925. 

(3)  Each  office  and  committee  will  be  ex- 
pected to  limit  itself  to  this  proportion  of  its 
total  appropriation,  exception  being  made  in 
cases  where  a disproportionate  amount  of  the 
year’s  work  is  done  within  the  period  named. 

(4)  All  bills  must  be  sent  to  the  Chairman 
of  the  Finance  Committee  for  approval,  without 
which  they  cannot  be  paid  (By-Laws).  No  bill 
will  be  approved  or  paid,  in  excess  of  the  budget 
allowance,  unless  a supplementary  credit  has 
been  obtained  in  advance  from  the  Committee 
on  Finance,  as  provided  in  the  by-laws. 

(5)  All  printing  and  stationary,  to  be  charged 
to  the  budget  account  so  designated,  must  be 
ordered  through  the  Recording  Secretary;  oth- 
erwise it  will  be  charged  to  the  account  of  the 
office  ordering. 

The  Chairman  of  the  Committee  is  Dr.  James 
S.  Green,  46  3 North  Broad  Street,  Elizabeth,  to 
whom  bills  for  approval  and  requests  for  addi- 
tional credit  should  be  sent. 


LETTER  FROM  THE  BOARD  OF  MEDICAL 
EXAMINERS  ANNOUNCING  RECENT 
PROSECUTIONS. 

Nov.  4,  1925 — Vernon  P.  Cox  of  S.  Virginia 
Avenue,  and  Herman  Staller  of  Pacific  Avenue, 
Atlantic  City,  were  tried  in  the  District  Court  of 
Atlantic  City  and  judgment  has  been  entered  in 
each  case  for  the  penalty  and  costs.  Each  prac- 
ticed Electro-Therapy. 

On  the  same  day — Lou  Lashley,  a masseuse 
who  also  gave  drugs,  was  tried  on  a charge  of 
practicing  medicine.  Decision  was  reserved  and 
the  Court  has  found  her  not  guilty.  The  Board 
will  appeal. 

On  the  same  day — George  C.  Lezenby,  Jr.,  who 
practiced  Electro-Therapy,  pleaded  guilty  to  a 
charge  of  practicing  medicine  without  a license 
and  paid  the  penalty. 

Nov.  10,  192  5 — John  Lembeck,  of  Jersey  City, 
who  prescribed  and  sold  herbs  was  convicted  on 
a charge  of  practicing  medicine  without  a li- 
cense, in  the  First  District  Court  of  Jersey  City, 
and  judgment  entered.  On  refusal  to  pay  the 
penalty  was  committed  to  jail  for  10  days. 

Nov.  10,  1925 — George  Gese,  proprietor  of  the 
Star  Herb  Company  of  62  Franklin  Street,  Jer- 
sey City,  was  tried  on  a charge  of  practicing 
without  a license  in  the  First  District  Court  of 
that  city  and  judgment  entered  for  the  penalty 
and  costs.  Defendant  has  appealed. 

Nov.  10,  1925 — Louis  Koomos,  an  unlicensed 
chiropractor  of  Oradell,  N.  .T.,  pleaded  guilty  in 
the  East  Rutherford  District  Court  to  a charge 


of  practicing  medicine  without  a license  and  paid 
the  penalty  and  costs. 

Nov.  20,  1925- — Ada  E.  Blaisdell,  an  unlicensed 
chiropractor  of  Vineland,  N.  J.,  pleaded  guilty  in 
the  Court  of  Common  Pleas,  Bridgeton,  N.  J.,  to 
a charge  of  practicing  medicine  without  a license 
and  paid  the  penalty  and  costs. 

Nov.  20,  1925 — -Ellsworth  Pierce,  a naturopath 
of  Bridgeton,  N.  J.,  was  tried  in  the  Court  of 
Common  Pleas  on  a charge  of  practicing  medi- 
cine without  a license  and  judgment  entered  for 
the  penalty  and  costs. 

Dec.  1,  192  5 — Algia  Burroughs  and  Philip 

Tremmel,  unlicensed  chiropractors  of  Newark, 
pleaded  guilty  in  the  First  District  Court  of 
Newark,  to  a charge  of  practicing  medicine 
without  a license  and  each  paid  the  penalty. 

Dec.  9,  1925 — Stanley  I.  Guzowski,  an  unli- 
censed chiropractor  of  Trenton,  N.  J.,  pleaded 
guilty  in  the  District  Court  of  Trenton,  to  a 
charge  of  practicing  medicine  without  a license, 
and  paid  the  penalty  and  costs. 

Dec.  11,  1925 — Dagmar  S.  Ackerman,  an  unli- 
censed chiropractor  of  Paterson,  N.  J.,  and  Alex. 
Vekony,  an  unlicensed  chiropractor  of  Passaic 
were  tried  in  the  Passaic  District  Court  on  a 
charge  of  practicing  medicine  without  a license 
and  judgment  was  entered  in  each  case  for  the 
penalty  and  costs. 

Dec.  14,  1925, — Clarence  Drake,  who  practiced 
chiropractic  in  Morristown,  and  his  wife,  Mary 
Drake,  who  practiced  in  Dover,  N.  J.,  pleaded 
guilty  in  the  Morristown  District  Court  to  a charge 
of  practice  without  a license,  and  each  paid  the 
penalty. 

Dec.  14,  1925 — Sussie  Pallay,  an  unlicensed 
midwife  of  Carteret,  was  tried  for  the  third  time 
in  the  New  Brunswick  District  Court,  on  a charge 
of  practicing  midwifery  without  a license,  and 
the  decision  was  reserved. 

Dec.  17,  19  25 — Lilia  Porter,  who  practiced 

chiropractic  in  Morristown  and  Boonton,  was 
tried  on  a charge  of  practicing  midwifery  with- 
out a license  and  decision  was  reserved. 

Dec.  22,  1925 — Louise  Turner,  an  unlicensed 
chiropractor  of  East  Orange,  pleaded  guilty  in 
the  First  District  Court  of  Newark  to  a charge 
of  practicing  medicine  without  a license  and  paid 
the  penalty  and  costs. 

Dec.  23,  1925 — Nathan  Kessler,  druggist  of 

Newark,  in  the  First  District  Court  of  Newark, 
pleaded  guilty  to  a charge  of  practicing  medicine 
without  a license  and  paid  the  penalty  and  costs. 

Dec.  23,  1925 — Max  Blindt,  an  unlicensed  chi- 
ropractor of  Newark,  pleaded  guilty  in  the  First 
District  Court  of  Newark  to  a charge  of  prac- 
ticing medicine  without  a license  and  paid  the 
penalty  and  costs. 

Dec.  29,  1925 — Frona  Bowen,  of  Riverside,  N. 
J.,  pleaded  guilty  in  the  Court  of  Common  Pleas, 
Mt.  Holly,  to  a charge  of  practicing  medicine 
without  a license,  and  paid  the  penalty. 

Jan.  7,  1926 — Hugh  and  Electra  Anderton,  of 
Jersey  City,  each  pleaded  guilty  in  the  First  Dis- 
trict Court  of  Jersey  City,  to  a charge  of  prac- 
ticing medicine  without  a license,  and  each  paid 
the  penalty. 

Jan.  12,  1926 — Rennatti  Spinelli,  a druggist  of 
Newark,  pleaded  guilty  in  the  First  District  Court 
of  Newark,  to  a charge  of  practicing  medicine 
without  a license,  and  paid  the  penalty. 

Jan.  15,  1926 — Benjamin  Wooding,  of  Mont- 
clair, was  tried  in  the  Orange  District  Court  on 
a charge  of  practicing  medicine  without  a li- 
cense and  decision  reserved. 

Alex.  MacAlister,  Secretary. 
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MERCUROCHROME-220  SOLUBLE. 

The  extensive  advertising  this  preparation  has 
received  for  sometime  past,  and  the  impression 
that  it  is  being  widely  used  as  an  antiseptic  in  a 
great  variety  of  conditions,  suggested  the  idea  of 
making  some  search  of  the  recent  literature  to 
ascertain  what  degree  of  success  is  attending  its 
employment  and  for  what  conditions  it  may  be 
most  hopefully  applied. 

Accordingly,  we  have  looked  up  all  of  the  ab- 
stracts of  articles  relating  to  Mercurochrome 
published  in  the  Current  Medical  Literature  De- 
partment of  the  Journal  of  the  American  Medi- 
cal Association  during  the  year  1925,  and  the 
similar  abstracts  published  in  Surgery,  Gynecol- 
ogy and  Obstetrics  for  the  last  six  months  of  1925 
— July  to  December  inclusive.  We  have  arranged 
the  abstracts  thus  collected  into  groups  and  pre- 
sent them  here  to  illustrate  the  various  clinical 
or  experimental  uses  of  the  drug  and  the  results 
obtained  in  these  various  fields. 

Inasmuch  as  the  most  elaborate  report  on 
Mercurochrome  and  its  clinical  uses  appears  to 
be  the  study  emanating  from  the  Johns  Hopkins 
University  Hospital,  where  a very  thorough  study 
was  made  by  Young  and  his  associates,  it  may 
be  well  to  present  first  an  abstract  (from  Surg. 
Gyn.  & Obs.,  Oct.,  1925,  41:330)  of  their  report 
on  “The  Treatment  of  Infections  and  Infectious 
Diseases  with  Mercurochrome-220  Soluble;  an 
analysis  of  210  Cases  that  Furnish  Many  Definite 
Examples  of  a Therapia  Sterilisans  Magna" 
(Arch.  Surg.,  1 0:813,  1925). 

The  drug  mercurochrome-220  was  selected  for 
its  antiseptic  effect  from  260  substances  investi- 
gated. It  was  found  that  dibromfluorescin  could 
undergo  substitution  by  the  germicidal  group, 
and  mercury  was  chosen  as  the  active  germicide 
to  be  substituted  in  the  dye  molecule.  The  ir- 
ritating effect  of  mercuric  chlorid  is  due  to  the 
mercury  ion.  If  the  metal  is  substituted  in  an 
organic  compound,  such  as  an  acid  dy,e,  the  mer- 
cury no  longer  yields  ions  and  all  tests  for  mer- 
cury in  the  compound  are  negative. 

Following  the  local  application  of  the  1 % 
solution,  tissue  sections  of  the  urethra,  bladder, 
ureter,  and  kidney  show  the  epithelial  cells 
deeply  stained.  In  places,  the  submucosa  also  is 
stained,  and  at  times  even  the  muscularis  is 
penetrated.  The  epithelium  of  the  glands  empty- 
ing into  the  urethra  is  stained  for  some  distance. 

With  regard  to  toxicity  it  was  found  that  10 
mgm.  per  kilogram  of  body  weight  killed  rab- 
bits in  24  hours.  Dogs  could  tolerate  this  dose 
with  no  apparent  ill  effects.  In  each  case  there 
was  a slight  albuminuria  with  a reduction  in  the 
phenolsulphonephthalein  output,  but  no  casts, 
increase  in  the  urea  content,  or  permanent  dam- 
age to  the  kidney. 

Following  the  intravenous  injections,  the  bac- 
teriostatic action  of  the  blood  against  bacillus 
coli  was  increased  and  appeared  to  be  greatest 
after  15  to  45  minutes.  The  bactericidal  prop- 
erties of  urine  following  the  intravenous  injec- 
tion of  the  drug  were  discussed  by  the  authors 
in  a previous  article.  The  intravenous  use  of  the 
drug  in  experimental  syphilis  in  the  rabbit  has 
also  been  described.  When  it  is  given  by  mouth 


it  modifies  the  intestinal  flora  and  brings  about 
a decrease  in  the  bacterial  content.  After  its  in- 
travenous injection  it  was  found  to  appear  in  the 
bile  after  about  15  minutes  and  was  bactericidal 
in  that  medium. 

The  authors  report  in  detail  the  histories  of  a 
variety  of  cases,  some  of  their  own  and  some 
those  of  other  observers.  In  57  cases  of  septi- 
cemia from  various  causes  in  which  mercuro- 
chrome-220 was  given  intravenously  the  treat- 
ment resulted  in  a cure  in  34,  failed  in  19,  and 
was  of  doubtful  value  in  4.  Of  the  patients  who 
died  none  received  more  than  2 injections  of  5 mgm. 
per  kilogram.  Of  21  patients  with  pneumonia,  18 
recovered  and  3 died.  Of  4 with  perinephritis, 
all  recovered.  In  23  cases  of  pyelonephritis  there 
were  220  cures  and  3 failures.  In  3 cases  of 
cystitis  and  prostatitis  the  treatment  was  fol- 
lowed by  recovery  in  2 and  failed  in  1.  One  case 
of  chronic  chancroidal  infection  which  had  re- 
sisted all  other  methods  of  local  and  general 
treatment  was  promptly  cured.  In  23  cases  of 
gonococcus  infection  there  were  13  cures  and  10 
failures.  A cure  was  obtained  in  10  of  12  cases 
of  gonorrheal  arthritis;  in  2,  the  results  were 
doubtful.  Of  5 cases  of  multiple  arthritis,  4 
were  cured  and  one  was  benefited. 

Eight  cases  of  erysipelas  and  4 of  furuncu- 
losis were  cured.  In  17  cases  of  cellulitis  there 
were  14  recoveries,  one  death,  and  2 doubtful 
results.  Both  of  2 cases  of  extensive  pemphigus 
were  cured.  Of  3 patients  with  phlebitis,  one 
was  cured  and  one  died;  in  the  other  the  results 
were  questionable.  Five  cases  of  typhoid  fever, 
2 of  acute  anterior  poliomyelitis,  and  2 of  epi- 
demic encephalitis  were  cured. 

Of  6 cases  of  meningitis,  2 were  cured  and  4 
were  fatal.  One  case  of  Rocky  Mountain  fever 
and  one  case  of  bubonic  plague  were  cured.  Of 
14  cases  of  pneumonic  and  bubonic  plague  2 
were  cured  but  in  the  rest  the  results  were  doubt- 
ful. In  these  cases  only  one  injection  of  mer- 
curochrome was  given.  One  case  of  scarlet  fever 
was  cured.  In  3 cases  of  pulmonary  tuberculo- 
sis there  were  2 failures  and  one  doubtful  re- 
sult. Of  4 patients  with  peritonitis  2 died  and 
one  was  cured.  In  one  case  the  response  was 
doubtful. 

In  44%  of  the  cases  there  was  a general  re- 
action following  the  injection  of  the  drug.  This 
may  be  slight  or  severe.  Diarrhea  followed  the 
injection  in  about  the  same  percentage  of  cases. 
In  21.4%  stomatitis  developed  after  repeated  in- 
jections. Six  cases  showed  no  reaction,  and  in 
5 of  them  there  was  definite  clinical  improve- 
ment.  As  a rule,  when  small  doses  are  given 
there  is  no  reaction  after  the  first  injection.  If 
fever  is  present  and  5 mgm.  per  kilogram  are 
given,  there  is  usually  a marked  febrile  reaction 
followed  by  a drop  in  the  temperature  to  normal. 

Two  deaths  followed  injection  of  the  drug. 
One,  which  occurred  in  a case  of  chronic  osteo- 
myelitis, followed  the  second  injection  and  was 
probably  due  to  embolism.  The  other  occurred 
in  a case  of  severe  pemphigus  24  hours  after  the 
injection. 

The  authors  have  guarded  against  overenthus- 
iasm in  this  review,  and  admit  that,  although  ef- 
fort was  made  to  acquire  a review  of  all  results, 
both  good  and  poor,  it  is  probable  that  many 
negative  results  were  not  reported. 

With  regard  to  the  technic,  they  state  that  the 
1 % solution  in  freshly  distilled  water  was  em- 
ployed. This  should  not  be  boiled.  In  infants 
the  peritoneal  cavity  may  be  used.  The  dosage 
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advised  is  5 mgm.  per  kilogram  of  body  weight, 
but  in  some  cases  favorable  results  followed  re- 
peated smaller  doses.  The  reaction  usually  oc- 
curs in  3 to  4 hours.  In  rare  cases  there  may  be 
evidence  of  shock  requiring  the  use  of  restora- 
tives. 

Penetration  of  Tissues. 

Hirschfelder,  Malmgren  and  Creavy  (Jour. 
Pharm.  & Exper.  Ther.,  24:45  9,  1925)  attempted 
to  determine  to  what  extent  these  substances  are 
excreted  or  diffused  from  the  blood  into  areas  in 
which  the  tissues  are  injured  or  diseased,  and 
whether  if  they  do  penetrate  into  such  injured 
tissues,  they  do  so  in  concentrations  that  are  an- 
tiseptic or  bactericidal  to  the  common  patho- 
genic organisms,  e.  g.,  the  staphylococcus  or 
colon  bacillus.  It  was  found  that  both  mercuro- 
chrome-220  soluble  and  acriflavine  penetrate 
gradually  from  the  blood  into  the  edema,  mer- 
curochrome  more  rapidly  and  in  higher  concen- 
tration than  acriflavine.  When  doses  propor- 
tional to  those  used  clinically  are  employed,  these 
drugs  do  not  render  the  edema  fluid  bactericidal 
or  bacteriostatic.  No  evidence  was  found  to  in- 
dicate that  gentian  violet  penetrates  from  the 
blood  into  the  edema  fluid.  In  the  light  of  these 
findings,  it  is  questionable  whether  injections  of 
these  drugs  in  these  concentrations  could  be  ex- 
pected to  influence  the  course  of  local  and  gen- 
eral infections  encountered  in  clinical  practice. 

Mercurochrome  as  a skin  disinfectant — using 
the  alcohol-acetone-aqueous  solution  made  by 
dissolving  mercurochrome  2 gm.  in  distilled  wa- 
ter 33  c.c.  and  then  adding  55  c.c.  of  95%  alco- 
hol and  10  c.c.  of  acetone — is  recommended  by 
Scott  and  Hill  (Jour.  Urol.,  14:135,  Aug.,  1925) 
as  a very  efficient  preoperative  disinfectant.  Bet- 
ter skin  sterilization  is  obtained  with  it  than  with 
iodin,  potassium  mercuric  iodid  and  picric  acid. 
Its  application  is  accompanied  by  no  pain  and  is, 
therefore,  of  special  value  in  operations  done  un- 
der -local  anesthesia.  Regardless  of  the  age  of 
the  patient  or  location  of  the  operative  field,  no 
instances  of  dermatitis  have  occurred  following 
its  use.  The  solution  penetrates  more  deeply 
than  iodin  and  potassium  mercuric  iodid.  It 
penetrates  at  least  as  deeply  as  picric  acid  and 
seems  to  be  a little  more  uniformly  distributed 
at  its  lower  level  of  penetration.  It  retains  its 
high  bactericidal  properties  at  least  46  days.  It 
has  a relatively  low  toxicity.  The  color  of  the 
preparation  is  such  that  there  can  be  no  doubt 
as  to  the  extent  and  thorough  preparation  of  the 
operative  field.  It  should  not  be  objectionable 
on  account  of  its  stain  because  the  solution  com- 
pletely dries  on  skin  in  less  than  2 minutes.  Any 
stains  accidentally  obtained  are  readily  removed 
by  surgical  solution  of  chlorinated  soda. 

Intravenous  Injections. 

The  Treatment  of  Infections  with  Intravenous 
Injection  of  Mercurochrome  (Surg.  Gyn.  & Obs., 
60:97,  Jan.,  1925)  is  again  presented  by  Young 
in  a review  of  25  5 cases.  These  cases  included 
puerperal  sepsis,  septicemia,  erysipelas,  genito- 
urinary infections,  gonorrhea,  pneumonia,  local 
infections,  typhoid  meningitis,  epidemic  encepha- 
litis, multiple  arthritis,  gas  gangrene,  acute  os- 
teomyelitis and  psoriasis.  The  percentage  of  re- 
coveries was  42.3:  marked  improvement  resulted 
in  38.8%  and  failure  in  25%.  Slightly  more  than 
two-thirds  of  the  failures  occurred  in  cases  of 
gonorrhea. 

Somewhat  in  contrast  to  this,  we  have  Piper 


reporting  his  experience  with  Blood  Stream  In- 
fections Treated  with  Mercurochrome  (Am.  Jour. 
Obs.  & Gyn.,  9:17,  Jan.,  1925)  and  saying  that  he 
does  not  believe  this  method  of  treatment  con- 
stitutes the  last  word  by  any  means  in  these  con- 
ditions, but  recognizing  it  as  a step  in  the  right 
direction.  Piper  stresses  the  fact  that  in  spite  of 
reports  of  brilliant  recoveries,  this  is  undoubtedly 
a dangerous  procedure  and  is  warranted  only  by 
the  severity  of  the  condition.  Its  promiscuous 
use  is  to  be  discouraged,  as  this  will  unqestion- 
ably  bring  into  definite  disrepute  whatever  merit 
the  treatment  may  possess.. 

In  a later  article  (Am.  Jour.  Obs.  & Gyn., 
10:371,  Sept.,  1925)  Piper  further  advises  cau- 
tion. Its  use  in  puerperal  septicemia  per  se  is 
most  discouraging,  though  there  have  been  some 
good  results.  In  spite  of  various  investigators 
who  contend  that  the  penetrability  of  some  syn- 
thetic preparation  will  eventually  solve  this  prob- 
lem, Piper  is  of  the  opinion  that  there  is  some 
other,,  at  present  unknown,  factor,  which  must 
first  be  determined  before  blood-stream  infection 
may  be  eradicated  successfully.  No  intravenous 
medication  will  avail  without  common  sense 
surgery. 

Brill  and  Myers,  (J.  A.  M.  A.,  84:879,  1925)  re- 
port clinical  observations  made  on  three  cases  of 
bacteremia  and  2 cases  of  local  gonococcal  in- 
fections treated  by  intravenous  injections  of  mer- 
curochrome and  gentian  violet.  These  observa- 
tions, carefully  controlled  by  cultural  checks, 
seem  to  indicate  that  the  intravascular  injection 
of  the  dyes  in  no  way  interfered  with  the  progress 
of  the  infection. 

In  experiments  on  the  effect  of  concentrations 
of  1:10,000  of  mercurochrome  and  gentian  violet 
on  the  growth  of  staphylococcus,  streptococcus, 
and  bacillus  coli  in  vitro,  the  dyes  appeared  to 
have  no  direct  bactericidal  action  on  these  or- 
ganisms in  a period  of  3 hours.  The  concentra- 
tion used  represents  the  maximal  advisable  con- 
centration of  these  dyes  in  the  circulation. 

Gatch.  Trusler  and  Owen  (J.  A.  M.  A.,  85:894, 
Sept.  19,  1925)  have  presented  an  excellent  re- 
port on  their  experimental  and  clinical  work  with 
mercurochrome  and  gentian  violet  in  the  Treat- 
ment of  General  Septicemia,  and  their  comments 
on  the  therapeutic  value  of  mercurochrome  are 
interesting:  “The  general  trend  of  opinion  in 

those  who  have  reported  cases  treated  by  gen- 
tian violet  and  mercurochrome  intravenously  is 
that,  at  times,  startling  results  may  be  obtained ; 
but  there  are  failures  almost  equally  numerous. 
The  cases  reported  in  the  literature  and  in  the 
opinions  of  the  writers  will  total  about  40%  defi- 
nitely improved,  20%  possibly  improved,  and 
40%  unimproved.  In  one  or  two  patients  re- 
ceiving mercurochrome,  5 mg.  per  kilogram,  we 
have  noted  diarrhea,  ptyalism  and  other  evi- 
dences of  mild  mercurial  poisoning.  Other  than 
that,  we  have  observed  no  serious  untoward  re- 
sults from  the  injection  of  either  drug.  There 
is,  however,  much  evidence  in  the  literature  that 
mercurochrome  is  by  no  means  an  innocuous 
drug,  and  indiscriminate  administration  is  to  be 
discouraged. 

Following  the  intravenous  injection  of  either 
mercurochrome  or  gentian  violet,  there  is  apt  to 
be  a sharp  temperature  reaction,  sometimes  a 
chill.  Following  this,  in  favorable  cases,  the 
temperature  falls  rapidly  and  the  improvement 
is  marked.  [We  have  observed  5,  or  6 cases  so 
treated  in  which  the  recovery  appeared  miracu- 
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lous;  but  appreciating  the  extremely  variable 
course  which  septicemias  display,  we  hesitate  to 
place  too  much  confidence  in  uncontrolled  clini- 
cal observations  concerning  the  effect  of  a speci- 
alized treatment.  Either  drug,  when  properly 
employed,  will  exert  a temporary  bacteriostatic 
action  in  the  blood  stream.  The  ultimate  benefit 
to  be  derived  from  this  retardation  of  the  infec- 
tion depends  on  the  resistive  powers  of  the  ani- 
mal. 

That  complications  may  arise  out  of  the  use  of 
mercurochrome,  even  aside  from  the  dangers  of 
intravenous  medication,  is  illustrated  by  a report 
from  Wade  (Northwest  Med.  23:508,  Nov.,  1924), 
who  describes  a case  of  severe  stomatitis  and 
acute  nephritis  following  the  use  of  mercuro- 
chrome-22 0 soluble.  The  drug  was  injected  3 
times  weekly  into  an  ovarian  cyst  cavity,  1 ounce 
of  a 5 % solution  being  used.  After  3 weeks' 
use  of  this  solution,  the  patient  began  to  com- 
plain of  soreness  in  her  gums  and  moderate  sali- 
vation. The  mercurochrome  was  immediately 
discontinued  but  the  stomatitis  continued  to  grow 
worse.  Her  breath  became  extremely  foul,  the 
teeth  lossened,  and  her  mouth  became  so  painful 
and  tender  that  she  could  scarcely  talk.  She  had 
some  nausea  and  diarrhea,  which  lasted  several 
days.  She  developed  some  edema  of  the  face  and 
ankles,  and  the  urine  contained  albumin  and 
casts.  The  drainage  from  the  cyst  continued  pro- 
fusely and  continued  to  be  stained  a deep  red 
color  for  more  than  2 weeks  after  the  use  of 
mercurochrome  had  been  discontinued.  The  pa- 
tient gradually  recovered.  Following  the  re- 
moval of  the  cyst,  the  patient  developed  an  acute 
streptococcus  septicemia  and  died  on  the  fifth 
postoperative  day\  A necropsy  showed  the  ab- 
sence of  a diffuse  peritonitis,  and  the  operative 
field  appeared  clean. 

Employment  in  Genito-Erinary  Diseases. 

Potter  (U.  S.  Naval  Med.  BuL,  22:542,  May, 
1925)  says  that  mercurochrome-220  soluble  can 
be  administered  very  advantageously  in  ambula- 
tory cases  by  giving  smaller  doses  over  a longer 
period  than  usual  with  longer  intervals  between 
injections,  and  that  definitely  positive  results  may 
be  obtained.  This  report  is  based  on  results  ob- 
tained from  treating  77  such  patients. 

Johnson  (Boston  M.  & S.  Jour.  192:353,  Feb. 
19,  1925)  claims  to  have  obtained  excellent  re- 
sults in  gonorrhea  of  the  female  genital  tract  by 
using  vaginal  suppositories  containing  2%  mer- 
curochrome-220  soluble.  A suppository  is  placed 
in  the  posterior  fornix  every  night  for  14  nights. 
The  mercurochrome  thoroughly  permeates  the 
lining  structures  of  urethral,  vaginal  and  cervi- 
cal membranes. 

Mercurochrome-220  soluble  in  5%  solution  has 
been  used  by  Rupel  (Indiana  State  Med.  Jour. 
18:89,  Mar.  15,  1925)  in  104  early  cases  of  gonor- 
rheal infection.  There  is  no  evidence  of  harm 
having  been  done  by  the  procedure.  The  dura- 
tion of  trouble  is  shortened  considerably  and  the 
discharge  is  reduced  to  a minimum. 

Swift  relief  from  pain  of  an  acutely  swollen 
epididymis  and  rapid,  apparent  cure  of  severe 
gonococcus  infection  of  the  urethra  are  reported 
by  Williams  (U.  S.  Naval  Med.  BuL,  22:677,  June, 
19  25)  following  the  use  of  mercurochrome  in- 
travenously in  gonococcal  infections. 

Rolnick  (Jour.  Urol.,  1 2:445,  Nov.,  1924)  found 
that  mercurochrome  is  not  a safe  antiseptic  to  be 
employed  during  a vasotomy  because  it  is  an  in- 


tense irritant  to  the  vas  and  produces  permanent 
occlusion  in  the  majority  of  cases. 

Effect  on  Kidneys. 

Hill  and  Bidgood  (Johns  Hopkins  Lfosp.  Bui, 
35:409,  Dec.,  1924)  injected  rabbits  intravenously 
with  varying  doses  of  mercurochrome  and  noted 
the  effect  on  the  kidneys.  A mild  reaction  occur- 
red in  the  kidneys  which  is  directly  proportional 
to  the  dose  given.  There  was  no  actual  destruc- 
tion of  tubular  epithelium  from  doses  as  high  as 
7.5  mg.  per  kilogram  of  body  weight,  but  with 
10  mg.  per  kilogram  there  is  a definite  renal  dam- 
age, so  that  it  would  be  unwise  to  use  so  large  a 
dose  clinically.  Repeated  injections  do  not  cause 
any  added  damage,  and  can  be  given,  as  in  these 
animals,  as  often  as  twice  a week  with  safety, 
provided  a dose  of  5 mg.  per  kilogram  of  body 
weight  be  not  exceeded.  The  slight  damage  is 
not  irreparable  and  at  the  end  of  2 months  the 
kidneys  show  no  evidence  of  any  previous  lesion. 

As  regards  the  Treatment  of  Pyelonephritis, 
Bumpus  (Med.  Clin,  of  N.  A.,  1925,  8:1103)  pre- 
sents a case  of  bilateral  pyelonephritis  and  cystitis 
with  rather  marked  irritability  of  the  bladder  of 
6 or  7 years’  duration  in  a woman  30  years  of 
age.  The  patient  had  been  examined  at  the  Mayo 
Clinic  4 years  previously  and  at  that  time  several 
teeth  were  extracted  which  showed  definite  peri- 
apical infection.  Animal  inoculation  of  cultures 
obtained  from  these  teeth  showed  a green-pro- 
ducing streptococcus  with  an  affinity  for  the 
urinary  tract.  No  relief  was  obtained  from  the 
removal  of  the  foci,  and  at  the  patient’s  second 
visit  cystoscopic  examination  of  the  bladder  and 
kidneys  showed  the  same  conditions  as  were  found 
previously. 

Four  doses  of  4 mgm.  of  mercurochrome  for 
each  kilogram  of  body  weight,  or  approximately 
20  c.c.  of  a 1%  solution,  were  given  intraven- 
ously over  a period  of  10  days.  The  symptoms 
disappeared  very  quickly  after  the  first  dose.  On 
cystoscopic  examination  immediately  after  the  pa- 
tient left  the  hospital  the  cystitis  was  found  to 
be  greatly  diminished  and  the  urine  from  the 
kidneys  free  from  pus.  The  patient  was  ultimate- 
ly relieved  completely,  and  has  remained  well  to 
date. 

Tomkies  (Texas  State  Jour.,  21:24,  May,  1925) 
reports  the  treatment  of  50  cases,  wherein  he  ob- 
tained the  best  results  in  acute  pyelitis,  salpingitis 
and  bilateral  nephrolithiasis  with  infection. 

Employment  in  Various  Diseases. 

For  use  in  Obstetrics,  Mayes  (Amer.  Jour.  Obs. 
& Gyn.,  10:61,  July,  1825)  says  at  4%  solu- 
tion for  sterilizing  the  birth  canal  before  delivery. 
A preliminary  study  of  its  use  over  a period  of 
8 months  shows  fewer  days  of  morbidity  than 
when  iodin  is  used.  Mercurochrome  is  particular- 
ly adapted  for  induced  labor  and  for  all  opera- 
tive deliveries. 

The  treatment  of  Chronic  Malaria  by  a single 
intravenous  injection  of  mercurochrome  (0.003 
gm.  per  kilogram  of  body  weight)  is  advocated  by 
Avison  and  Koo  (China  Med.  Jour.,  39:419,  May, 
1925),  who  claim  to  have  secured  a cure  in  100% 
of  cases  so  treated. 

Kingsbury  and  Kanagarayer  (Indian  Med.  Gaz., 
60:35  5,  Aug.,  19-25)  report  a case  of  benign  ter- 
tian malaria  in  which  a total  of  0.3  gm.  of  mer- 
curochrome-220 soluble  was  given  over  3 days. 
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On  the  withdrawal  of  acetylsalicylic  acid  and  3 
days  after  the  last  mercurochrome  injection  a 
typical  rigor  occurred,  with  a temperature  of 
102. 9°F.  A malignant  tertian  case  received  a 
similar  quantity  of  mercurochrome,  and  fever  re- 
curred 2 days  after  the  last  injection.  The  dye 
appeared  to  have  little  effect  on  the  number  of 
malaria  parasites  in  the  peripheral  blood  and 
caused  no  modification  in  their  staining  proper- 
ties. In  neither  case  did  albuminuria  develop. 
Kingsbury  and  Kanagarayer  consider  that  the  ac- 
tion of  mercurochrome  on  malarial  parasites  is 
practically  negligible,  and  that  in  view  of  the  un- 
pleasant sequels  which  many  result  from  its  ex- 
hibition, it  should  not  be  given  in  cases  of  malarial 
fevers. 

Covington  (Georgia  Med.  Assoc.  Journal,  14:- 
320,  Aug.,  1925)  treated  his  daughter,  aged  9,  for 
an  acute  arthritis  involving  all  the  joints  of  her 
extremities,  following  an  attack  of  tonsillitis,  and 
reports  a complete  cure  after  one  intravenous  in- 
jection of  10  c.c.  of  a 1%  solution  of  mercuro- 
chrome. 

Wagner  (Atlantic  Med.  Jour.,  28:827,  Sept., 
1925)  describes  the  use  of  this  drug  in  treatment 
of  Chronic  Otorrhea.  In  the  treatment  of  these 
cases  he  used  mercurochrome,  5%  in  50%  alcohol, 
dropped  into  the  canal  and  middle  ear,  the  head 
resting  on  the  side.  The  canal  was  tightly  plugged 
with  cotton  to  prevent  outflow  of  the  solution, 
which  stains  the  skin.  Of  the  45  ears  treated,  23, 
or  51.1%  became  dry  after  an  average  of  6.5  ap- 
plications. Sixteen  cases  were  recorded  as  im- 
proved; 6 were  not.  Eight  definitely  dry  ears 
were  secured  in  a series  of  162. 

Wilkerson  (Texas  State  Jour.  Med.,  21:354,  Oct., 
19  25)  reports  2 cases  of  Acute  Hemorrhagic  En- 
cephalitis of  the  cortex,  in  one  of  which  recovery 
followed  treatment  with  mercurochrome. 

Corper,  Mebel  and  Silver  (Am.  Rev.  Tuber., 
12:156,  Oct.,  1925)  found  that  mercurochrome- 
220  soluble  given  intravenously  daily,  over  long 
periods,  has  no  appreciable  effect  on  the  tuber- 
culosis developing  in  rabbits  after  the  intravenous 
injection  of  suspensions  of  virulent  human  or 
bovine  tubercle  bacilli,  regardless  of  whether 
treatment  is  begun  immediately  or  a week  after 
infection.  The  authors  conclude  that  the  local 
tissue  toxicity  of  mereurochrome-220  soluble  in 
relatively  low  concentrations  and  its  poor  tuber- 
culocidal  and  bacteriostatic  efficiency  would  not 
seem  to  justify  its  use  in  the  local  treatment  of 
tuberculous  empyemas  or  pulmonary  cavities. 

Harris  (J.  A.  M.  A.,  85:1967,  Dec.,  1925)  re- 
lates a case  of  general  septicemia  resulting  from 
a simple  suruncle  of  the  nose,  in  which  recovery 
from  a desperate  situation  was  effected  by  in- 
travenous injection  of  mercurochrome. 

Remarks. 

Undoubtedly  many'  more  articles  than  are  re- 
ferred to  here  have  appeared  during  the  past 
year;  we  have  made  no  effort  to  search  the  liter- 
ature beyond  the  limited  source  mentioned  at 
commencement  of  this  review.  But,  the  statement 
made,  that  mercurochrome  is  being  widely  used 
and  for  a great  variety  of  infectious  conditions  is 
borne  out  by  even  this  degree  of  observation.  That 
there  are  wide  differences  of  opinion  as  to  its 
value  as  a systemic  antiseptic  is  also  quite  evident. 
A more  extended  employment,  such  as  it  seems 
likely  to  receive,  will  in  time  afford  more  definite 
conclusions. 


3n  Higher  l^eui 


Scientists  have  discovered  that  the  bee  is  not 
busy;  it  just  looks  busy,  they  sneer.  Another 
link  connecting  the  human  race  with  lower  ani- 
mals! 


“From  the  Neck  Down.” 

Lieutenant  Gwyn,  in  the  second  seat,  was  in 
the  water  also  unconscious  up  to  his  chin  when 
taken  out. — (Roanoke,  Va.,  Times). 


According  to  a new  medical  theory,  baldness 
may  be  due  to  defective  teeth.  Where  married 
men  are  concerned  it  may  also  be  due  to  a de- 
fective alibi. — Judge. 


Behind  the  Barn. — Smoke  and  the  world 
smokes  writh  you;  swear  off  and  you  smoke 
alone.- — Cornell  Widow. 

Has  Mother  Lost  Her  Job? — It’s  getting  to  the 
point  where  young  husbands  have  to  speak  of 
the  kind  of  bread  grandmother  used  to  make. — - 
Life. 

Forcing  the  Luck. 

First  Golfer — “I  thought  you  couldn't  turn  up 
this  afternoon?” 

Second  Golfer — “It  was  a very  near  thing,  my 
boy.  I tossed  up  to  see  if  I should  go  to  the  of- 
fice or  come  here;  and  believe  me,  it  took  five 
spins  before  it  came  right.” — Pearson’s  Weekly. 


Bought  and  Paid  For. 

It  was  an  off  hour  among  the  caddies  at  the 
golf  club. 

“What  kind  of  a score  did  that  guy  make  you 
was  totin'  for  today?”  inquired  Jimmy  idly. 

“Listen  here,”  retorted  Johnnie.  “That  gent 
gave  me  two  bucks  an’  his  score  is  whatever  he 
says  it  is.” — American  Legion. 


The  Toggery  Complex. 

Although  a great  deal  has  been  written  about 
golf,  nobody  has  yet  put  a finger  upon  the  most 
important  function  of  the  game.  Golf  has  lib- 
erated the  sartorial  suppressed  desires  of  Ameri- 
can manhood. — Chicago  Daily  News. 


Nothing  Else  Mattered.  > 

Porter1 — This  train  goes  to  Buffalo  and  points 
east. 

Old  Lady — Well,  I want  a train  that  goes  to 
Syracuse,  and  I don’t  care  which  way  it  points. 
— Everybody’s. 


Amateurish. 

Fritzie  (in  automobile) — Good  heavens,  Joe; 
we’ve  just  run  over  a poor  man!  Stop!  Stop! 

Joe — Keep  still,  gal;  you'll  make  every  one 
think  this  is  the  first  time  we’ve  even  been  in  an 
automobile. 
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McFADDEN,  George  Howard.  On  the  morning  of  December  30, 
1925,  at  his  residence,  315  State  Street,  Hackensack,  New  Jersey, 
George  Howard  McFadden  departed  this  life  as  the  result  of  an  acute 
angina  pectoris.  For  some  months  past  he  had  suffered  recurring  slight 
attacks  but  continued  actively  engaged  in  his  work  and  was  not  appar- 
ently fearing  any  immediately  serious  result ; in  fact,  it  is  reported  that 
he  was  contemplating  a vacation  in  the  form  of  an  ocean  voyage. 

Dr.  McFadden  was  born  in  Hollidaysburg,  Pennsylvania.  May  10, 
1866,  the  son  of  Samuel  and  Jane  McFadden  of  that  town.  His  early 
education  was  received  in  the  grammar  school  of  his  native  town  and 
the  Shortlidge  Academy  of  Media,  Pennsylvania,  after  which  he  entered 
upon  his  medical  course  at  the  College  of  Physicians  and  Surgeons  of 
New  York  City-  Engaging  in  the  practice  of  his  profession  at  Hack- 
ensack, New  Jersey,  he  soon  became  one  of  the  recognized  leaders  of  the 
medical  profession,  his  reputation  as  a consultant  extending  well  beyond 
the  confines  of  this  state.  In  the  business  world,  too,  his  talents  were 
highly  appreciated  and  he  became  Vice-President  of  the  Peoples  Trust 
and  Guaranty  Company,  a Director  of  the  Ridgefield  Park  Trust  Com- 
pany, and  Director  in  the  North  Jersey  Title  Insurance  Company. 

Dr.  McFadden  was  an  active  factor  in  developing  the  Plackensack 
Hospital,  had  served  his  community  as  Health  Officer  and  as  County 
Physician,  and  was  a member  of  the  following  medical  organizations: 
Fellow  of  the  American  College  of  Physicians ; Fellow  of  the  American 
Medical  Association;  Member  of  the  Medical  Society  of  New  Jersey;  , 
Permanent  Delegate  from  the  Bergen  County  Medical  Society ; and 
Member  of  the  Medico-Surgical  Society  of  New  York. 
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Countp  is>octetp  Reports. 


ATLANTIC  COUNTY. 

Joseph  H.  Marcus,  M.D.,  Reporter. 

The  stated  monthly  meeting  of  the  Atlantic 
County  Medical  Society  was  held  Friday  evening, 
January  8,  1926,  being  called  to  order  by  the 
President,  Dr.  D.  Ward  Scanlan. 

Following  reading  of  the  minutes  and  the  re- 
ports of  the  various  committees,  Dr.  W.  P.  Cona- 
way announced  the  election  of  Dr.  J.  T.  White 
to  membership.  Applications  for  membership 
were  read  from  Drs.  Charles  Cunningham,  of 
Hammonton,  and  George  J.  Muellerschoen,  of  At- 
lantic City,  which  petitions  were  referred  to  the 
Board  of  Censors.  A letter  from  Dr.  R.  J.  Held 
tendered  his  resignation  from  the  society,  his 
present  residence  being  in  California.  It  was 
moved  that  his  resignation  be  accepted. 

Dr.  T.  B.  Holloway,  Professor  of  Ophthalmology 
at  the  University  of  Pennsylvania,  presented  as 
his  subject,  “The  Orbit  from  the  Standpoint  of 
the  General  Practitioner”,  and  urged  the  more 
frequent  use  by  the  general  practitioner  of  the 
ophthalmoscope,  the  loupe  and  the  conden- 
sing lamp,  as  diagnostic  measures.  Of  the  more 
frequent  conditions  encountered,  Dr.  Holloway 
discussed  : (1)  Disturbance  of  motility,  which 

is  more  or  less  generally  recognized  and  satis- 
factorily treated.  (2)  Exophthalmos,  which  con- 
dition is  either  congenital  or  acquired;  the  con- 
genital element  embodies  congestive  tumors  that 
sometimes  cause  a defect  in  the  orbital  wall.  (3) 
Cranial  deformity,  such  as  oxycephaly.  In  this 
condition  of  craniostenosis  there  is  a failure  of 
vision  caused  by  optic  atrophy;  the  symptoms  and 
signs  are  failing  vision,  exophthalmos,  divergence 
and  nystagmus.  The  acquired  type  is  occasionally 
caused  by  hemorrhage,  and  60%  of  the  cases  de- 
pend upon  diseases  of  the  accessory  sinuses.  The 
complications  in  these  types  are  cellulitis, 
thrombophlebitis,  meningitis,  abscess  formation 
and  emphysema.  The  intracranial  causes  are: 
(a)  Brain  tumors;  (b)  pituitary  body  disease; 
(c)  thrombosis  of  cavernous  sinus;  (d)  pulsating 
exophthalmos,  of  which  two-thirds  occur  in  males 
as  a result  of  trauma  and  one-third  in  females, 
spontaneously  in  the  vast  majority  of  cases  dur- 
ing pregnancy.  Dr.  Holloway  suggested  that  in 
all  types  of  orbital  disease  the  physician  make 
certain  .examinations  in  order  to  ascertain:  (1) 
Direction  of  P*o  ptosis;  (2)  orbital  pressure  by 
palpating  the  eyeball;  (3)  use  of  the  stethoscope 
to  ascertain  the  presence  of  a bruit;  (4)  dis- 
tinguishing the  presence  or  absence  of  inflam- 
matory symptoms;  (5)  careful  examination  of  all 
accessory  sinuses;  (6)  use  of  the  x-rays;  (7)  ex- 
amination of  the  fundus. 

Dr.  Holloway  devoted  the  latter  part  of  his 
time  to  a demonstration  of  lantern  slides  in  which 
various  interesting  and  typical  eye  lesions  were 
presented.  Some  of  the  conditions  exhibited  were 
anophthalmos,  infantile  glaucoma,  enormous  ab- 
scess of  the  lid,  congenital  angioma  extending 
into  the  orbit,  cellulitis,  carcinoma  of  the  orbit, 
glioma  of  the  retina,  exposure  keratitis,  and 
pseudo-glioma.  Tile  presentation  was  discussed 
by  Doctors  H.  L.  Harley,  A.  Pilkington,  and  D. 
Ward  Scanlon. 

The  scientific  program  wet^  'C<>i)tit>ued  by  Dr. 
Emii  Novak  of  Baltimore,  whose  topic  was  “The 
Mechanism  and  Interpretation  of  Uterine  Bleed- 
ing”. Dr.  Novak  prefaced  his  remarks  with  a 
brief  but  concise  outline  of  the  study  of  normal 
menstruation,  digressing  for  a brief  period  into 


the  realm  of  folk  lore;  also  relating  some  experi- 
mental work  which  has  been  done  in  the  study 
of  normal  menstruation  proving  that  the  ovaries 
are  directly  responsible  for  the  physiologic  pro- 
cess. In  discussing  uterine  hemorrhage,  the 
speaker  stated  that  this  was  the  most  frequent 
symptom  in  pelvic  organic  disease  and  least  in 
constitutional  disturbances.  The  following  classi- 
fication was  mentioned:  (1)  Anatomic  variety, 

due  to  a destructive  lesion  in  the  pelvis  such  as 
cancer  of  the  vagina,  cervix  or  uterus.  (2)  Ana- 
tomic variey,  due  to  chronic  pelvic  inflammatory 
disease;  in  which  type  there  is  often  not  sufficient 
evidence  to  explain  the  hemorrhage.  (3)  The 
functional  cases,  in  which  bleeding  takes  place 
without  a demonstrable  lesion  in  the  pelvic  or- 
gans. 

Dr.  Novak  then  displayed  screen  slides  dem- 
ostrating  the  various  types  of  pelvic  disease  such 
as:  laceration  of  the  cervix  with  ectropion  of  the 
mucosa,  benign  glandular  polyp  of  the  cervix;  3 
types  of  cancer,  (a)  squamous-cell  cancer  (com- 
mon variety),  (b)  adenocarcinoma  of  the  cervix, 
(c)  adenocarcinoma  of  the  uterus.  Various  photo- 
microscopic  sections  of  the  different  types  of 
tumors  were  shown.  He  displayed  the  micro- 
scopic picture  found  in  an  incomplete  abortion  in 
which  chorionic-villi  are  found  and  which  Dr. 
Novak  emphasized  as  pathognomic  of  pregnancy. 
The  speaker’s  paper  was  discussed  by  Doctors 
W.  E.  Darnall,  W.  P.  Conoway,  W.  J.  Carrington, 
R.  J.  Kilduffe,  N.  J.  Quinn  and  D.  Ward  Scan- 
lan. 

Lipon  proper  motion  the  meeting  was  adjourned. 


Atlantic  City  Hospital  Staff. 

Joseph  H.  Marcus,  M.D.,  Reporter. 

The  stated  monthly  meeting  of  the  Atlantic 
City  Hospital  Staff  was  held  at  the  Breakers  on 
the  evening  of  Jan.  17,  1926. 

Dr.  Theodore  Senseman  reported  for  the 
Nurses  Committee,  and  D.  B.  Allman  for  the  In- 
terne Committee,  while  Dr.  Richard  Bew  out- 
lined the  progress  of  the  Building  Committee.  Dr. 
Senseman  proposed  a change  in  the  present  park- 
ing law  as  existing  on  Ohio  Avenue,  as  the  pres- 
ent method  of  parking  makes  it  extremely  incon- 
venient for  the  staff  physicians  to  find  a parking 
for  their  cars.  A committee  consisting  of  Drs. 
Senseman  and  Scanlan  was  appointed  to  investi- 
gate this  matter.  Dr.  Richard  Bew  recommended 
to  the  Board  of  Governors,  the  appointment  of 
the  following  personnel  of  the  Staff:  Dr.  Richard 
Bew,  President;  S.  L.  Salasin,  Vice-President: 
Joseph  H.  Marcus,  Secretary-Treasurer;  Medical 
Director,  Richard  Bew;  Surgical  Director,  Theo- 
dore Senseman.  Medical  Chiefs:  Richard  Bew, 
E.  C.  Chew,  S.  Barbash  and  D.  W.  Scanlan. 
Associates:  S.  L.  Salasin,  C.  L.  Andrews,  P.  Mar- 
vel, Jr.,  and  H.  S.  Davidson.  Pediatrist:  Joseph 
H.  Marcus. 

Surgical  Chiefs:  T.  Senseman,  H.  I.  Silvers, 

D.  B.  Allman  and  T.  D.  Taggert.  Associates:  J. 
H.  Mason,  H.  Subin  and  J.  Irvin. 

Gynecologic  Chiefs:  W.  E.  Darnall,  W.  P.  Cona- 
way. Associate:  E.  Uzzell. 

Obstetrician:  M.  S.  Ireland,  N.  J.  Quinn  and  J. 
Poland.  Ophthalmologists:  A.  Pilkington,  H.  L. 
Harley  and  C.  McGivern. 

Otolaryngologists:  C.  C.  Charlton  and  J.  Penn- 
ington. Associates:  E.  Uzzell  and  C.  D.  Sinkinson. 

Roentgenologists:  W.  C.  Westcott  and  W.  P. 
Davis.  Associate:  C.  B.  Kaighn. 

Urologist:  C.  H.  D.  T.  Shivers.  Associate:  C. 

L.  Bossert. 

Consulting  Ophthalmologist:  W.  Frisch. 
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Consulting  Pathologist  and  Serologist:  John  H. 
Kolmer,  Philadelphia. 

Pathologist  and  Serologist:  Robert  A.  Kilduffe. 

Oral  Surgeon:  B.  B.  Filer. 

Director  of  Dispensary:  J.  H.  Mason. 

Dispensary  Clinics. 

Medicine:  S.  Rosenblatt. 

Surgery:  J.  Irvin,  S.  Winn  and  H.  Subin. 

Gynecology:  V.  E.  Johnson  and  J.  C.  Brown. 

Obstetrics:  V.  E.  Johnson  and  J.  C.  Brown. 

Ophthalmology:  A.  Pilkington,  H.  L.  Harley 

and  C.  McGivern. 

Otolaryngology:  C.  C.  Charlton  and  J.  Penning- 
ton. 

Diabetes:  Hilton  Reed. 

Cardiology:  P.  Marvel,  Jr. 

A letter  was  read  from  Dr.  Karl  M.  Scott  in 
which  he  made  application  for  position  on  the 
Urologic  Service.  It  was  moved  and  seconded 
that  his  letter  be  . referred  to  Dr.  C.  H.  Shivers, 
chief  of  the  department,  upon  his  return  from 
Europe. 

The  first  part  of  the  Scientific  Program  was 
presented  by  Dr.  M.  S.  Ireland  reporting  the 
Obstetric  Service  from  May  to  August  inclusive. 
The  following  statistics  were  recounted:  Total 

number  of  cases  private  and  ward  22  2,  private 
cases  160,  ward  62.  Total  hospital  days  6 48,  with 
average  days  to  patients  10  in  number.  Of  the 
62  cases  the  positions  were  as  follows: 

Left  occiput  anterior,  48;  right  occiput  an- 
terior, 6;  lett  occiput  posterior,  2;  breech,  3 6. 

The  following  conditions  were  encountered: 
Forceps  application,  5;  still  births,  6;  mons- 
trosity, 1;  syphilis  in  mother, 15;  cesarean  section 
for  central  placenta  previa,  2. 

The  following  comprised  a case  report  of 
"Ruptured  Uterus”.  Adult  female,  admitted  in 
critical  condition  with  the  chief  complaint  of 
generalized  pain  in  the  abdomen.  Patient  was 
vomiting  and  extremely  weak,  this  pregnancy  be- 
ing the  second,  with  history  of  a cesarean  section 
for  eclampsia  in  a previous  pregnancy.  The  last 
menses  look  place  January,  1925.  Present  illness 
commenced  on  October  22,  when  the  patient  com- 
plained of  a sudden  sharp  pain  in  the  abdomen 
and  of  being  very  weak.  Had  an  increase  in 
temperature  and  vomited.  Condition  became 
progressively  worse,  with  abdomen  becoming  dis- 
tended and  extremely  tender.  Upon  admission  to 
hospital  the  temperature  was  9 8,  pulse  17  0.  On 
physical  examination  the  abdomen  was  found 
to  be  markedly  distended  and  extremely  tympani- 
tic in  the  upper  part,  with  marked  dullness  in 
both  flanks.  Patient  vomited  at  intervals  and 
was  bleeding  from  vagina.  Death  occured  one- 
half  hour  following  admission. 

At  postmortem  the  abdominal  findings  con- 
stituted a macerated  infant  apparently  full-term; 
large  amount  of  dark  colored  blood;  marked  dis- 
tension of  the  intestines,  uterus  markedly  en- 
larged and  presenting  a rupture  5 in.  long  on  the 
anterior  surface; 

In  the  discussion,  Dr.  Ireland  stated  that 
marked  caution  should  be  observed  in  pregnancy 
disclosing  a history  of  previous  cesarean  sections, 
feeling  that  a reduction  in  the  mortality  of  these 
types  of  cases  would  be  brought  about  by  more 
constant  observation  of  the  patient,  and  the  in- 
stitution of  immediate  intervention  when  re- 
quired. 

The  Scientific  Program  was  continued  with  a 
report  of  the  Surgical  Service  by  Dr.  David  B. 
Allman.  The  Surgical  Service  included  August, 
September  and  October  with  a total  number  of 
39  4 patients.  His  report  follows:  Keeping  pace 


with  the  continued  growth  of  the  hospital  the 
last  surgical  service  handled  more  patients  than 
any  previous  service  in  the  history  of  the  in- 
stitution. As  seen  by  the  statistics,  nearly  400 
patient  came  under  our  care  during  those  3 
months,  averaging  over  4 patients  a day.  While 
it  is  true  that  many  of  the  patients  were  only  in 
a few  days  and  suffering  comparatively  minor  in- 
juries, nevertheless,  there  were  many  admitted 
who  were  severely  injured,  and  who  were  suffer- 
ing from  very  serious  surgical  conditions.  Con- 
sidering these  facts  it  is  creditable  to  the  in- 
stitution that  there  were  only  8 deaths  on  the 
Public  Surgical  Service,  during  these  three 
months.  The  causes  cf  death  were:  Ruptured 

liver,  2 cases;  fracture  of  the  ischium,  with  a ter- 
minal delirium  tremens  in  hypertrophied  prostate 
with  senility;  a depressed  multiple  fracture  of 
the  skull,  and  an  incarcerated  hernia  in  a man 
aged  81;  crushed  chest;  and,  a ruptured  gastric 
ulcer. 

One  of  the  interesting  coincidental  features  of 
the  service  was  the  presence  in  the  wards  at  one 
time  of  3 cases  of  fracture  of  the  sacrum.  I will 
venture  to  say  that  many  of  you  have  never  seen 
a case,  and  that  the  vast  majority  have  never 
seen  2 cases  at  once.  It  is  also  interesting  to 
note  that  these  fractures  were  received  in  com- 
paratively minor  accidents,  a slip  on  the  stairs, 
a fall  from  a ladder,  and  a minor  automobile 
accident.  Literature  is  scarce  concerning  this  in- 
jury. Scudder  does  not  even  mention  it,  in  his 
book.  There  is  nothing  in  Ochsner’s  Surgical 
Diagnosis  and  Treatment.  Just  a few  lines  in 
Keen’s  System  of  Surgery,  and  the  following 
from  DaCosta’s  Modern  Surgery:  ‘‘The  sacrum 

may  be  broken  by  direct  force,  such  as  a kick, 
but  the  injury  is  rare.  The  sacral  plexus  is 
usually  injured,  and  if  it  is,  paralysis  is  observed 
in  the  territory  of  its  branches.  The  symptoms 
of  fracture  of  the  sacrum  are  pain,  frequently 
incontinence  of  feces  and  retention  of  urine,  ir- 
regularity of  the  sacral  spines,  ecchymosis,  and 
crepitus.  Crepitus  may  be  sought  for  with  one 
hand  externally  and  a finger  of  the  other  hand 
in  the  rectum.  The  lower  fragment  passes  for- 
ward and  may  obstruct  or  may  tear  the  rectum. 
Paralysis  may  be  found  in  the  area  of  distribu- 
tion of  the  sacral  jrlexus. 

Treatment:  In  any  case  of  fracture  of  the 

sacrum,  if  there  are  evidences  of  pressure  upon 
nerves  by  displaced  bone,  expose  and  elevate  the 
depressed  bone.  If  the  rectum  is,  lacerated 
sutures  must  be  inserted.  In  many  cases  of 
fracture  of  the  sacrum  the  older  conservative 
treatment  is  sufficient.  Press  the  fragments  into 
place  with  a hand  externally  and  a finger  in  the 
rectum.  Do  not  plug  the  rectum.  Put  a pad  over 
the  upper  fragment,  hold  it  by  a plaster  or  a 
binder,  place  the  patient  recumbent-on  a fracture- 
bed,  and  insert  a large  cushion  underneath  the 
pad.  Some  surgeons  give  opium  to  induce  consti- 
pation, and  allow  a fecal  support  to  accumulate 
in  the  rectum.  Use  a clean  catheter  regularly, 
and  guard  against  bed  sores.  Union  occurs  in 
about  4 weeks,  when  the  dressing  can  be  removed. 
The  patient  can  get  about  again  in  6 weeks.  If 
urinary  retention  persists,  or  if  intractable  bed 
sores  form  after  8 or  10  weeks,  cut  down  on  the 
seat  of  injury  and  elevate  or  remove  the  portion 
of  bone  causing  pressure.” 

An  interesting  -feature  of  all  3 cases  on  our 
service  is  that  none  of  them  presented  any  of  the 
above  symptoms  excepting  pain  and  some  tender- 
ness, and  it  was  only  by  means  of  x-rays 
that  the  lesion  was  discovered.  In  none  of  our 
cases  were  there  any  nerve  involvements,  and 
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recovery  in  all  three  is  entirely  complete,  with 
the  exception  that  one  claims  to  have  pain  on 
prolonged  standing. 

These  cases  were  discussed  by  Doctors  Richard 
Bew,  D.  W.  Scanlan,  Robert  Kilduffe,  T.  D.  Tag- 
gart, W.  C.  Westcott  and  Theodore  Senseman. 
Dr.  Senseman,  Surgical  Chief,  complimented  Dr. 
Allman’s  service  both  on  the  magnitude  of  the 
work  performed  and  upon  displaying  such  splen- 
did surgical  judgment  in  the  performance  of 
duties. 

Dr.  Senseman  related  a case  of  pyloric  stenosis. 
The  Fredet-Rammsted  operation  was  a method 
of  choice  and  the  subsequent  course  was  that  of 
a complete  cure  with  immediate  cessation  of  the 
projectile  vomiting  which  had  been  characteris- 
tic for  a period  commencing  soon  after  birth. 
He  stressed  the  importance  of  reducing  the  mor- 
tality of  pyloric  stenosis  in  early  infancy  by  fol- 
lowing a reasonable  length  of  time  on  medical 
treatment  and  keeping  in  mind  the  physical  con- 
dition of  the  baby  as  a criterion  for  surgical 
procedure. 

Dr.  J.  H.  Marcus  complimented  Dr.  Senseman 
on  the  skillful  and  rapid  performance  of  this  deli- 
cate operation,  stating  that  2 hours  following  the 
operation  the  baby  retained  2 drams  of  water 
and  during  the  same  day  breast  milk  was  given 
which  the  baby  retained,  and,  24  hours  follow- 
ing the  operation,  owing  to  inability  to  obtain 
further  breast  milk,  a formula  preparation  was 
given  and  retained.  The  medical  treatment  of 
this  baby  consisted  of  the  administration  of  atro- 
pin  sulphate  1/25  gr.  daily,  with  Sauer’s  thickened 
gruel.  After  a week  of  medical  treatment  Dr. 
Marcus  felt  that  surgical  intervention  was  justi- 
fiable. He  stressed  the  importance  of  drawing 
the  line  of  demarcation  between  discontinuance 
of  medical  treatment  and  subsequent  operation. 
This  baby  made  a complete  recovery  with  im- 
mediate cessation  of  vomiting  after  operation. 
Dr.  D.  B.  Allman  closed  the  discussion. 

Upon  proper  motion  the  meeting  was  ad- 
journed. 


BERGEN  COUNTY. 

H.  B.  Wolowitz,  M.D.,  Reporter. 

The  Bergen  County  Medical  Society  held  its 
annual  meeting  on  January  12,  at  the  Hacken- 
sack Hospital.  New  officers  were  elected  for  the 
year — President:  M.  J.  Sullivan.  Vice-President: 
G.  W.  Finke.  Secretary:  T.  L.  Caldroney.  Treas- 
urer: M.  Sarla.  Reporter:  H.  B.  Wolowitz. 

The  new  permanent  delegates  elected  to  fill  the 
vacancies  caused  by  the  resignation  of  Dr.  Arm- 
strong, and  the  death  of  Dr.  McFadden,  were 
G.  H.  Ward  and  F.  Freeland. 

The  creation  of  the  office  of  Historian  of  the 
Society  was  suggested  by  Dr.  Bell  and  discussed, 
but  not  yet  definitely  acted  upon,  as  it  requires 
an  amendment  to  the  constitution.  The  purpose  of 
this  office  will  be  to  collect  and  file  all  data  re- 
lative to  the  history  of  the  society  and  the  bi- 
ography of  each  member. 

In  view  of  the  recent  death  of  one  of  our  most 
higly  esteemed  members,  Dr.  G.  Howard  McFad- 
den, the  following  tribute  was  presented  by  Dr. 
John  E.  Pratt: 

Preface. 

“One  of  Dr.  McFadden’s  long  time  friends  and 
admirers  suggested  to  me  that  the  improper  way 
to  treat  the  subject  given  to  me  Would  be  from 
the  historical  approach;  that  the  occasion  and 
the  theme  demanded  a — ‘dissertation-sermon’  was 
the  word  he  used — on  the  life  and  character  and 


personality,  and  the  reaction  of  the  people  there- 
to. I had  intended  to  present  a brief  biographic 
sketch  for  the  sake  of  the  record  but  that  can 
easily  be  provided  from  other  sources. 

“It  is  true  that  cold  and  formal  statistics  are  of 
little  import  at  the  moment  when  the  emotions 
are  stirred  to  their  depths,  when  the  wounds 
caused  by  the  sudden  rending  of  intimate  per- 
sonal relationships  are  still  fresh.  One  is  not 
moved  so  much  by  the  date  of  a birth  as  by  the 
fact  that  that  birth  presaged  a cnreer  worthy  of 
note;  one  is  not  so  much  concerned  with  the 
calendar  years  of  a man’s  life  as  with  the  tre- 
mendous fact  of  that  life  itself.  To  live,  to 
breathe,  to  think,  to  act  is  a tremendous  fact, 
and  if  nature  has  endowed  that  life  richly  ■with 
essential  qualities  of  mind  and  heart,  these  are 
the  objective  in  one’s  pursuit  of  the  fitting  word. 

“If  a man’s  life  has  been  well  spent  and  his 
faculties  judiciously  employed;  if  his  generosity 
has  abated  a tithe  of  human  woe;  if  his  genial 
light  has  dissipated  the  darkness  in  any  human 
soul;  if  his  impress  on  the  world  has  been  whole- 
some; if  he  has  accomplished  the  flight  of  time 
allotted  to  him  with  healing  in  his  wings,  one 
does  not  seek  as  the  important  thing  to  know 
the  day  of  his  advent,  the  country  of  his  origin, 
the  escapades  of  his  youth  or  the  vicissitudes  of 
his  course. 

“When  the  grief  is  still  fresh,  when  the  sense 
of  loss  lies  heavy,  the  writer  at  least  conceives 
his  duty  to  be  like  that  of  the  vestal  virgins,  to 
keep  the  altar  fires  burning,  and  he  will  leave  the 
collation  of  biographic  n aterial  to  others. 

“This  by  way  of  preface.” 

A TRIBUTE  TO  THE  MEMORY  OF 
DOCTOR  McFADDEN. 

We  stand  in  awe  when  the  grim  reaper  with 
sickle  keen  enters  the  garden  of  our  lives,  we 
fold  helpless  hands  and  offer  feeble  and  futile 
resistance  the  while  he  reaps  where  he  will;  we 
protest  in  vain  that  his  estimates  are  not  meas- 
ured by  human  standards,  while  he  flouts  our 
judgments  as  to  what  flowers  shall  remain  stand- 
ing and  what  shall  be  gathered  into  the  garner. 

When  he  reaps  the  bearded  grain,  the  flowers 
that  have  lived  their  way,  completed  their  cycle 
and  breathed  their  fragrance  on  the  air  till  its 
fountain  is  exhausted,  we  say:  This  is  inevitable; 
life  in  the  natural  world  is  thus,  seed-time,  fruit- 
bearing and  harvest  in  their  turn. 

And  while  we  may  mourn  with  Tennyson:  that 
“The  tender  grace  of  a day  that  is  dead, 

Will  ever  come  back  to  me"; 
yet  with  the  memory  of  the  beauty  that  was,  fresh 
in  its  fruitfulness,  we  “lift  hands  of  prayer”  and 
breathe  a benediction  of  peace.  Grief  loses  its 
poignancy  in  the  presence  of  the  great  fact  of  a 
completed  life  that  has  borne  its  burdens,  carried 
its  sorrows,  shared  in  the  world’s  triumphs,  added 
something  to  the  uplift  of  the  human  race,  and 
gone  down,  not  in  defeat,  but  with  the  song  of 
conquest  echoing  back  from  the  other  shore. 

But  the  reaper  seems  sometimes  relentless.  He 
thrusts  in  his  sickle  and  cuts  down  the  flower 
that  is  yet  distilling  perfume,  the  blossom  still 
fresh  with  the  dews  of  heaven  on  bud  and  leaf, 
giving  to  the  world  through  human  contact  the 
rich  endowment  of  its  Creator. 

“All  that  lives  must  die.” 

When  an  old  man,  who  has  borne  his  fruit, 
yielded  his  perfume,  and  whose  prestige  has  be- 
come a common  heritage,  goes  to  join  the  cease- 
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less,  endless  procession  we  may  say  with  Hood: 
“When  he  is  forsaken, 

Withered  and  shaken, 

What  can  an  old  man  do  but  die?” 

When  the  younger  man  whose  eye  is  yet  un- 
dimmed, whose  natural  force  of  character  is  un- 
abated, who  has  wrought  well  and  made  for  him- 
self a place  in  the  hearts  of  men,  when  such  a 
man  takes  his  place  in  the  “innumerable  cara- 
van”, the  heart  is  stabbed  with  distracting  grief 
and  we  stand  perplexed  in  the  presence  of  in- 
exorable fate  whose  ruthless  touch  severs  the 
ties  that  bind,  distorts  the  natural  course  of  events 
and  closes  in  midyears  a life  that  was  generous 
in  the  common  amenities. 

Such  a one  we  have  lost  in  the  passing  of  our 
late  colleague  and  friend,  Doctor  McFadden,  and 
it  is  fitting  that  this  society  pauses  to  give  ex- 
pression to  the  sense  of  loss  we  feel  at  what  seems 
an  untimely  end.  Shakespeare  says: 

“Give  sorrow  words;  the  grief  that  does 
not  speak 

Whispers  the  o’er-wrought  heart  and  bids 
it  break.” 

This  proceeding,  quite  unusual  in  the  history 
of  this  society,  the  chorus  of  praise  we  have 
heard  that  is  almost  a unison,  the  widespread 
and  poignant  sorrow  so  freely  expressed  when 
our  friend  “crossed  the  bar”,  the  floral  tribute 
at  the  funeral  service,  splendid  in  its  volume  and 
its  beauty,  the  tears  I have  seen  fill  the  eyes  of 
his  friends  when  his  name  is  mentioned — all  these 
have  a meaning  which  the  most  casual  may  in- 
terpret. The  meaning  can  be  none  other  than 
that  the  good  doctor,  the  good  friend,  the  sym- 
pathizer had  been  enthroned  in  the  hearts  of  the 
people  and  that  this,  their  only  libation  was  be- 
ing freely  poured  out  on  the  alter  of  memory. 

One  of  our  friend’s  richest  and  most  precious 
endowments  was  his  capacity  for  friendship.  His 
cheerful  disposition,  his  sympathy,  his  frankness 
attracted  people  of  every  class  . and  conditiqn  and 
drew  them,  and  the  friends  he  made  he  was  wont 
to  “grapple  to  his  soul  with  hoops  of  steel”.  , , 

His  open-heartedness  brooked  no  concealment 
of  any  lesser  fault  he  may  have  had.  In  his  scorn 
of  sham  he  wore  his  “heart  on  his  sleeve”. 

Thus  he  drew  human  souls  and  . their  love' was 
so  constant  that  he  never  had  need  to  utter  the 
aphorism:  “Defend  me  from  friends”. 

His  happy  possession  was  as  receiver  and  giver 
of  what  the  poet  calls 

“Friendship!  mysterious  cement  of  the  soul! 

Sweetener  of  life!  and  solder  of  society!” 

Another  charateristic  was  cheerfulness.  Good 
cheer  emanated  from  him  as  the  aroma  from  the 
flower.  He  had  the  inestimable  faculty  of  pro- 
jecting at  least  a ray  of  light  into  the  densest 
darkness,  of  transmuting  his  buoyancy  into  sav- 
ing grace  for  his  patients,  and,  it  is  said  that  the 
despairing  went  from  his  presence  with  rekindled 
hope,  mentally  fortified  against  the  encroachment 
of  their  malady.  I was  told  at  the  hospital  that 
his  patients  needed  only  to  hear  his  voice  and  his 
cheery  good  morning  to  feel  marked  improve- 
ment. 

This  wras  a factor  that  contributed  to  his  suc- 
cess as  a physician.  Nobody  knew  better  than 
he  the  role  played  by  the  mind  in  shunting  off 
from  its  track  the  train  of  despondency. 

It  is  not  surprising  that  Dr.  McFadden  was  a 
successful  practitioner.  One  of  his  friends  said 
to  me  a few  days  ago  that  he  was  the  busiest  man 
he  ever  knew  in  his  active  days,  and  that  patients 
who  by  reason  of  numbers  could  not  find  access 
to  him  would  wait  for  days  nursing  their  own  ills 
till  they  could  reach  him. 


He  was  conscious  of  his  limitations  and  boasted 
no  special  skill.  Self  confidence  was  absent  from 
his  make-up  and  he  was  more  inclined  than  most 
men  to  seek  consultation  with  his  fellows.  One 
his  friends  in  the  profession  used  these  words  in 
speaking  out  of  a fond  heart  and  intimate  ac- 
quaintance: “He  was  a practitioner  of  the  old 
school;  he  gave  of  himself,  and  a good  deal  like 
Osier  his  treatment  was  largely  nux  and  hope”, 
His  character  had  its  foundation  in  good  old 
Scotch  Presbyterian,  which,  however  narrow 
and  provincial  and  exclusive  it  may  have  been, 
yet  bred  men  of  sterling  worth.  Men  who  were 
nurtured  in  that  atmosphere,  who  imbibed  that 
spirit,  who  were  nourished  on  that  pabulum  be- 
came pillars  of  society,  statesmen  of  principle, 
honest  in  business,  wise  fathers,  upright  citizens. 

This  heritage  of  our  friend  contributed  to  the 
making  of  a singularly  attractive  personality.  He 
had  an  individuality  all  his  own.  There  was  in 
his  personality  a mixture  of  diverse  elements  in 
strange  and  yet  harmonious  blend.  Wherever  one 
met  him  the  usual  impression  made  was  one  of 
light-heartedness  not  unmixed  with  frivolity,  but 
he  carried  the  burden  of  his  life  work  deep  in  his 
heart  and  the  welfare  of  his  patients  had  his  seri- 
ous thought.  His  face  was  by  no  means  always 
an  index  to  the  thoughts  that  burned  within. 

His  patients  were  not  merely  his  patrons  in  a 
sordid  commercial  sense,  as  is  too  often  the  case; 
they  were  not  alone  his  capital  investment  whence 
came  his  dividends.  He  became  a part  of  their 
very  lives  where  soul  met  soul  in  an  interchange 
of  the  truest  well-being;  he  made  himself  ac- 
quainted with  their  condition,  their  thoughts' 
their  aspirations;  his  fitst  and  almost  invariably 
successful  effort  was  to-  engender  hope  and  bring 
surcease,  .not  only  from  physical  pain  but  from 
that  mental  dejection  which  is  a common  pos- 
session of  the  sick,  and  he  knew  that  this  did  not 
depend  entirely  6n  an  accurate  diagnosis  or  a 
wise  use  of  the  materia  medica.  Supplementing 
ese  and  who  knows  but  greater  and  better  than 

trust  in  T*  U?e  inspired  faith-  I am  told  that  the 
nf  ™ h ™ ^came  a most  beautiful  expression 
of  personal  devotion.  Firm  in  his  own  convic- 
tions  he  was  sweetly  tolerant  of  others’  views.  He 
would  never  allow  himself  to  be  drawn  into  an 
argument  which  might  eventuate  in  the  least  bit- 
terness, contenting  himself  with  a statement  of 

a hint1  of0”  atnd  leaVin8'  thS  matter  there  without 
hint  of  antagonism.  In  .groups  of  people  as  in 

business  or  executive  capacities  he  was  singular- 
y successful  in  amalgamating  conflicting  opin- 
ions to  Produce  a resultant  harmony. 

If  this  meagre  and  inadequate  tribute  meets 
with  your  approval  and  you  wish  to  adopt  it  as 
your  own,  we  shall  thus  have  put  on  record  our 
sense  of  real  loss  in  the  passing  of  our  profes- 
sional  colleague  and  our  personal  friend, 
friends  depart,  and  memory  takes  them 

W1H  th”!!™8’  PUre  and  deep’”  bllt  we  cry 

“But  O,  for  the  touch  of  a vanished  hand 
And  the  sound  of  a voice  that  is  still.” 

at^’;  m Dickinson  of  J^sey  City  was  asked, 
at  Di.  Bells  suggestion,  to  say  a few  words,  the 
substance  of  which  was: 

“Mr.  Chairman  and  Fellows— I am  a self-invit- 
ed guest  tonight.  When  I heard  that  you  were 
going  to  talk  about  my  playmate,  I had  to  come 
I have  known  McFadden  for  a great  many  years' 
we  ate  together,  we  slept  together,  we  worked  to- 
gether, and  we  played  together.  I have  never 
known  a more  cheerful,  a more  even-tempered 
a more  kindly  man.  I am  a sharp  man,  quick,  and 
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to  the  point;  and  on  the  boat  last  summer,  on 
our  trip  to  Europe,  whenever  I became  testy  Mac 
just  looked  at  me  and  laughed. 

‘‘Dr.  Pratt  said  that  Mac  is  dead,  but  he  is  not. 
No  man  dies  until  the  last  man  who  has  shaken 
his  hand  and  has  heard  his  voice  has  passed  on. 
And  that  will  not  be  for  a long  time  yet.  Those 
of  us  who  have  heard  his  cheery  ‘Goodbye’,  in 
rising  inflections,  as  he  hung  up  on  the  telephone, 
will  not  soon  forget  it. 

“The  young  man  who  is  casting  about  for  some- 
one in  whose  footsteps  to  follow,  and  upon  whom 
to  look  as  an  inspiration  and  a guide,  may  well 
pick  Dr.  McFadden.  ' 

The  membeis  of  the  society  then  stood  in 
silence  with  heads  bowed  for  one  minute,  as  a 
mark  of  respect  to  the  memory  of  Dr.  McFadden. 

Ridgewood  Medical  Society. 

H.  S.  Willard,  M.D.,  Secretary. 

The  last  meeting  of  the  society  was  held  on 
January  20,  and  was  largely  attended  by  the  mem- 
bers. It  was  one  of  the  most  interesting  meetings 
the  society  has  had  in  a long  time.  The  subject 
for  discussion  was  “The  Prophylactic  and  Im- 
munization Treatment  for  Scarlet  Fever’’.  There 
has  been  a mild  epidemic  of  scarlet  fever  in 
Ridgewood  during  the  past  2 months  and  a case 
of  angioneurosis  of  the  leg  following  a prophy- 
lactic injection  of  serum  was  reported  in  full, 
and  there  was  considerable  discussion  by  Dr.  Mor- 
row, of  Bergen  Pines  Isolation  Hospital,  and 
other  members  of  the  society.  This  case,  which 
had  been  seen  by  Dr.  Zingher,  of  New  York,  and 
several  other  pathologists,  presented  some  un- 
usual complications  of  this  form  of  treatment 
and  opens  up  a large  line  of  thought  in  regard  to 
the  susceptibility  of  some  patients  towards  serum. 
This  case  being  so  very  unusual  will  undoubtedly 
be  written  up  technically  and  added  to  the  liter- 
ature on  the  subject. 

The  President  of  the  local  Board  of  Health  was 
present  at  this  meeting  as  a guest  of  the  society, 
and  spoke  at  considerable  length  on  the  desira- 
bility of  the  closest  cooperation  between  Boards 
of  Health  and  Medical  fraternities. 

The  usual  social  hour  followed  the  discussion 
of  the  scientific  topics. 


BURLINGTON  COUNTY. 

R.  I.  Downs,  M.D.,  Reporter. 

A regular  meeting  of  the  Burlington  County  So- 
ciety was  held  on  Wednesday,  January  13,  1926, 
at  1 P.  M.,  at  the  Woman's  Guild  of  the  Presby- 
terian Church  in  Mount  Holly,  Dr.  R.  I.  Downs 
presiding.  There  were  2 5 present. 

The  minutes  of  the  previous  meeting  were  read 
and  approved.  The  following  applicants  were 
voted  on  as  members  and  elected: 

Jacob  M.  Davis,  M.D.,  Burlington;  Russell  D. 
Geary,  M.D.,  Delanco;  Henry  Matez,  M.D.,  Pem- 
berton; G.  E.  McDonnel,  M.D.,  Mount  Holly;  Paul 
B.  Reisinger,  M.D.,  Roebling,  and  Parry  M.  Scott, 
M.D.,  Beverly. 

Those  present  took  the  oath  of  membership 
and  signed  the  constitution. 

Dr.  Darlington  presented  a letter  of  endorse- 
ment, which  the  society  favored  unanimously  and 
a copy  of  the  letter  is  below: 

“To  the  Honorable  Board  of  Chosen  Freeholders 
of  Burlington  County,  N.  J.: 

“Gentleman — Should  a vacancy  occur  on  the 
Board  of  Managers  of  Fail-view  Sanatorium,  the 
Burlington  County  Medical  Society  unanimously 


recommends  George  T.  Tracey,  M.D.,  of  Beverly, 
N.  J.,  as  a person  qualified  to  fill  such  vacancy 
to  the  credit  and  satisfaction  of  your  Board. 

“Respectfully  submitted, 

“ROSCIUS  I.  DOWNS,  Pres’t.” 

The  following  resolution  was  then  presented 
by  Dr.  Joseph  Stokes: 

Resolved:  That  it  is  the  opinion  of  the  Burling- 
ton County  Medical  Society  that  an  entirely  new 
hospital  building,  accommodating  at  least  100 
beds,  is  now  absolutely  necessary  to  meet  the 
medical  needs  of  the  county,  and 

Further  Resolved,  That  we  recommend  to  the 
Board  of  Managers  of  the  Burlington  County  Hos- 
pital that  they  promptly  take  the  necessary  steps 
to  secure  funds  for  the  erection  of  such  a build- 
ing. 

Resolved  Further,  That  this  Burlington  County 
Medical  Society  will  give  its  most  active  and  en- 
thusiastic support  to  such  a drive. 

Dr.  Longsdorf  completely  explained  the  situ- 
ation. There  was  much  discussion  involving  these 
points:  first,  the  necessity;  second,  the  place  of 
erection,  and  third,  a training  school  for  nurses. 

The  resolution  was  passed  unanimously. 

Dr.  Emma  Weeks-Metzer  outlined  her  plans  in 
building  a maternity  home  in  Riverside.  The 
hospital  is  now  under  construction  and  will  be 
completed  in  a few  weeks.  All  Burlington  County 
physicians  will  be  invited  to  attend  the  opening. 

Dr.  Remer  announced  that  there  was  now  a 
small  private  hospital  for  chronic  cases  at  Vincen- 
town  called  Vincentown  Private  Hospital.  The 
news  of  this  much  needed  institution  was  favor- 
ably received. 

Dr.  Metzer  and  Dr.  Stokes  were  appointed  to 
draw  up  a resolution  on  the  death  of  Dr.  George 
Harbert  and  to  report  at  the  next  regular  meeting. 

The  meeting  was  then  turned  over  to  Dr.  Rich- 
ard D.  Anderson,  chairman  of  Section  of  Prac- 
tice of  Medicine,  who  introduced  the  two  speak- 
ers, Dr.  Richard  A.  Kern  and  Dr.  Charles  A.  Wol- 
ferth,  both  of  Philadelphia. 

The  subject  chosen  by  Dr.  Wolferth  was  “The 
Recent  Progress  in  the  Therapy  of  Heart  Dis- 
ease”. He  classified  it  as  the  infectious  type, 
common  among  young  people,  and  the  degenera- 
tive type  where  focal  infection,  strain  of  living 
and  syphilis,  are  frequent  factors.  He  discussed 
treatment  for  both. 

Dr.  Kern’s  subject  was  “Medical  Management 
of  Duodenal  Ulcer,  Its  Indications  and  Technic”. 
Among  causes  he  gave  focal  infection,  increased 
hydrochloric  acid  and  pepsin,  and  explained  the 
Sippy  treatment  in  full. 

All  members  were  highly  pleased  with  the  in- 
teresting manner  in  which  the  practical  and  scien- 
tific medical  information  was  presented,  and  felt 
well  repaid  for  attending. 

The  meeting  adjourned  to  meet  in  Burlington 
in  April.  A fine  dinner  was  served  by  the  Wom- 
an's Guild  of  the  Presbyterian  Church. 

CAMDEN  COUNTY. 

Camden  County  Medical  Society. 

Henry  B.  Decker,  M.D.,  Secretary. 

The  annual  meeting  of  the  Camden  City  Medi- 
cal Society  was  held  on  January  5,  1926. 

The  report  of  the  Historian  was  prepared  and 
read  in  the  usual  humorous  manner.  The  Treas- 
urer reported  a satisfactory  balance  remaining  in 
the  treasury;  most  members  had  been  under  the 
impression  that  the  society  was  verging  on  bank- 
ruptcy, until  this  report. 
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The  President,  Dr.  Thomas  K.  Lewis,  delivered 
his  address,  the  subject  being  “The  Middle  Aged 
Heart”. 

The  officers  elected  for  192  6 were — President: 
Beulah  Hollinshed.  Vice-President:  W.  B.  Jen- 

nings. Treasurer:  William  H.  Hart.  Historian.: 
W.  J.  Barrett.  Secretary:  Henry  B.  Decker. 


CUMBERLAND  COUNTY. 

E.  S.  Corson,  M.D.,  Reporter. 

Through  the  courtesy  of  Mr.  Thorne,  superin- 
tendent of  the  State’s  Home  for  Feebleminded 
Women,  the  County  Medical  Society  met  in  the 
assembly  room  of  that  institution.  The  orchestra 
entertained  the  physicians  with  a number  of  se- 
lections which  were  heartly  appreciated. 

Miss  Bassett,  of  the  psychology  department, 
demonstrated  the  use  of  the  Binet-Simon  test  for 
determining  the  intelligence  of  the  pupils.  During 
the  early  history  of  the  human  race  the  feeble- 
mided  were  eliminated  from  society  by  drowning, 
starving  to  death  and  throwing  from  precipices. 
Only  beginning  with  the  Christian  era  was . any 
organized  effort  made  to  care  fo  these  unfortu- 
nates. 

In  England  the  pauper  was  hired  out  to  mill 
owners  and  with  each  quota  a certain  number  of 
feebleminded  were  required  to  be  taken.  These 
were  soon  lost  sight  of  and  disposed  of  in  various 
ways. 

Etard,  of  Paris,  was  the  first  to  study  them  to 
determine  the  cause  and  classify  them  for  re- 
habilitation, the  shape  of  the  head,  form  of  face 
and  physique  were  tried  out.  They  all  failed,  hav- 
ing no  relation  to  mentality. 

Intelligence  testing  depends  upon  a wide  range 
of  intelligence.  Binet,  the  master  psychologist, 
original,  frank  and  open  minded,  was  appointed 
on  the  Paris  Commission  in  1904.  His  system,  as 
modified  by  Simon,  consists  of  the  use  of  objects, 
figures,  colors,  words  and  questions  arranged  ac- 
cording to  standards.  A test  was  made  on  one 
of  the  pupils  and  classification  made  at  the  close. 

In  Public  Schools. 

An  effort  is  being  made  to  have  this  test  applied 
in  the  public  schools.  This  will  be  of  great  ad- 
vantage in  placing  pupils  where  they  belong  in  the 
beginning  of  their  schooling  and  not  after  years 
of  trial,  in  which  many  become  the  butt  of  ridi- 
cule for  causes  for  which  they  are  not  responsible. 
The  test  as  applied  in  Burlington  County  showed 
several  such  cases.  Dr.  Slattery,  physician  to  the 
institution,  showed  the  method  of  differentiation 
when  examining  pupils  for  the  home  as  between 
idiocy,  feeblemindedness  and  insanity. 

Comparing  the  past  with  the  present,  the  care 
and  treatment  of  this  class  of  unfortunates  shows 
clearly  that  the  world  is  growing  better.  Money 
spent  m maintaining  such  institutions  is  an  econ- 
omy, for  such  persons  at  large  propagate  unde- 
sirables, causing  a menace  to  society.  One  family 
alone  is  responsible  for  1200  criminals  and  de- 
generates. 

Drs.  J.  Kurt  Beeliner  and  Vincenzo  Giacalone, 
of  Vineland,  were  elected  to  membership. 

After  the  meeting  inspection  of  the  dormitories 
was  made  and  luncheon  was  served  at  the  home 
of  Mr.  Thorne. 

A hearty  vote  of  thanks  was  extended  to  Mr. 
Thorne  and  the  institution  for  the  splendid  en- 
tertainment. 


GLOUCESTER  COUNTY. 

Henry  B.  Diverty,  M.D.,  Reporter. 

The  Gloucester  County  Medical  Society  was  en- 
tertained by  Dr.  J.  Harris  Underwood  at  the  reg- 
ular monthly  meeting,  which  was  held  in  the  new- 
ly renovated  Nurses’  Home  connected  with  the 
hospital. 

The  physicians  attending  were  Drs.  Hollinshed, 
of  Westville;  Stout  and  Zapf,  of  Wenonah;  Knight 
and  Burkett,  of  Pitman;  Duffield,  of  Glassboro; 
Buzby  and  Downs,  of  Swedesboro;  Wood  and 
Sinexon,  of  Paulsboro,  and  Underwood,  Nelson, 
Sickel  and  Diverty,  of  Woodbury. 

State  Councilor  Dr.  W.  P.  Glendon,  of  Bridge- 
ton,  was  present,  as  was  also  Dr.  Lore,  a delegate 
from  the  Bridgeton  Society.  There  were  also  a 
few  invited  guests  and  they  along  with  the  nurses 
of  the  hospital  enjoyed  a profitable  evening. 

Dr.  Gabriel  Tucker,  of  the  Jefferson  Hospital, 
presented  a number  of  slides  and  motion  pictures 
on  "Bronchoscopic  and  Esophagoscopic  Cases  of 
Medical  and  Surgical  Interest”. 

After  the  lecture  a delicious  and  substantial 
luncheon  was  served  by  Dr.  Underwood's  corps 
of  nurses. 

Altogether,  it  was  an  enjoyable  evening  and 
those  who  braved  the  inclement  weather  were 
well  repaid. 


HUDSON  COUNTY. 

Martin  Marshak,  M.  D.,  Reporter. 

The  Hudson  County  Medical  Society  met  at  the 
Jersey  City  Hospital,  January  5,  1926,  with  Dr. 
J.  F.  Londrigan  presiding. 

On  motion,  the  President  appointed  a commit- 
tee to  investigate  the  advisability  of  supporting  a 
physician's  telephone  exchange  under  control  of 
the  society. 

Dr.  Morrison,  Secretary  of  the  State  Society, 
was  a guest  and  spoke  on  the  question  of  increas- 
ing membership  so  as  to  include  all  eligible  phy- 
sicians in  the  county.  He  also  spoke  on  the  ad- 
vantages of  the  State  Society’s  Group  Insurance 
Plan,  and  concerning  the  duties  of  the  Executive 
Secretary,  Dr.  Reik,  and  the  expenses  of  the  State 
Society  in  its  varied  labors. 

The  President  introduced  Dr.  O’Hanlon,  Super- 
intendent of  the  Jersey  City  Hospital,  who  has 
filed  his  application  for  membership  in  the  so- 
ciety. 

Hyperthyroidism  was  the  subject  on  the  pro- 
gram and  was  taken  up  in  2 sections;  the  medical 
aspect  being  presented  by  Dr.  C.  J.  Tyson,  of  New 
York,  and  the  surgical  management  by  Dr.  R.  P. 
Sullivan,  of  New  York. 

Dr.  Tyson  presented  his  side  of  the  subject  in 
a concise  paper  full  of  potent  facts.  He  said  that 
hyperthyroidism  is  a symptom-complex,  or  syn- 
drome, produced  by  auto-intoxication  with  thy- 
roxin. There  is  no  uniform  pathology  of  the  thy- 
roid gland  present  in  these  cases.  The  colloid  or 
adolescent  goiters  are  usually  quiescent  and  the 
symptoms  present  are  due  to  pressure.  The  treat- 
ment therefore  is  prophylactic,  careful  use  of 
iodin,  and  surgery,  to  relieve  pressure  and  for 
cosmetic  effect.  The  differential  diagnosis  between 
toxic  adenoma  and  exophthalmic  goiter  was  pre- 
sented as  follows; 

Toxic  adenoma — 3 0-40  years — Previous  quies- 
cent goiter;  asymmetrical  and  nodular;  cardiac 
involvment,  severe;  digitalis  effect,  poor;  exoph- 
thalmus,  rare;  response  to  iodin,  none;  Basal 
metabolism,  higher;  cure  following  surgery. 

Exophthalmic  goiter — 20-30  years — Sudden  on- 
set; contour,  symmetrical;  cardiac  involvement, 
silght;  digitalis  effect,  good;  exophthalmus  in  80% 
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of  cases;  response  to  iodin,  good;  Basal  metabol- 
ism, lower;  no  cure  following  Surgery. 

In  neurocirculatory  asthenia  the  reaction  to 
rest  is  immediate  in  hyperthyroidism.  It  is  slow, 
and  the  loss  of  weight  is  marked,  in  hyperthy- 
roidism. In  the  nervous  case,  this  is  not  true.  A 
pulse  rate  of  120  or  over  in  a well-nourished  in- 
dividual is  not  indicative  of  hyperthyroidism.  The 
hands  of  a neurotic  are  cold;  in  hyperthyroidism 
they  are  warm.  In  neurotics,  there  is  a marked 
sensation  of  weakness  with  a tremor  and  tachy- 
cardia, which  is  rapidly  diminished  by  rest. 
Pulsating  thyroids  are  sometimes  mistaken  for 
aneurism. 

The  complication  aside  from  pressure  effects 
that  is  most  frequently  present  is  cardiac  disease, 
especially  myocardial  degeneration.  This  pro- 
duces tachycardia,  followed  by  dilatation  and  at 
times  hypertrophy.  At  times,  all  types  of  ary- 
thmias  and  even  fibrillation  may  occur.  As  these 
changes  tend  to  become  permanent,  the  symp- 
toms may  persist  even  after  operation.  The  pulse 
pressure  is  increased  because  the  systolic  pres- 
sure is  elevated,  but  the  diastolic  pressure  remains 
stationary. 

The  treatment  consists  of  absolute  rest,  both 
physical  and  mental.  This  can  rarely  be  obtained 
at  home;  therefore,  these  cases  should  be  insti- 
tutionalized. Bromids  and  somnifacients  are  at 
times  necessary.  As  to  diet,  a double  calorific 
value  is  necessary  to  make  up  for  the  increased 
metabolism;  protein  should  be  sufficient  to  keep 
a nitrogen  balance,  abdut  1 gm.  per  kgm.  of  body 
weight.  Fat,  which  has  a tendency  to  waste  iodin 
in  its  metabolism,  should  be  used  as  sparingly  as 
possible.  The  bulk  of  the  calories  must  be  made 
up  in  carbohydrates.  According  to  Plummer’s  sug- 
gestion, iodin  in  the  form  of  Lugol’s  Solution  is 
the  specific  therapy  for  hyperthyroidism.  The 
dose  given  is  from  15  to  30  minims  a day,  which 
will  produce  a marked  improvement  in  from  5 
days  to  2 weeks.  A larger  dose,  or  when  given 
for  a longer  period,  may  produce  alarming  symp- 
toms. Patients  should,  therefore,  be  closely 
guarded.  In  the  adolescent  type  of  goiter,  iodin 
may  produce  hyperthyroidism,  and  in  toxic  ade- 
noma it  is  of  no  value  and  may  be  dangerous. 

Dr.  R.  P.  Sullivan  discussed  the  histology,  phy- 
siology and  pathology  of  the  thyroid  gland.  He 
felt  that  Plummer’s  classification  was  the  best. 
Plummer  states  that  each  type  has  a definite  ser- 
ies of  symptoms,  which  are  due  to  the  reaction 
of  the  organism  to  structural  changes  in  the  thy- 
roid. Plummer’s  classification  is  as  follows:  (1) 
simple  goiter  of  adolescence;  (2)  adenomatous 
goiter;  (3)  exophthalmic  goiter;  (4)  carcinoma, 
tuberculosis  and  thyroiditis.  The  clinical  symp- 
toms due  to  exophthalmic  goiter  may  be  remit- 
tent with  waves  of  varing  intensity.  As  the  prog- 
ress of  the  disease  becomes  of  longer  duration, 
the  prognosis  becomes  worse,  due  to  permanent 
changes  in  the  cardiac  and  skeletal  muscles  and 
other  organs.  In  toxic  adenoma,  the  onset  is  very 
gradual  and  long  after  the  goiter  is  present.  The 
course  is  mild,  but  progressive,  with  remittences 
rare. 

In  toxic  goiter,  surgery  is  the  principal  mode 
of  attack,  but  preliminary  measures  are  absolute- 
ly essential.  Dr.  Sullivan  described  the  operations 
which  he  said  are  well-standardized,  the  deciding 
influence  being  complete  hemostasis,  careful  dis- 
section to  avoid  injury  to  the  inferior  laryngeal 
nerves,  and  proper  team  work.  The  effects  of 
injury  to  the  inferior  laryngeal  nerves  are  loss  of 
voice  and  progressive  dyspnea.  The  use  of  iodin 
in  proper  cases  has  eliminated  ligation  and  other 


preliminary  operations.  He  stressed  the  danger  of 
the  promiscuous  use  of  iodin,  and  stated  that  it 
was  useless  in  toxic  adenoma.  After  operation, 
special  attention  should  be  given  to  reconstruc- 
tion of  the  patient,  diet  being  especially  import- 
ant, 

• He  concluded  as  follows:  (1)  Hyperthyroid- 

ism is  constitutional  disturbance  resulting  from 
exophthalmic  goiter  or  hyperfunctionary  ade- 
noma. (2)  Proper  treatment  is  dependant  on 
proper  diagnosis.  (3)  Surgery  has  so  far  produc- 
ed the  best  results.  (4)  Iodin  is  useful  in  the  pre- 
operative preparation  of  exophthalmic  goiter 
cases,  but  _ definitely  harmful  in  those  with  toxic 
adenoma.  (5)  Operation  is  not  devoid  of  possible 
serious  features. 

Drs.  Miner,  Jaffin,  Dickinson,  Marshak,  Axford 
and  Louis  Schwartz  took  part  in  the  discussion, 
which  was  closed  by  Drs.  Tyson  and  Sullivan. 


MERCER  COUNTY. 

A.  Dunbar  Hutchinson,  M.D.,  Reporter. 

The  Mercer  County  Medical  Society  held  a reg- 
ular meeting  on  January  13,  in  the  Carteret  Club, 
about  45  members  being  able  to  break  away  from 
the  rush  of  work  that  has  fallen  upon  us  at  this 
time. 

President  Comfort  called  upon  the  Treasurer 
for  a report,  and  the  members  were  extremely 
gratified  to  hear  that  official  announce  100%  col- 
lections of  dues  for  the  year  1926. 

The  application  of  W.  M.  Stratton,  M.D.,  of 
Trenton,  was  read  and  referred  to  the  Member- 
ship Committee. 

Dr.  Victor  Ivlauder,  assistant  professor  of 
Syphilology  on  the  Postgraduate  School  of  theUni- 
versity  of  Pennsylvania,  was  introduc  d by  the 
president,  and  with  the  aid  of  excellent  lantern 
slides  gave  a very  interesting  and  instructive  dis- 
course on  the  subject  of  “Cutaneous  Manifesta- 
tions of  Syphilis,  wuth  Reference  to  Differential 
Diagnosis’’.  Dr.  Klauder  emphasized  the  import- 
ance of  early  and  complete  diagnosis,  with  the 
extreme  limit  of  treatment  instituted  at  once  and 
thoroughly  carried  out.  He  took  great  pains  to 
point  out  the  many  important  signs  in  the  dif- 
ferent stages  of  this  disease,  with  the  distinguish- 
ing features  that  differentiate  it  from  many  of 
the  benign  skin  lesions  that  come  before  the  gen- 
eral practitioner. 

Following  a very  interesting  discussion,  with 
luncheon  served,  a vote  of  thanks  was  tendered 
Dr.  Klauder  for  the  instructive  address. 


MIDDLESEX  COUNTY. 

John  H.  Rowland,  M.D.,  Reporter. 

The  quarterly  meeting  of  the  Middlesex  Medi- 
cal Society  was  held  on  December  16,  1925,  at 
Hotel  Pines,  New  Brunswick. 

The  following  officers  were  elected:  President: 

J.  P.  Schureman,  New  Brunswick.  Vice-presi- 
dent: Frank  C.  Henry,  Jr.,  Perth  Amboy.  Treas- 
urer: Frank  C.  Johnson,  New  Brunswick.  Secre- 
tary: John  H.  Rowland,  New  Brunswick.  Dele- 
gates to  State  Society:  F.  L.  Brown,  New  Bruns- 
wick; I.  T.  Spencer,  Woodbridge;  G.  W.  Fitian, 
Perth  Amboy.  Alternates:  J.  F.  McGovern,  New 
Brunswick;  M.  S.  Meisszer,  Perth  Amboy;  C.  A. 
Iiofer,  Metuchen. 

Following  the  election  of  officers  a very  instruc- 
tive talk  was  given  on  Gastro-Intestinal  Neuroses, 
by  Dr.  H.  H.  Fellows,  of  Cornell  Clinic. 

This  was  followed  by  a wonderful  dinner  and 
entertainment. 
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MORRIS  COUNTY. 

Marcus  A.  Curry,  M.D.,  Reporter. 

A special  meeting  of  the  Morris  County  Medical 
Society  was  held  on  Tuesday  evening,  January 
19,  at  the  Community  Club  House  in  Morristown, 
to  listen  to  a talk  on  the  subject  of  Birth  Control, 
by  Hr.  James  F.  Cooper,  director  of  the  Clinical 
Research  Department  of  the  American  Birth  Con- 
trol League. 

President  Glazebrook  presided  over  a gathering 
of  approximately  100,  composed  of  members  of 
the  society,  local  clergymen,  State  Senator  Abell 
and  Assemblyman  Barrett  of  Morris  County  and 
other  guests  of  the  society. 

Opening  the  meeting,  President  Glazebrook 
said:  This  special  meeting  of  the  Morris  County 

Medical  Society  has  been  called  to  listen  to  a dis- 
cussion on  a subject  which  is  of  some  interest 
nationally  and  internationally;  I may  say,  of  great 
interest  just  now.  The  Morris  County  Medical 
Society  is  in  no  way  connected  with  this  move- 
ment; I wish  that  to  be  understood.  We  were 
asked  to  allow  the  speaker  to  come  and  address 
us.  It  has  been  the  custom  of  other  medical  so- 
cieties through  the  country  to  permit  this;  and 
as  this  is  a subject  which  is  of  considerable  inter- 
est to  medical  men,  we  were  very  glad  to  take 
advantage  of  this  opportunity  to  have  this  subject 
presented.  We  shall  be  very  glad  to  hear  what 
the  speaker  of  the  evening  has  to  say  and  when 
he  has  finished  he  will  be  glad  to  have  anyone 
ask  any  questions. 

Dr.  Cooper  being  introduced  prefaced  his  ad- 
dress by  saying:  It  is  my  custom  at  these  times 

to  address  myself  particularly  to  the  medical  pro- 
fession. I am  somewhat  surprised  to  find  a num- 
ber of  lay  people  here  tonight,  because  I had  in- 
tended to  devote  my  remarks  entirely  to  mem- 
bers of  the  profession  and  tell  them  what  has 
been  done  in  the  scientific  research  department  of 
our  league,  in  evaluating  present  methods  of  con- 
traception technic  and  in  regard  to  the  results  we 
have  obtained  in  undertaking  studies  in  some 
newer  method  so  that  the  physician  may  avail 
himself  of  this  method  to  use  in  those  cases  where 
he  has  occasion  to  apply  it;  however,  such  a dis- 
cussion is  out  of  place  entirely  before  a lay  audi- 
ence and  it  is  the  policy  of  our  league  not  to  dis- 
seminate and  not  to  speak  of  birth  control  in  any 
broadcast  manner  or  deal  in  the  personal  side  of 
the  matter. 

Restricting  himself  to  the  more  general  aspects 
of  the  subject,  Dr.  Cooper  gave  a very  elaborate 
and  interesting  talk  which  encompassed  much 
detail  and  many  statistics  in  elucidation  of  the 
basic  factors  of  the  aims  and  purposes  advocated 
by  the  American  Birth  Control  League;  including 
prospective  over  population  ot  the  earth  in  gen- 
eral and  the  United  States  in  particular,  and  the 
biologic,  sociologic,  economic  and  other  sides  of 
the  subject. 

Those  taking  part  in  the  discussion  and  pro- 
pounding questions  that  were  freely  answered  by 
Dr.  Cooper,  were  Drs.  Curry,  Flagge,  Julia  Mut- 
chler,  Lathrope;  and  Senator  Abell  and  Assem- 
blyman Barrett. 


PASSAIC  COUNTY. 

Donald  B.  Low,  M.D.,  Reporter. 

The  January  meeting  of  the  Passaic  County 
Medical  Society  was  held  at  the  Health  Center 
Building,  Paterson,  on  Thursday  evening,  Janu- 
ary 10,  with  41  members  and  3 guests  present. 
Dr.  Charles  R.  Mitchell  presided.  The  regular 
order  of  business  was  dispensed  with  and  the 
scientific  paper  taken  up  first. 


Dr.  Norman  E.  Titus,  of  New  York  City,  read 
a paper  on  “Physiotherapy  in  Hospital  Team- 
work’’. He  related  that  many  hospitals  were  tak- 
ing up  this  work  as  were  many  of  the  medical 
schools,  he  himself  lecturing  at  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
said:  “Physiotherapy  is  composed  95%  of  com- 
mon sense  as  to  the  pathologic  physiology  of  the 
case  in  hand;  3%  technic  of  giving  treatment;  and 
2%  of  knowing  what  it  can  and  cannot  do  when 
applied”.  Dr.  Titus  took  Up  the  different  branches 
of  physiotherapy  such  as  heliotherapy  mecha- 
notherapy, electrotherapy  and  hydrotherapy. 

The  paper  brought  forth  a good  discussion  and 
many  interesting  points  were  brought  out.  Dr. 
Titus  was  very  broadminded  in  all  his  statements 
and  did  not  speak  of  the  miracles  of  physiothe- 
rapy we  so  often  hear  of. 

A motion  was  made  and  passed  that  this  society 
hold  an  annual  dinner  sometime  in  May  and  this 
dinner  be  called  the  Dean's  Dinner. 

Dr.  Marsh  reported,  as  head  of  the  Committee 
on  Ventilation  of  Schools,  that  a specified  law  as 
to  the  type  of  ventilating  system  to  be  used  in 
the  schools  was  made  and  that  the  local  society 
would  have  to  appeal  to  the  State  Society  for  aid 
in  this  matter  of  ventilating  our  local  schools. 

Dr.  Hagen  made,  an  appeal  for  all  medical  men 
to  join  the  American  Legion,  stating  that  there 
were  but  12  physicans  in  the  legion  in  Paterson. 


UNION  COUNTY. 

Russell  A.  Shirrefs,  M.D.,  Reporter. 

The  regular  meeting  of  the  Union  County  So- 
ciety was  held  at  the  Elizabeth  General  Hos- 
pital on  the  evening  of  January  13  and  was  large- 
ly attended.  In  addition  to  the  usual  business 
rputine,  the  following  memorial  resolutions  on 
the  death  of  Dr.  J.  Ackerman  Coles  were  read, 
adopted  and  ordered  spread  on  the  minutes: 

Resolutions  on  the  Death  of  Dr.  Coles. 

In  the  death  of  Dr.  J.  Ackerman  Coles,  the 
Union  County  Medical  Society  has  lost  its  oldest 
member. 

Doctor  Coles  inherited  from  his  illustrious 
father,  Dr.  Abraham  Coles,  a love  of  art  which 
led  him  to  make  a valuable  collection  of  paint- 
ings and  statuary,  many  of  which  he  gave,  during 
life  time,  to  various  institutes  through  the  state 
and  country. 

He  was  never  married  but  he  cared  lovingly  for 
numerous  orphans  in  homes  which  he  maintained 
throughout  Union  County. 

He  was  devoted  to  his  sister  during  the  many 
years  of  her  illness  and  led  a quiet  cloistered  life 
for  the  past  40  years. 

In  his  passing  there  has  gone  a scholarly  man, 
whose  deeds  will  live  after  him. 

E.  W.  Hedges, 

J.  B.  Harrison. 

It  was  decided  to  order  50  of  the  official  A.  M. 
A.  automobile  insignias  bearing  the  name  of  the 
Union,  County  Society,  provided  that  a,  sufficient 
number  of  members  subscribed  therefor.  There 
were  8 proposals  for  membership,  which  were 
referred  to  the  committee  for  action  at  the  next 
meeting. 

Dr.  H.  O.  Reik,  Editor  of  the  State  Journal, 
gaye  an  interesting  talk  on  the  work  that  our 
State  Society  is  doing  and  stressed  the  importance 
of  and  growing  public  demand  for  periodic  health 
examinations.  The  technic  of  the  latter  was  ex- 
emplified on  a “patient”  by  Dr.  H.  R.  Livengood, 
and  a general  discussion  followed.  Dr.  George  S. 
Laird,  of  Westfield,  presided.  After  the  meeting 
a collation  was  enjoyed. 
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WARREN  COUNTY. 

F.  A.  Shimer,  M.D.,  Reporter. 

The  Warren  County  Medical  Society  having 
adopted  the  plan  of  holding  meetings  quarterly, 
convened  for  the  first  of  these  periodic  sessions 
at  Washington,  N.  J.,  on  January  12  at  10:30  A.M. 

How  to  produce  a healthier  county  with  less 
deaths,  less  loss  of  school  hours,  less  loss  of  wage 
earnings  was  the  Golden  Rule  message  to  our 
citizens.  The  sanitary  laws  and  their  better  en- 
forcement, even  upon  the  M.  D.’s  themselves  was 
the  keynote  of  a meeting  which  marked  an  epoch 
in  this  section,  all  interested  bodies  being  guests. 

Dr.  H.  B.  Costill,  Director  of  the  State  Board 
of  Health,  showed  that  the  cost  per  person  in 
Warren  County  for  Board  of  Health  work  was 
only  five  cents,  whereas  in  carefully  regulated 
cities  it  amounts  to  seventy  cents  and  even  one 
dollar.  He  clearly  showed  that  health  officers  of 
local  boards  could  not  at  the  small  salary  paid, 
follow  the  state  law  in  visiting  each  house  where 
disease  was  reported  and  serve  a written  notice 
on  the  family,  decide  how  the  patient  was  to  be 
isolated,  notify  the  school,  test  the  children  of 
school  age  in  throat  cases,  regulate  the  families’ 
relation  to  the  milk  dealer,  laundry,  library,  fac- 
tory, etc.,  and  issue  orders  which  of  the  family 
not  in  contract  with  the  contagion  could  go  in  and 
out,  and  then  at  the  close  of  the  disease,  issue 
written  health  certificates,  lifting  the  quarantine. 

Clifford  Losey,  the  local  inspector  receives 
$150.00  per  year  Phillipsburg  with  20,000  popu- 
lation allows  $300.00  for  health  and  $300.00  for 
expenses.  Rural  townships  frequently  pay  the  as- 
sessor nothing. 

The  Medical  Society  voted  to  go  on  record  ask- 
ing governing  bodies  in  the  county  to  give  more 
money  to  Boards  of  Health,  in  both  towns  and 
townships,  so  a better  health  officer  could  be  se- 
cured, or  to  finance  the  present  officer,  if  efficient, 
so  he  could  do  better  work. 

D.  C.  Bowen,  the  veteran  chief  of  administra- 
tion of  local  boards  of  health,  said  officers  were 
not  giving  written  or  printed  instructions  at  the 
home  where  contagion  existed;  that  Boards  of 
Health  were  not  reporting  all  the  reportable 
kinds  of  contagious  disease;  not  requiring  the  re- 
porting and  placarding  of  measles;  not  requiring 
the  reporting  of  early  cases  of  tuberculosis,  so  that 
non-medical  persons,  by  efficient  organizations, 
could  help  teach  the  families  how  to  live  and  how 
not  to  infect  young  children;  how  typhoid  could  be 
avoided  by  whole  communities  by  immuniziation ; 
how  diphtheria  can  be  abolished  in  schools  by  the 
Board  of  Education  and  the  Board  of  Health 
putting  on  a campaign  of  the  Schick  test  and  im- 
mune doses  to  those  susceptible;  how  small-pox 
is  best  held  in  check  by  Boards  of  Education  for- 
bidding children  to  enter  school  unless  vaccinated, 
as  the  constitution  prevents  the  State  Board  of 
Health  from  ordering  everybody  vaccinated;  that 
doctors  are  not  reporting,  not  only  measles  and 
chickenpox,  but  all  their  diphtheria  and  scarlet 
fever  cases. 

The  society  voted  to  endorse  supplying  towns 
and  townships  with  better  trained,  efficient,  well- 
paid  health  officers,  and  proposed  pushing  the 
propaganda  through  speakers  at  women’s  clubs, 
men’s  church  clubs,  granges,  and  all  available 
organizations. 

Miss  Boyer,  representative  of  the  Child  Hygiene 
Bureau,  spoke  on  the  law  requiring  license  where 
nonresident  children  were  boarded;  the  baby 
clinic,  with  its  care  over  prenatal  condition  of 
mothers,  and  their  babies;  the  school  nurse  to  do 
follow-up  work  in  the  home  where  the  school 
medical  inspector  sends  cards. 


Jiook  ^ebtetos. 


All  books  received  will  be  mentioned  by  title  with  the 
Matties  of  their  authors , publishers,  etc.,  and  this  will  be  com 
sidercd  by  the  committee  as  sufficient  acknowledgment  to  the 
publishers.  Selections  will  be  made  for  review  as  the  merits 
of  the  books  or  the  interests  of  our  subscribers  may  warrant. 

Proceedings  of  the  Internati  >nal  Conference  on 
Health  Problems  in  Tropical  America,  held 
at  Kingston,  Jamaica,  B.  W.  I.,  July,  1924,  by 
the  Medical  Department,  United  Fruit  Co. 
Published  by  United  Fruit  C’ompanv,  Boston, 
Mass. 

The  origin  and  generel  plan  of  this  conference 
is  well  described  in  a foreword  by  Professor  M. 
J.  Rosenau,  of  Harvard  Medical  School,  who  was 
one  of  the  delegates. 

It  is  not  a long  time  looking  backward  when 
Tropical  Diseases  were  looked  upon  by  the  aver- 
age physcian  of  the  Northern  United  States  as 
curious  and  interesting  cases  of  disease,  rather 
than  a serious  condition  demanding  close  study 
and  energetic  opposition.  However,  the  ever 
increasing  tide  of  travel  towards  the  lower  lati- 
tudes and  the  necessity  of  caring  for  this  hegira 
by  business  methods,  with  the  developments  of 
vast  structures,  such  as  the  Panama  Canal,  aided 
also  by  the  vicissitudes  of  war,  have  compelled  a 
modification  of  this  indifference  and  today  tro'  i- 
cal  medicine  is  an  important  department  for  the 
medical  student. 

Our  own  West  Indies  have  provided  a magnifi- 
cant  field  for  investigation.  Starting  with  the 
banning  of  Yellow  Fever  and  the  clearing  up  o 
the  Isthmus,  the  sanitary  worker  has  toiled  in 
all  _,arts  of  this  beautiful  island  realm  and  imong 
those  assisting  such  projects  the  Llnited  Fruit 
Company  has  bec-n  pre-eminent  for  its  generosity 
n. d the  wisdom  and  success  of  its  efforts  to  make 
the  tropics  livable  for  the  white  man.  Whether 
or  no  the  people  of  the  temperate  zone  will  ever 
become  safely  acclimatized  to  tropic  residence  is 
still  an  open  question,  but  there  can  be  no  ques- 
tion but  that  the  vast  areas  of  these  regions  have 
been  rendered  habitable,  enjoyable  and  produc- 
tive' to  s.ioh  sanitary  work  as  this  company  has 
fostered.  It  was  in  the  development  of  its  pur- 
pose to  improve  the  practice  of  medicne,  both 
curative  and  preventive,  that  the  Fruit  Company 
arranged  this  conference  for  its  own  workers 
with  other  notable  investigators  of  tropic  dis- 
eases to  be  held  at  Kingston,  Jamaica,  and  no 
more  delightful  place  for  study  could  have  been 
found  than  the  Myrtle  Bank  Hotel,  on  the  harbor 
shore  of  that  city,  as  the  reviewer  knows  from 
his  own  experience. 

Here  was  presented  a wonderful  collection  of 
essays  and  demonstrations  of  tropical  diseases, 
and  the  best  modern  ways  of  combating  them. 
It  is  hard  with  such  a wealth  of  material  to  se- 
lect any  particular  production,  but  the  resumes 
of  Dr.  George  E.  Vincent,  Dr.  John  L.  Todd  and 
Dr.  A.  E.  Horn  are  admirable  and  afforded  an 
excellent  view  of  the  great  work  developed  and 
successfully  carried  on  by  this  comn  ny.  Here, 
are  narrated,  not  merely  the  rendering  possible, 
tropical  living  by  the  white  man,  but  the  methods 
which  improve  the  conditions  of  the  dark 
skinned  native  of  the  lands,  and  so  notably  in- 
crease their  efficiency  and  working  value. 

Professor  M.  J.  Rosenau’s  paper  on  the  Sea- 
sonal Prevalence  of  Disease  is  also  most  inter- 
esting and  valuable. 

Continued  on  page  XXVIII. 
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SCARLET  FEVER,  ITS  PREVENTION 
AND  CURE. 

Illustrated  with  Lantern  Slides. 

A.  Zingher,  M.D.,  Dr.  P.H., 

Attending  Physician  to  the  Willard  Parker  Hos- 
pital, New  York  City,  and  Assistant  Professor 
of  Hygiene  at  the  University  and  Belle- 
veue  Hospital  Medical  College. 

(Address  before  a Special  Joint  Meeting  of  the 
Bergen  County  Medical  Society  and  the  Rockland 
County  Medical  Society,  held  at  Pearl  River,  N.Y. 

It  is  a pleasure  for  me  to  be  here  and  have 
a little  heart  to  heart  talk  with  you  on  scar- 
let fever.  Eleven  years  ago  when  we  began 
the  diphtheria  w'ork,  Dr.  Park  and  I had  a 
vision  that  the  time  would  come  when  diph- 
theria would  be  a thing  of  the  past.  This 
vision  we  are  confident  will  sooner  or  later 
be  realized.  If  every  physician  were  faithful 
and  conscientious  in  immunizing  his  own 
children  and  those  of  his  patients  the  fear 
of  diphtheria  would  soon  disappear.  While 
it  is  too  soon  to  say  the  same  thing  about 
scarlet  fever,  yet  we  have  a tremendous  for- 
ward step  in  the  control  of  this  disease  also. 
We  have  gained  knowledge  of  the  cause  of 
scarlet  fever  and  have  now  available  meth- 
ods that  promise  much  in  the  way  of  pro- 
duction of  immunity  and  prevention  and 
control  of  this  disease. 

I have  been  impressed  with  some  of  the 
earlier  work  of  various  observers  in  Austria, 
England  and  Russia.  In  1885  Kline  found 
hemolytic  streptococci  in  cases  of  scarlet 
fever  during  a milk-borne  epidemic.  The 
work  of  Moser  carried  out  from  1900  to 
1903  with  a special  antistreptococcic  serum 
was  productive  of  very  good  therapeutic  re- 


sults in  toxic  scarlet  fever.  He,  Escherich, 
von  Pirquet  and  Schick  reported  cases  in 
which  the  injection  of  Moser’s  serum  ex- 
erted a striking  effect  on  the  clinical  course 
of  the  disease.  There  followed  within  12  to 
24  hours  a marked  drop  in  temperature,  a 
blanching  of  the  rash  and  an  improvement 
in  the  character  of  the  pulse  and  respiration, 
resulting  in  a decidedly  beneficial  influence 
on  the  general  condition  of  the  patient.  The 
clinical  results  in  scarlet  fever  from  the  use 
of  different  antitoxic  sera  recently  reported 
in  New  Haven,  Chicago,  New  York  and 
other  places  were  quite  similar  to  the  obser- 
vations of  the  older  clinicians  made  over  22 
years  ago. 

Savchenko,  a Russian  laboratory  worker, 
produced  an  antitoxic  and  antibacterial 
serum,  and  in  codperation  with  his  clinical 
associates  used  it  in  a number  of  toxic  cases 
of  scarlet  fever.  The  method  of  preparation 
and  the  clinical  results  were  reported  in  the 
Russian  Medical  Journal,  the  Russki  Vrach, 
in  1905.  Savchenko  definitely  and  clearly 
stated  that  the  scarlatinal  streptococcus 
produced  a toxin,  and  that  this  toxin  inject- 
ed into  horses  gave  rise  to  antitoxic  anti- 
bodies analogous  to  the  diphtheria  antitoxin. 
He  subsequently  injected  the  antitoxic 
horses  with  streptococcus  vaccines  so  as  to 
produce  in  addition  antibacterial  antibodies. 
His  aim  was  to  obtain  a combined  antitoxic 
and  antibacterial  serum  against  scarlet 
fever.  Moser  produced  his  serum  by  inject- 
ing horses  with  living  broth  cultures  of  dif- 
ferent strains  of  the  scarlatinal  streptococ- 
cus, which  had  been  recently  isolated  from 
fatal  cases  of  scarlet  fever. 
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Active  immunization  against  scarlet  fever 
was  developed  by  Gabritschewsky  and  his 
associates  in  Russia,  who  used  a toxic  broth 
culture  of  the  scarlatinal  streptococcus  con- 
taining 3 % by  volume  of  the  bacterial  sub- 
stance. With  this  toxin-vaccine  they  in- 
jected over  50,000  persons  and  the  results 
of  their  work  reported  in  Russian  and  Ger- 
man medical  journals,  leave  no  doubt  that 
they  have  succeeded  in  producing  an  effec- 
tive antitoxic  and  a temporary  antibacterial 
immunity.  By  means  of  this  toxin-vaccine 
they  were  enabled  to  eradicate  outbreaks 
of  scarlet  fever  in  different  schools,  in- 
stitutions and  villages.  Moreover,  Gabrit- 
schewsky definitely  states,  in  an  article  pub- 
lished in  the  Berliner  Klinische  Woclien- 
schrift  in  1907  and  entitled  “Streptococcus 
Erythemas  and  Their  Relation  to  Scarlet 
Fever”,  that  toxins  are  produced  by  the  scar- 
latinal hemolytic  streptococcus  and  that  the 
clinical  disease  is  caused  by  the  specific  strep- 
tococcus of  scarlet  fever.  He  writes  that  he 
and  his  associates  had  seen  after  injections 
of  the  toxin-vaccine  symptoms  quite  similar 
to  those  observed  in  true  scarlet  fever.  These 
characteristic  symptoms  were  the  scarlatinal 
rash,  the  strawberry  tongue,  fever,  neausea 
and  vomiting.  Gabritschewsky  also  definite- 
ly claimed  that  the  scarlatinal  streptococ- 
cus was  the  specific  cause  of  scarlet  fever. 
This  definite  and  clear  cut  assertion  was 
made  by  Gabritschewsky  because  he  and 
his  associates  injected  human  beings  for  the 
first  time  with  the  scarlatinal  streptococcus 
and  its  toxic  products.  Man,  as  we  fully 
realize  today,  is  apparently  the  only  animal 
susceptible  to  the  specific  action  of  the  scar- 
latinal toxin.  Gabritschewsky  stated  that 
the  rash,  sore  throat,  fever  and  vomiting 
were  seen  in  fully  15  to  20^>  of  those 
injected  with  his  scarlatinal  toxin-vaccine. 
He  died  in  1907,  but  his  work  was  continued 
by  his  associates.  In  1913  the  Dicks  began 
their  studies.  Their  recent  descriptions  of 
a toxin  produced  by  the  scarlatinal  strepto- 
coccus, and  of  an  antitoxic  serum  obtained 
by  injecting  the  toxin  into  horses,  represent 
a continuation  of  the  work  of  the  Austrian 
and  Russian  observers. 

The  Dicks  have  tried  to  find  the  organ- 
isms in  blood  cultures  from  patients  with 


scarlet  fever,  but  it  has  been  impossible  to 
find  any  organisms  present  constantly 
enough  to  indicate  that  they  bear  a constant 
relation  to  scarlet  fever.  In  order  to  show 
that  the  specific  organism  of  scarlet  fever 
is  not,  as  a rule,  present  in  the  blood  stream, 
volunteers  were  inocculated  subcutaneously 
with  fresh  blood  serum  and  fresh  whole 
blood  from  cases  of  scarlet  fever,  but  the 
results  were  always  negative.  Volunteers 
were  also  inocculated  in  the  throat  and  sub- 
cutaneously With  filtered  throat  mucus  from 
early  cases  of  scarlet  fever  and  the  results 
here  were  also  negative.  The  swabbing  with 
a pure  culture  of  the  scarlatinal  streptococ- 
cus of  the  tonsils  and  pharynx  of  2 sus- 
ceptible volunteers  produced  typical  scarlet 
fever,  and  it  was  found  that  a filtrate  of 
these  cultures  produced  a skin  reaction 
similar  to  that  of  diphtheria  toxin  on  sus- 
ceptible persons.  With  the  knowledge  of 
the  Schick  reaction  in  mind  it  was  not  dif- 
ficult to  make  rapid  progress  with  this  new 
work.  The  outstanding  discovery  of  the 
Dicks  was : (a)  that  it  is  possible  to  produce 
experimental  scarlet  fever  in  human  beings 
by  means  of  the  specific  scarlatinal  strep- 
tococcus, and  (b)  their  application  of  the 
knowledge  of  the  Schick  test  in  the  elabor- 
ation of  a clinical  test  for  the  determination 
of  susceptibility  and  immunity  to  scarlet 
fever.  Suggestions  for  the  human  experi- 
ment are  contained  in  the  articles  by  Moser 
and  Gabritschewsky. 

Leaving  the  work  done  by  the  earlier  in- 
vestigators 20  to  25  years  ago,  let  us  come 
to  the  Dick  test  which  was  described  in  the 
J.  A.  M.  A.  in  January,  1924.  In  this  article 
the  Dicks  reported  a limited  series  of  obser- 
vations in  which  they  had  used  this  test. 
This  work  showed  that  human  beings  from 
the  standpoint  of  immunity  to  scarlet  fever 
belong  to  2 groups — the  susceptible  and  the 
nonsusceptible.  In  applying  the  test  to  those 
convalescent  from  scarlet  fever  it  was  found 
that  they  reacted  negatively.  It  is  interest- 
ing to  note  in  this  connection  that  Gabrit- 
schewsky and  his  associates  never  saw  a 
constitutional  reaction  associated  with  rash 
when  they  injected  convalescents  from  scar- 
let fever  even  with  larger  doses  of  the 
toxin- vaccine.  In  their  attempt  to  produce 
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active  immunity  in  susceptible  persons,  the 
Dicks  obtained  constitutional  reactions  with 
large  doses  of  the  toxin  similar  to  those  re- 
ported by  Gabritschewsky.  In  the  first  case 
thus  treated  there  was  a chill,  high  fever, 
vomiting  and  a scarlatiniform  rash.  Because 
of  these  severe  reactions  and  the  limited  ob- 
servations reported  by  the  Dicks,  it  took  a 
great  deal  of  courage  to  start  with  the  work 
of  attempting  to  immunize  susceptible  per- 
sons. This  we  did  in  March,  1924.  In  order 
to  avoid  these  constitutional  reactions  as 
far  as  possible,  we  began  with  very  small 
doses.  We  gave  5 skin  test  doses  at  first, 
and  with  this  initial  injection  there  was 
no  suggestion  of  a reaction.  We  took  the 
skin  test  dose  as  the  unit  of  measurement 
of  the  toxin  for  active  immunization,  and 
suggested  that  this  unit  be  taken  as  the 
standard  upon  which  dosage  could  be  con- 
veinently  based.  The  skin  test  dose  is  0.1 
c.c.  of  that  dilution  of  the  toxin  which  will 
give  a definite  positive  skin  reaction 

in  susceptible  young  individuals  and  nega- 
tive reactions  in  patients  convalescent  from 
scarlet  fever.  The  Dicks  have  stated  that 
we  gave  doses  of  toxin  that  were  too  small, 
but  we  did  this  purposely  at  first  because 
we  did  not  wish  to  run  the  risk  of  having 
severe  constitutional  reactions.  Our  work 
with  the  Schick  test  had  taught  us  that  if 
we  desire  to  make  such  a test  and  immuni- 
zation generally  applicable,  severe  reactions 
must  be  avoided.  In  our  attempt  to  produce 
immunity  to  scarlet  fever  we  at  first  gave 
3 doses  of  100,  250  and  500  skin  test  dos  :s 
I began  the  work  by  immunizing  my  own 
children,  Sl/2,  3 and  2 years  of  age.  The  in- 
jections were  given  16  months  ago  and  the 
children  are  still  immune.  With  increasing 
experience  we  have  gained  confidence  and 
increased  the  doses  of  the  toxin.  For  the 
past  10  months  we  have  injected  larger 
amounts  and  our  immunity  results  have 
been  much  better.  We  have  increased  the 
immunizing  dose  and  changed  our  method 
of  giving  the  toxin  by  injecting  4 doses  at 
weekly  intervals,  i.e.,  250,  1000,  2000  and 
1000  skin  test  doses. 

It  is  not  necessary  to  describe  the  method 
of  making  the  Dick  test,  as  the  technic  is 


exactly  the  same  as  for  the  Schick  test,  i.e., 
the  injection  of  0.1  to  0.2  c.c.  of  a dilution 
of  a standardized  toxin.  This  dilution  may 
vary  from  1 :1000  to  1 :10,000  or  even  great- 
er, depending  upon  the  strength  of  the  toxin 
as  determined  by  comparing  it  in  skin  tests 
with  a standard  toxin.  It  is  advisable  that  a 
small  26  gauge  %-inch  needle  and  a good 
1 c.c.  record  syringe  be  used.  A control  test 
with  toxin  boiled  in  a water  bath  for  2 hours 
should  also  be  made.  The  test  with  the  un- 
heated toxin  is  made  intradermally  or  the  right 
forearm,  the  control  with  heated  toxin  on 
the  left  forearm,  or  both  tests  may  be  made 
on  the  same  forearm.  The  Dicks  failed  to 
describe  the  pseudo-reaction  which  is  pres- 
ent, but  less  frequently  and  less  pronounced 
than  the  pseudo-reaction  in  the  Schick  test. 
It  is  to  enable  us  to  identify  the  pseudo- 
reaction that  the  control  test  is  made. 

A control  consisting  of  toxin  neutralized 
with  antitoxic  serum  from  convalescents  or 
negative  Dick  reactors,  or  from  immunized 
horses  has  one  disadvantage.  The  antitoxin 
added  to  the  toxin  neutralizes  the  soluble 
toxin,  but  when  the  mixture  of  toxin  and 
antitoxin  is  injected  for  purposes  of  control 
dissociation  frequently  takes  place  after  48 
hours  and  a positive  reaction  is  likely  to 
appear  in  the  control  also. 

There  are  4 different  reactions  that  can 
be  distinguished  with  the  Dick  test,  and 
these  correspond  closely  to  the  similar  4 
reactions  noted  with  the  Schick  test.  There 
is  a positive,  a negative,  a negative-pseudo 
and  a positive-combined  reaction.  The  posi- 
tive reaction  closely  resembles  at  the  end  of 
12  to  24  hours  a positive  Schick  test,  which 
has  reached  its  maximum  at  the  end  of  the 
third  or  fourth  day.  The  Dick  test  appears 
within  4 to  6 hours  and  fades  rapidly  after 
48  hours.  The  control  is  therefore  even 
more  important  in  the  Dick  than  in  the 
Schick  test.  The  positive  reactions  are  read 
as  strongly  positive  (-j — (-),  when  there  is 
marked  redness  and  local  induration ' posi- 
tive (+),  when  there  is  redness  with  little 
or  no  induration;  moderately  positive  ( -f- ) , 
or  slightly  positive  ( + ),  depending  upon 
the  size  and  degree  of  redness  in  the  re- 
action. The  negative  reaction  shows  no 
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local  effect  at  the  iite  of  the  test  or  of  the 
control. 

The  negative  pseudo-reactions  are  caused 
by  the  autolyzed  b cterial  substance  of  the 
streptococcus,  and  by  other  proteins  con- 
tained in  the  test  fluid.  The  reactions  at  the 
sites  of  the  test  arid  of  the  control  are  simi- 
lar in  size  and  appearance. 

The  positive-combined  reaction  shows  a 
much  more  pronounced  redness  at  the  site 
of  the  test  than  of  the  control.  In  some  in- 
dividuals who  give  a strongly  positive  re- 
action with  the  usual  dilution  of  toxin,  the 
control  with  heated  toxin  will  show  a faint 
reaction.  It  is  possible  that  the  slight  red- 
ness is  a toxic  reaction  due  to  a trace  of 
toxin  that  has  escaped  the  action  of  heat 
and  manifests  its  presence  in  those  who  are 
very  susceptible  to  its  local  effects. 

What  gives  us  confidence  that  a nega- 
tive reaction  indicates  clinical  immunity  to 
the  toxic  phase  of  scarlet  fever?  We  have 
noted  that  among  27  children  who  de- 
veloped scarlet  fever  subsequent  to  the  Dick 
test  all  had  given  a positive  reaction  and  all 
showed  a negative  reaction  during  conval- 
escence from  the  disease.  With  the  ex- 
ception of  2 doubtful  cases  we  have  not  seen 
any  definite  negative  Dick  reactors  develop 
scarlet  fever. 

The  piesence  of  antitoxin  in  the  blood 
serum  of  immune  persons  can  be  tested  for  in 
2 ways:  (1)  By  injecting  0.5  c.c.  to  1.0  c.c.  of 
the  serum  intradermally  into  the  rash  of 
an  early  case  of  scarlet  fever  and  obtaining 
what  is  known  as  the  blanching  phenome- 
non of  Schultz-Charlton.  Within  6 to  12 
hours  the  rash  blanches  out  over  an  area 
varying  in  size  from  a 25  cent  piece  to  that 
of  a silver  dollar.  Within  this  zone  the 
raised  points  of  the  eruption  disappear,  the 
skin  becomes  smooth  and  there  is  no  sub- 
sequent desquamation.  (2)  .The  serum  can 
lie  added  to  a dilution  of  toxin  double  the 
strength  used  in  the  Dick  test  in  order  to 
determine  whether  it  neutralizes  the  toxin. 
This  is  shown  by  injecting  the  mixture  in- 
tradermally into  the  forearm  or  arm  of  a 
positive  Dick  reactor  and  noting  that  it  has 
no  local  effect.  The  neutralization  of  the 
toxin  bv  antitoxin  antibodies  present  in  the 
blood  was  also  shown  by  Gabritschewsky 


and  his  associates,  who  found  that  conval- 
escents from  scarlet  fever  had  no  consti- 
tutional reactions  after  the  injection  of  the 
toxin-vaccine,  and  by  Savchenko  who  noted 
that  the  horse  previously  injected  with  the 
scarlatinal  toxin  for  the  production  of  an 
antitoxin  serum  had  no  local  swelling  and 
redness  at  the  sites  of  subsequent  injections 
of  the  toxin.  These  observations  show  that 
what  we  believe  to  be  new  discoveries  may 
have  antecedents  that  have  been  over- 
looked. 

By  making  the  Dick  test  with  lower  di- 
lutions of  toxin,  we  can  determine  the  ap- 
proximate amount  of  antitoxin  antibodies 
present  in  the  blood  of  convalescents  and 
of  normal  persons.  This  direct  method  of 
estimating  the  antitoxin  content  allows  of 
its  rapid  determination  in  many  individuals 
and  thus  helps  in  the  solution  of  various 
problems,  such  as  the  curve  of  antitoxin 
production  after  mild,  moderate  or  sever, 
cases  of  the  disease,  a comparison  in  tin 
antitoxin  content  of  convalescents  and  of 
normal  negative  Dick  reactors,  the  direct 
quantitative  estimation  of  the  antitoxin 
after  active  immunization  with  scarlet  fever 
toxin,  etc. 

Another  interesting  point  we  found  is 
that  the  scarlatinal  toxin  can  be  neutralized 
by  the  antitoxin  in  multiple  proportions. 
This  observation  places  the  toxin  in  line 
with  the  other  soluble  exotoxins,  such  as 
diphtheria  and  tetanus  toxins.  The  knowl- 
edge of  this  fact  is  a distinct  help  in  various 
phases  of  scarlet  fever  work. 

It  is  well  known  that  the  streptococcus, 
like  the  other  pathogenic  cocci,  does  not 
produce  a permanent  immunity.  The  con- 
stant association  of  hemolytic  streptococci 
with  scarlet  fever  indicated  that  some  etio- 
logic  relation  exists,  but  the  permanent  im- 
munity after  scarlet  fever  made  it  difficult 
until  the  present  time  to  claim  that  the 
streptococcus  is  the  cause  of  the  disease. 
That  question  has  been  a factor  that  has 
puzzled  many  investigators  in  the  etiology 
of  scarlet  fever.  Now  we  realize,  however, 
that  there  are  2 phases  in  scarlet  fever,  the 
toxic  and  the  bacterial.  The  hemolytic 
streptococcus  enters  the  throat,  multiplies 
and  produces  a toxin  ; the  toxin  is  absorbed 
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into  the  system  and  gives  rise  to  the  toxic 
phase— the  rash,  fever,  vomiting,  kidney 
complications,  etc.  An  interesting  fact  in  con- 
aection  with  the  bacterial  phase  of  the  dis- 
ease is  that  a person  convalescing  from  scar- 
let fever,  who  is  no  longer  susceptible  to 
the  toxin,  may  yet  develop  complications 
due  to  the  scarlatinal  streptococcus  itself, 
such  as  involvement  of  the  ears,  mastoid, 
suppurative  glands,  etc.  What  then  does 
the  permanent  immunity  to  scarlet  fever 
consist  of?  This  immunity  is  antitoxic  and 
protects  against  the  toxin  and  not  against 
the  streptococcus  itself.  The  streptococcus 
can  still  cause  secondary  complications, 
even  in  the  presence  of  an  active  immunity. 
It  is  probable,  however,  that  if  the  indi- 
vidual is  susceptible  to  the  toxin  of  the 
streptococcus,  the  latter  helps  the  infection 
by  paving  the  way  for  the  secondary  sys- 
temic invasion  by  this  organism.  By  pro- 
ducing an  active  antitoxic  immunity  ac- 
cording to  the  methods  described  by  Ga- 
britschewsky  and  the  Dicks,  we  are  also  to 
a certain  extent  protecting  the  individuals 
against  the  organism  itself,  and,  after  all,  a 
clinical  attack  of  scarlet  fever  accomplishes 
no  more. 

The  dilutions  of  the  scarlatinal  toxin  for 
the  Dick  test  are  quite  stable,  much  more 
so  than  dilutions  of  diphtheria  toxin  for  the 
Schick  test,  so  that  commercial  houses  can 
send  out  the  diluted  toxin  in  a form  ready 
for  use.  They  are  not  obliged  to  place  on 
the  market  the  toxin  in  a concentrated 
form,  as  is  necessary  with  the  diphtheria 
toxin.  The  dilutions  of  scarlet  fever  toxin 
for  the  Dick  test  will  keep  for  months. 
When  one  recalls  that  it  requires  boiling 
for  2 hours  to  destroy  the  toxin  this  mark- 
ed stability  is  easily  understood. 

Results. 

It  has  recently  been  claimed  that  the  active 
immunity  produced  by  the  scarlatinal  toxin  is 
of  only  short  duration.  Our  experience  leads 
us  to  believe  that  the  immunity  produced  by 
the  scarlet  fever  toxin  is  just  as  active  and 
will  probably  be  as  permanent  as  that  pro- 
duced by  the  diphtheria  toxin.  Furthermore, 
if  the  active  antitoxin  immunity  is  lost,  it  can 
be  easily  reestablished.  The  character  of  the 


immunity  conferred  by  the  scarlet  fever  toxin 
may  differ  considerably  from  that  produced 
by  the  diphtheria  toxin,  for  one  antitoxic  im- 
munity is  not  necessarily  the  same  as  another. 
A person  once  actively  immunized  against 
either  diphtheria  or  scarlet  fever  does  not  re- 
turn to  the  original  degree  of  susceptibility. 
The  permanency  of  the  active  antitoxic  im- 
munity to  scarlet  fever  probably  depends  upon 
subsequent  contact  exposure  and  repeated  in- 
fection with  the  specific  streptococcus.  The 
following  observations  lead  me  to  this  con- 
clusion. 

In  testing  for  susceptibility  to  scarlet  fever, 
we  found  about  the  same  proportion  of  sus- 
ceptible individuals  in  the  different  age  groups 
as  were  found  with  the  Schick  test  in  determin- 
ing susceptibility  to  diphtheria.  In  the  various 
social  groups  also,  we  found  the  same  differ- 
ences in  the  percentages  of  positive  and  nega- 
tive reactions  we  had  seen  with  the  Schick  test. 
In  certain  groups  in  private  schools  from  85 
to  90%  reacted  positively  to  scarlet  fever  toxin 
as  well  as  to  the  diphtheria  toxin,  and  in  pri- 
vate practice  an  even  greater  per  cent,  of  the 
children  gave  positive  reactions  to  the  2 tests. 
Among  the  poor,  on  the  other  hand,  a higher 
proportion  was  found  to  be  immune  to  the  2 
diseases,  probably  because  of  the  repeated 
slight  contact  exposure  to  infections  with  these 
organisms  as  a result  of  overcrowding.  This 
is  true  at  least  for  a city  like  New  York. 

Various  observers  still  express  doubt  that 
the  streptococcus  is  the  causative  agent  of 
scarlet  fever.  Are  we  correct  in  our  concep- 
tion of  the  cause  of  scarlet  fever  and  immunity 
to  it,  or  are  we  entirely  mistaken  ? If  we  are  cor- 
rect, how  can  it  be  proved  that  the  scarlatinal 
streptococcus  is  the  true  causative  agent  of 
scarlet  fever? 

Of  decided  importance  in  establishing  this 
organism  as  the  causative  agent  of  the  disease 
was  the  production  by  the  Dicks  of  clinical 
scarlet  fever  in  susceptible  volunteers.  The 
Dick  reaction,  moreover,  has  furnished  addi- 
tional proof  by  showing  that  susceptibility  to 
scarlet  fever  can  be  indicated  by  a toxic  fil- 
trate of  the  scarlatinal  streptococcus,  as  seen 
in  the  positive  reaction.  A number  of  strong- 
ly positive  reactors  were  seen  by  us  to  develop 
scarlet  fever.  These  persons  subsequently 
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showed  a negative  reaction  during  convales- 
cence. Also,  nearly  all  patients  with  clinical 
scarlet  fever  show  slight  or  moderately  posi- 
tive Dick  reactions  during  the  first  day  or  two 
of  the  disease  and  negative  reactions  after  a 
week  or  10  days, — all  these  observations  help- 
ing to  prove  that  there  is  a definite  relation- 
ship between  the  scarlatinal  hemolytic  strepto- 
coccus and  the  etiology  of  scarlet  fever. 

Multiple  Dick  test  doses  can  be  used  to  show 
directly  on  the  patient  how  much  toxic  im- 
munity has  developed  from  time  to  time  dur- 
ing the  course  of  the  disease.  In  order  to  de- 
termine indirectly  the  amount  of  antitoxic 
antibodies  in  a serum,  tests  can  be  made  in  a 
susceptible  individual  with  various  dilutions 
of  the  serum  plus  toxin  to  see  wrhat  final  dilu- 
tion of  serum  is  ineffective  in  preventing  the 
appearance  of  a positive  skin  reaction.  By 
means  of  the  skin  test  the  standardization  of 
antitoxic  sera  can  be  carried  out  in  susceptible 
individuals.  To  standardize  the  antibody  con- 
tent of  an  antitoxic  serum  we  add  double  the 
standard  strength  of  toxin  used  for  the  Dick 
test  in  equal  amounts  to  increasing  dilutions  of 
serum.  Where  the  strength  of  the  serum  is 
unknown,  a preliminary  test  is  made  with  1 : 10, 
1 :50  and  1:100  dilutions  of  serum.  The  ap- 
pearance of  a negative  Dick  reaction  with  a 
lower,  and  of  a positive  reaction  with  a higher, 
dilution  would  indicate  that  intermediate  test> 
can  be  made  to  arrive  at  a more  accurate  estima- 
tion of  the  antitoxic  content.  The  Dicks  have 
recommended  using  10  times  instead  of  twice 
the  strength  of  the  standard  toxin  for  this 
purpose. 

The  scarlatinal  toxin  has  to  be  standardized, 
for  the  present  at  least,  on  human  beings. 
Guinea-pigs,  mice  and  rabbits  are  not  suscepti- 
ble to  the  specific  effects  of  the  toxin.  Differ- 
ent observers  have  claimed  that  goats  and 
young  pigs  can  be  used  for  this  purpose,  but 
others  have  denied  this.  As  our  own  toxic 
standard  for  the  test  is  twice  as  strong  as  that 
of  the  Dicks,  it  should  be  remqmbered  that  the 
amounts  of  toxin  we  have  injected  for  active 
immunization  during  the  past  10  months  have 
been  considerably  larger  than  those  recom- 
mended by  the  Dicks.  This  in  spite  of  the 
fact  that  these  authors  have  recently  claimed 
that  we  used  entirely  insufficient  amounts  of 
toxin.  We  now  administer  4 doses  of  toxin 


subcutaneously.  It  is  interesting  to  note  that 
with  the  first  dose  from  5 to  8%  of  the  chil- 
dren developed  a slight  temperature,  a scarla- 
tinal flush  of  the  skin,  and  sore  throat.  Only 
rarely  did  these  symptoms  appear  with  the 
subsequent  injections  of  the  toxin.  In  fact 
we  injected  with  the  second  dose,  6 to  7 days 
later,  4 times  as  much  toxin  as  with  the  first 
injection,  and  the  children  scarcely  manifested 
any  reaction,  thus  showing  how  quickly  scarla- 
tinal antitoxic  antibodies  developed.  The  fact 
that  antibodies  are  developed  so  rapidly  is  an 
advantage  in  epidemics  of  scarlet  fever  and 
during  the  regular  seasonal  prevalence  of  this 
disease,  as  it  enable  us  to  establish  a certain 
degree  of  tolerance  to  the  toxin  within  2 weeks. 
Under  certain  conditions,  where  immediate 
protection  is  desired,  it  is  probably  of  advan- 
tage to  confer  passive  immunization  with  anti- 
toxic Serum.  The  short  protection  obtained 
by  it  and  the  resulting  sensitization  to  horse 
‘serum  indicate  that  it  is  better  to  use  the  toxin 
rather  than  the  antitoxic  serum  for  purposes 
of  immunization.  The  two  can  probably  be 
combined;  i.  e.,  a dose  of  the  antitoxin  is  given 
and  at  the  same  time  the  first  dose  of  toxin  is 
injected  in  the  opposite  arm.  We  can  thus 
obtain  immediate  passive  protection  and  at  the 
same  time  commence  the  more  permanent  ac- 
tive form  of  immunization.  My  routine  pro- 
cedure is  to  inject  a child  exposed  to  scarlet 
fever  with  the  first  dose  of  toxin,  except  un- 
der unusual  conditions  when  a dose  of  anti- 
toxic serum  is  injected.  The  amount  of  toxin 
is  then  gradually  increased,  caution  being  ob- 
served however  not  to  go  too  rapidly  to  very 
large  doses,  i.  e.,  from  250  S.  T.  D.  to  2000 
S.  T.  1).  Such  a rapid  increase  is  likely  to  be 
followed  in  about  10%  by  rather  severe  con- 
stitutional reactions,  characterized  by  intense 
nausea,  vomiting  and  prostration.  These 
symptoms  appear  in  addition  to  the  other 
symptoms  that  occasionally  occur  even  after 
the  first  small  dose,  such  as  fever,  scarlet-like 
rash  and  sore  throat.  Severe  reactions  are 
likely  to  make  people  timid  and  ultimately  in- 
terfere with  the  general  application  of  the  Dick 
test  and  immunization  with  the  toxin. 

The  slides  I am  going  to  show  will  bring  out 
some  of  our  findings.  They  will  bring  out  the 
fact  that  we  can  more  readily  produce  an  anti- 
toxic immunity  in  those  who  show  slight  ( + ) 
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or  moderate  ( + ) positive  reactions,  than  in 
those  with  marked  ( + + ) positive  reactions. 
Thus  we  obtained  a negative  Dick  retest  after 
toxin  injections  in  90%  of  children  with  a -j- 
positive  reaction  and  in  70%  among  those  with 
a — | — (—  positive  reaction.  An  additional  26% 
of  this  second  group  had  a slightly  positive 
reaction  at  the  retest,  indicating  that  these 
children  had  developed  a certain  amount  of 
antitoxic  immunity,  but  not  sufficient  to  in- 
hibit the  Dick  reaction.  Statements  have  been 
recently  made  by  different  observers  that  the 
active  immunity  was  only  of  short  duration. 
It  seems,  however,  from  the  results  so  far 
obtained  that  the  active  antitoxic  immunity 
will  probably  be  as  permanent  as  the  immun- 
ity following  toxin-antitoxin  injections  against 
diphtheria.  The  latter  is  very  likely  kept  up 
by  repeated  mild  infections  with  the  Klebs- 
Loeffler  bacillus  which  results  from  contact 
with  carriers.  The  same  holds  true  probably 
for  scarlet  fever.  The  scarlatinal  hemolytic 
streptococcus  is  widely  prevalent,  and  seems 
to  play  the  same  factor  in  natural  immunity 
to  scarlet  fever  that  the  diphtheria  bacillus 
does  in  the  immunity  to  diphtheria.  We  find, 
for  instance,  similar  percentages  of  suscep- 
tible individuals  in  different  social  classes  and 
at  different  age  groups  both  with  the  Dick  test 
and  with  the  Schick  test.  It  seems  to  me  that 
this  is  an  important  indication  that  the  arti- 
ficial or  active  immunity  will  be  of  the  same 
type  as  that  to  diphtheria — that  if  an  anti- 
toxic immunity  is  once  produced  by  injections 
of  scarlatinal  toxin,  it  will  remain  more  or 
less  permanent  as  a result  of  subsequent  re- 
peated infections  with  the  scarlatinal  strepto- 
coccus which  keep  up  the  antibody  content  in 
the  circulating  blood  and  tissues. 

“Natural  immunity”  to  scarlet  fever  is  prob- 
ably as  permanent  as  that  to  diphtheria  after 
children  have  reached  the  age  of  3 or  4 years. 
This  is  shown  by  a Dick  retest  on  the  pupils 
in  several  schools  and  institutions  where  the 
test  had  been  applied  and  over  2800  children 
had  shown  a negative  reaction  from  3 to  14 
1 months  previously.  Over  98%  of  these  nat- 
i urally  immune  pupils  continued  to  give  a nega- 
tive reaction. 

There  is  apparently  no  clinical  difference 
between  the  results  with  the  Dochez  and  the 
Dick  antitoxic  sera.  Both  these  sera  are  prob- 


ably inferior  to  Moser’s  serum,  which  is  not 
only  an  antitoxic,  but  also  a.  poly  valent  anti- 
bacterial serum. 

When  the  Moser,  the  Dochez  or  the  Dick 
serum  is  injected  intravenously  in  suitable 
early  toxic  cases  of  scarlet  fever  there  is  a 
definite  relief  of  symptoms;  the  temperature 
drops  as  in  the  crisis  of  pneumonia  and  there 
is  a striking  improvement  in  the  general  con- 
dition of  the  patient.  The  septic  complica- 
tions of  the  disease,  however,  if  fully  devel- 
oped at  the  time  of  the  injection  of  the  serum, 
are  not  apparently  affected  to  any  great  ex- 
tent by  the  purely  antitoxic  sera.  Septic  com- 
plications may  develop  even  after  the  serum 
injection.  We  have  seen  involvement  of  the 
ears,  glands  and  joints  in  cases  so  treated. 
These  complications  were  not  apparently  as 
severe,  however,  as  in  those  not  so  treated. 
Judging  from  the  clinical  results  at  the  Wil- 
lard Parker  Hospital  very  little  if  any  differ- 
ence could  be  noted  in  the  therapeutic  efficiency 
on  the  septic  complications  of  the  Dick  and 
Dochez  sera. 

A standard  'unit  of  scarlatinal  antitoxin  has 
been  recently  agreed  upon.  This  consists  of 
the  amount  of'  antitoxin  that  will  neutralize 
100  skin  test  doses  of  toxin.  This  unit  is 
provisional  as  the  toxin  standard,  the  skin  test 
dose  (S.  T.  D.),  has  been  only  temporarily  .ac- 
cepted. The  therapeutic  sera  produced  at  the 
present  time  can  neutralize  with  each  cubic 
centimeter  from  10,000  to  20,000  skin  test 
doses  of  toxin.  The  therapeutic  dose  of  the 
concentrated  purified  toxin  has  been  used  in 
quantities  ranging  from  10  to  60  c.c.,  depend- 
ing on  the  age  of  the  patient  and  the  severity 
of  the  illness.  The  dose  expressed  in  anti- 
toxic units  would  vary  from  approximately 
2000  to  10.000  units.  Usually  1 dose  suffices, 
although  2 or  even  3 doses  have  been  in- 
jected. The  serum  is  administered  intramus- 
cularly or  intravenously.  The  most  striking 
clinical  results  are  seen  after  the  intravenous 
injections  of  the  serum.  The  dose  of  serum 
for  prophylactic  purposes  is  from  1000  to  2000 
units,  i.  e..  from  5 to  10  c.c.  of  the  concen- 
trated serum. 

The  next  slide  shows  that  the  Dick  test,  like 
the  Schick  test,  may  differ  considerably  in  de- 
gree and  intensity  of  reaction.  It  also  shows 
that  the  control  with  the  heated  toxin  is  of 
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value  in  interpreting  the  test.  Four  different 
reactions,  positive,  negative,  negative-pseudo 
and  positive-combined,  similar  to  those  seen 
with  the  Schick  test,  may  be  noted  also  with 
the  Dick  test.  The  combined  reaction  is  dis- 
tinguished from  the  pseudo-reaction  by  the 
stronger  reaction  in  the  test  arm  than  in  the 
control  arm.  In  the  pseudo-reaction  the  test 
and  control  are  of  equal  intensity.  The 
pseudo-reaction  is  less  frequent  and  less  pro- 
nounced in  the  Dick  test  than  in  the  Schick 
test,  and  is  due  to  the  autolyzed  proteins  of 
the  streptococcus  and  the  broken  down  sub- 
stances in  the  toxin  broth  culture. 

The  slides  that  follow  will  illustrate  some  of 
the  points  I have  already  emphasized.  The 
first  slide  repreesnts  an  analysis  of  over  7000 
persons  tested  with  the  Dick  test  and  the  re- 
sults closely  resemble  those  noted  for  the  same 
age  groups  with  the  Schick  test.  I he  follow- 
ing: slide  shows  the  result  with  the  Dick  test 
in  2 private  schools,  where  a;mong  320  children 
83%  gave  positive  Dick  reaction.  This  per- 
centage is  much  higher  than  that  found  among 
the  poorer  classes,  who  are  more  frequently 
exposed  by  crowding,  to  repeated  infections 
with  the  scarlatinal  streptococcus.  Such  children 
were  tested  in  institutions  and  some  of  the 
public  schools  of  New  York  City.  In  a school 
in  the  Bronx,  for  instance,  we  found  that  22% 
of  the  pupils  were  susceptible  to  scarlet  fever 
and  gave  a positive -Dick  test.  It  is  interest- 
ing to  note  that  in  this  same  school  21%  of  the 
children  had  been  found  susceptible  to  diph- 
theria. We  have  also  noted  that  among  nurses, 
who  frequently  come  to  the  training  schools 
from  small  towns  and  rural  communities,  there 
is  generally  a higher  proportion  of  suscepti- 
bles.  We  found,  for  instance,  from  41  to 
73%  positive  reactors  to  scarlet  fever  as  well 
as  to  diphtheria.  These  figures  bear  out  the 
clinical  observation  that  nurses  from  smaller 
communities  are  more  prone  to  contract  diph- 
theria and  scarlet  fever  than  are  those  born 
and  brought  up  in  large  cities.  In  institutions 
with  children  from  5 to  16  years  of  age  the 
proportion  of  positive  Dick  reactors  is  com- 
paratively small.  In  schools  where  we  had 
found  a high  percentage  of  negative  reactions 
to  the  Schick  test  there  was  also  a high  per- 
centage of  negative  reactions  to  the  Dick  test, 
but  the  same  individuals  who  were  positive  to 


the  Schick  test  were  not  always  positive  to  the 
Dick  test,  and  vice  versa. 

This  interesting  slide  shows  that  all  doctors 
do  not  believe  in  race  suicide.  In  one  doctor’s 
family,  consisting  of  8 boys,  and  ranging  in 
age  from  2 to  12  years,  the  mother  and  father 
were  negative ; the  oldest  boy  was  also  nega- 
tive as  were  the  next  2 boys  who  had  recently 
had  scarlet  fever.  The  5 younger  boys  were 
all  positive.  In  another  doctor’s  family  the 
mother  and  all  the  children  except  1 gave  a 
positive  reaction.  My  own  3 children,  whom 
you  see  represented  in  this  group,  were  the 
first  ones  in  New  York  City  to  be  actively  im- 
munized against  scarlet  fever.  They  had  been 
previously  immunized  against  diphtheria  with 
toxin-antitoxin  when  they  were  only  8 months 
of  age. 

Immunity  to  scarlet  fever  as  well  as  to  diph- 
theria is  transmitted  from  mother  to  offspring 
through  the  placenta.  If  the  mother  is  sus- 
ceptible the  infant  is  also  susceptible  to  scar- 
let fever;  if  the  mother  is  immune  the  in  fan! 
is  immune.  The  channels  through  which  im- 
munity to  diphtheria  and  scarlet  fever  is  trans- 
mitted from  mother  to  offspring  are  probably 
the  same  as  for  measles  and  poliomyelitis.  I his 
is  shown  by  the  protection  of  infants  from 
measles  until  the  age  of  6 months,  if  their 
mothers  have  had  the  disease  in  childhood. 
It  is  also  probably  true  for  poliomyelitis,  many 
adults  having  acquired  the  infection  and  de- 
veloped the  immunity  in  previous  years  with- 
out having  had  necessarily  the  paralytic  form 
of  the  disease.  That  this  immunity  is  trans- 
mitted from  mother  to  offspring  through  the 
placenta  is  probable  from  the  relative  infre- 
quency with  which  infants  under  6 months  of 
age  develop  poliomyelitis.  Hence,  though  we 
do  not  know  the  causative  agents  of  measles 
and  poliomyelitis,  it  would  seem  strongly  ad- 
visable to  use  adult  serum  for  the  prophylaxis 
of  these  diseases.  While  convalescent  serum 
is  richer  in  antibody  content  than  the  serum 
of  adults  who  have  had  these  diseases  in  for- 
mer years,  yet  we  cannot  usually  obtain  a suf- 
ficiently large  supply  of  serum  from  children 
convalescent  from  measles  or  poliomyelitis. 
From  parents  and  other  adult  relatives  we 
could  readily  obtain  the  necessary  amount  of 
serum  for  prophylactic  purposes.  In  measles 
prophylaxis  it  is  in  fact  preferable  to  have  a 
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serum  not  so  rich  in  antibodies,  as  we  would 
generally  rather  modify  the  disease  in  ex- 
posed healthy  children  than  completely  pre- 
vent it.  During  the  epidemic  of  poliomyelitis 
in  1916  we  used  adult  serum  in  quantities  of 
60  c.c.  as  a prophylactic  measure. 

We  found  it  somewhat  more  difficult  to  pro- 
duce an  active  immunity  against  scarlet  fever 
among  the  more  well-to-do  classes,  whose  body 
cells  had  been  stimulated  but  little  by  pre- 
vious exposure  to  infection  with  the  scarlatin- 
al streptococcus,  than  among  the  poorer  classes 
of  the  population  whose  children  had  been 
more  exposed. 

The  same  factors  we  found  also  to  hold  true 
in  the  active  immunization  against  diphtheria. 

The  following  slide  shows  that  where  one 
series  of  injections  has  not  conferred  complete* 
immunity,  a second  series  will  generally  result 
in  90  to  100%  of  negative  Dick  reactions. 

The  next  slide  shows  that  with  the  smaller 
doses  of  scarlatinal  toxin  all  of  the  children 
who  had  had  a slight  positive  Dick  ( + ) reac- 
tion gave  a negative  retest.  Of  those  with  a 
moderately  positive  (-)-)  reaction,  67%  be- 
came negative,  and  of  those  with  a strong 
positive  (-j — (-)  reaction  43%  gave  a negative 
Dick  retest.  In  the  last  2 groups  an  addi- 
tional 20%  and  51%,  respectively,  gave  slightly 
positive  reactions;  in  these  a complete  anti- 
toxic immunity  was  produced  by  giving  a sec- 
ond series  of  toxin  injections.  It  seemed  to 
us  better  to  proceed  cautiously  at  first  and 
preferably  to  give  2 series  of  toxin  injections, 
that  were  gradually  increased,  rather  than  to 
inject  large  doses  that  would  be  likely  to  pro- 
duce constitutional  reactions. 

The  Dick  test  was  also  applied  as  a routine 
in  616  cases  of  scarlet  fever  on  admission  to 
the  Willard  Parker  Hospital  and  at  weekly 
intervals  afterward.  Of  the  total  number,  94% 
gave  negative  Dick  tests  during  convalescence ; 
the  others  showed  slightly  positive  reactions. 
A strongly  positive  Dick  reaction  (4 — f-)  in  a 
child  suspected  of  having  scarlet  fever,  espe- 
cially if  a similar  reaction  is  obtained  again 
after  5 to  7 days,  should  raise  doubt  as  to  the 
diagnosis  of  the  disease.  Patients  with  true 
scarlet  fever  show  as  a rule  only  moderately 
positive  (-)-)  slightly  positive  ( + ) Dick 
reactions  during  the  early  stages  of  the  dis- 
ease and  negative  reactions  after  6 to  10  days. 


We  make  it  a point  to  isolate  patients  who  are 
sent  in  with  the  diagnosis  of  scarlet  fever  and 
show  a ( — | — f-)  positive  reaction,  and  then  to 
give  them  a prophylactic  dose  of  scarlatinal 
antitoxic  serum. 

Summarizing,  we  may  say  that  the  Dick  test 
is  useful  in : 

(1)  Determining  susceptibility  or  immun- 
ity to  scarlet  fever. 

(2)  Determining  susceptibility  of  persons 
who  need  immediate  passive  immunization 
with  scarlet  fever  antitoxin  or  active  immuni- 
zation with  the  toxin  after  exposure  to  scar- 
let fever. 

(3)  Determining  efficiency  of  active  im- 
munization with  scarlet  fever  toxin. 

(4)  The  diagnosis  of  doubtful  cases  of 
scarlet  fever.< 

(5)  The  detailed  study  of  scarlet  fever. 

(6)  Studying  the  nature  of  the  toxin. 
Determining  its  ability  to  combine  in  multiple 
proportions  with  antitoxin. 

(7)  Standardizing  the  antibody  content  of 
antitoxic  sera. 

(8)  Identification  of  strains  of  hemolytic 
streptococci  and  studying  the  question  of  car- 
riers. 

(9)  Determining  directly  on  human  beings, 
by  increasing  the  number  of  skin  test  doses 
of  toxin,  the  degree  of  antitoxic  immunity  of 
convalescents,  negative  Dick  reactors,  and 
persons  actively  immunized  with  toxin. 


OBSERVATIONS  ON  ANGINA  PEC- 
TORIS AND  ITS  DIAGNOSIS. 


George  Morris  Piersol,  M.D., 
Philadelphia,  Pa. 

Among  the  severe  and  dramatic  symp- 
toms referable  to  the  cardiovascular  system, 
angina  pectoris  stands  first.  Because  of  its 
gravity  and  our  comparatively  meagre 
knowledge  of  its  production  angina  had 
always  excited  the  interest  of  both  the  clini- 
cian and  the  pathologist. 

Before  entering  further  into  a discussion 
of  the  subject  it  becomes  necessary  to  de- 
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line  clearly  what  is  meant  by  the  term 
“angina  pectoris.”  In  the  vast  literature 
which  has  grown  up  about  this  disease, 
many  conditions  are  described  and  referred 
to  as  angina  which  in  no  sense  correspond 
to  the  original  description  given  by  Heber- 
den  in  his  classic  paper  read  before  the 
Royal  College  of  Physicians  in  1768.  The 
term  angina  pectoris  originally  was  applied 
to  a symptom  complex  characterized  by  at- 
tacks of  precordial  or  substernal  pain,  re- 
ferred to  the  upper  portion  of  the  body, 
more  especially  to  the  left  shoulder  and 
arm,  and  associated  with  a sense  of  im- 
pending disaster.  Later  on  it  became 
popular  to  refer  to  many  conditions  asso- 
ciated with  pain  in  the  chest,  more  or  less 
closely  resembling  angina,  as  angina  pec- 
toris. 1 his  led  to  efforts  to  classify  angina 
into  various  types,  and  in  the  course  of 
these  attempts  the  unfortunate  term  of 
pseudo  or  false  angina  was  created.  The 
adoption  of  this  term  tended  to  increase 
rather  than  lessen  confusion  over  the  classi- 
fication of  angina  pectoris.  The  name  false, 
or  pseudo,  angina  was  intended  to  describe 
a group  of  cases  in  which  precordial  pain 
and  discomfort  were  but  manifestations  of 
various  toxic,  nervous  or  gastric  influences. 
Cases  of  this  type  are  in  no  sense  examples 
of  true  angina  pectoris.  The  term  false,  or 
pseudo,  angina  is  unnecessary,  inaccurate 
and  misleading.  Much  confusion  and  mis- 
understanding would  be  saved  if  this  term 
was  abolished  from  medical  literature.  The 
term  angina  pectoris  should  be  reserved 
exclusviely  for  the  syndrome  so  admirably 
described  by  Heberden.  This  point  of  view 
has  been  repeatedly  emphasized  by  Mac- 
kenzie, Albutt,  Osier  and  others  in  the  last 
25  years.  It  is  cases  of  this  type  that  fur- 
nish the  basis  for  the  present  discussion. 

It  is  a common  clinical  observation  that 
cases  of  true  angina  show  wide  variations 
in  their  severity.  Perhaps  the  best  recog- 
nized and  on  the  whole  the  most  satisfac- 
tory clinical  grouping,  is  that  which  recurs 
so  often  in  the  writings  of  the  late  Sir  Wil- 
liam Osier.  He  divided  cases  of  angina  in- 
to 3 fairly  clear-cut  groups.  The  first,  those 
which  showed  mild  or  atypical  symptoms, 
the  so-called  “formes  frustres”  of  the 


French.  Second,  angina  minor,  the  mild 
form  in  which  though  the  pain  is  definitely 
cardiac  and  paroxysmal,  it  is  never  severe. 
And  finally  angina  major,  the  group  charac- 
terized by  the  typical  agonizing,  paroxys- 
mal pain.  In  the  writer’s  series,  about  one- 
half  the  cases  fell  into  this  latter  group. 
The  remaining  were  about  equally  divided 
between  cases  of  angina  minor  and  the 
atypical  variety.  Not  infrequently  cases 
began  with  mild  or  atypical  attacks,  and 
became  more  and  more  severe  as  the  dis- 
ease progressed. 

Although  it  is  not  primarily  the  object 
of  this  paper  to  discuss  the  pathology  and 
mechanism  of  angina  pectoris,  the  subject 
is  of  so  much  interest  and  has  for  so  long 
e’ngaged  medical  attention  without  being 
definitely  solved,  that  it  may  not  be  amiss 
to  dwell  for  a little  upon  this  phase  of  the 
subject.  The  outstanding  feature  of  the 
pathology  of  every  case  of  angina  pectoris, 
is  some  form  of  arterial  disease.  In  a large 
number  of  cases  the  responsible  lesion  is  an 
aortitis.  The  lesion  may  or  may  not  be  part 
of  a generalized  arteriosclerotic  process.  A 
common  form  of  aortitis  frequently  asso- 
ciated with  angina  pectoris,  is  the  luetic, 
in  which  a meso-aortitis  occurs,  chiefly  in- 
volving the  root  of  the  aorta  and  the 
orifices  of  the  coronary  arteries.  True  an- 
gina occurring  before  the  age  of  40,  is 
nearly  always  due  to  this  luetic  type  of  aortic 
disease.  On  the  other  hand,  nonluetic  and 
senile  forms  of  atheroma  of  the  aorta  may 
be  associated  with  angina.  Angina  has  often 
been  found  in  association  with  aneurism 
of  the  arch  of  the  aorta,  particularly  when 
the  ascending  portion  of  the  aortic  arch  is 
the  seat  of  dilation.  In  the  writer’s  ex- 
perience, nonluetic  aortitis  in  association 
with  hypertension,  has  not  uncommonly 
been  the  cause  of  angina  in  women.  In 
the  present  series  nonluetic  lesions  of  the 
aorta  of  this  character  were  responsible 
presumably  for  the  angina  in  over  50%  of 
cases. 

An  equally  important  group  of  vascular 
lesions  encountered  in  angina  pectoris,  are 
those  of  the  coronary  arteries.  As  far  back 
as  1799,  Parry  and  Jenner  called  attention 
to  the  occurrence  of  calcification  of  the  coro- 
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nary  arteries  in  angina  pectoris.  An  in- 
creasing number  of  observations  have  led 
to  the  belief  that  disease  of  the  coronary 
arteries  is  probably  the  most  important 
cause  of  angina  pectoris.  Disturbances  of 
the  coronary  circulation  may  be  brought 
about  in  several  ways.  The  coronary  ves- 
sels may  be  occluded  by  a thrombus  or  em- 
bolism. In  such  instances  the  degree  of 
cardiac  damage  depends  obviously  upon  the 
size  of  the  vessels  obstructed.  The  sudden 
fatal  termination  of  some  cases  of  angina 
pectoris  is  due  not  infrequently  to  a block 
in  one  of  the  main  coronary  vessels.  Anemic 
infarcts  of  the  cardiac  muscle  that  may  lead 
to  aneurism  of  the  heart  are  the  result  of 
the  less  abrupt  and  extensive  occlusions. 
Finally,  the  coronary  arteries  may 
be  the  seat  of  an  obligative  endarteritis, 
which  gradually  interferes  with  the  circu- 
lation of  the  heart  muscle.  In  a great  many 
cases  of  angina  pectoris,  evidences  of  myo- 
cardial disease  are  demonstrable  not  only 
pathologically,  but  also  from  the  clinical 
manifestations  during  life.  Certainly  80% 
of  the  writer’s  cases  at  some  time  in  their 
course  presented  evidences  of  myocardial 
degeneration  which  were  recognizable  on 
physical  examination. 

The  angina  which  is  sometimes  observed 
in  aortic  insufficiency  is  in  all  reasonable 
likelihood  the  result  of  an  associated  aorti- 
tis, or  due  to  interference  with  the  coronary 
circulation  incident  to  that  valvular  lesion. 
Even  in  the  cases  of  chronic  pericarditis,  in 
which  angina  may  be  observed,  disturbance 
of  the  nutrition  of  the  heart  muscle  due  to 
concomitant  coronary  disease,  is  probably 
responsible. 

In  his  carefully  studied  series  of  cases, 
Harlow  Brooks  recently  observed  coronary 
sclerosis  as  a more  frequent  finding  in  fatal 
cases  than  aortitis.  This  observation  is  in 
contradistinction  to  the  opinion  of  Sir  Clif- 
ford Albutt  who  insists  that  aortitis  is  by 
far  the  most  important  factor  in  angina 
pectoris. 

Although  aortitis  and  coronary  artery 
disease  are  undoubtedly  frequently  found 
in  angina  pectoris,  it  must  be  admitted  that 
there  are  a great  number  of  individuals  suf- 
fering from  these  pathologic  conditions  that 


never  in  life  present  any  symptoms  sug- 
gestive of  angina.  On  the  other  hand,  it  not 
infrequently  happens  that  an  individual  may 
present  typical  symptoms  of  angina  pectoris 
during  life,  and  yet  at  autopsy  no  evidences 
of  aortic  or  coronary  artery  disease  are  to 
be  found. 

It  is  such  inconsistencies,  as  well  as  the 
variability  in  the  pathological  findings,  that 
have  caused  much  debate  and  uncertainty  as 
to  the  exact  mechanism  that  is  responsible 
for  the  attacks  of  angina  pectoris.  Huchard, 
the  great  French  cardiologist,  was  able  to 
collect  no  less  than  80  explanations  for  the 
phenomenon  of  angina.  The  question  is  still 
far  from  settled.  Of  all  the  theories  that 
have  been  advanced,  there  are  several  of 
sufficient  importance  to  merit  discussion. 

The  earliest  belief  was  that  angina  pec- 
toris was  due  to  sclerosis  of  the  coronary 
arteries.  This  theory  is  no  longer  looked 
upon  as  tenable  since  repeated  observations 
have  shown  that  atheroma  of  the  coronary 
arteries  is  not  necessarily  associated  with 
angina  and  that  angina  frequently  occurs 
in  individuals  in  whom  at  autopsy  the  coro- 
nary arteries  are  normal. 

Another  theory  that  has  many  enthu- 
siastic advocates,  is  the  one  that  attributes 
angina  pectoris  to  spasm  of  the  coronary 
aretries,  a condition  analogous  to  “intermit- 
tent claudication”  in  the  extremities.  The 
well  known  occurrence  of  spasm  in  the 
cerebral,  retinal  and  peripheral  vessels,  adds 
no  little  weight  to  this  theory.  As  Osier 
has  pointed  out,  a spasm  occurring  in  a 
coronary  artery  may  so  modify  the  action 
and  tension  of  the  heart  that  it  works  with 
a disturbed  tension  and  that,  therefore, 
there  are  produced  stretching  and  strain 
sufficient  to  arouse  painful  sensations.  Al- 
though the  claudication  theory  has  many 
advocates  it  must  be  admitted  that  from  the 
standpoint  of  the  experimental  pathologist 
and  physiologist,  there  is  little  or  no  evi- 
dence shown  to  substantiate  this  theory. 

Sir  Clifford  Albutt  has  been  most  em- 
phatic in  his  denial  that  coronary  spasm  is 
responsible  for  angina  pectoris.  Albutt 
maintains  that  an  aortitis  at  the  root  of  the 
first  part  of  the  arch  of  the  aorta  is  respon- 
sible for  most  cases  of  angina  pectoris.  He 
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believes  that  the  plaques  found  in  aortitis 
produce  an  irritation  of  the  sensory  nerve- 
end  plates  which  are  abundant  in  and  about 
the  first  part  of  the  arch  of  the  aorta,  and 
that  irritation  of  these  sensory  nerve  organs 
occurs,  especially  whenever  there  is  a rise 
in  intra-aortitic  pressure  which  produces 
a stretching  of  the  aorta  and  its  investing 
membranes. 

Sir  James  Mackenzie,  on  the  other  hand, 
holds  that  angina  pectoris  is  a protective 
phenomenon,  induced  by  exhaustion  of  the 
heart  muscle.  This  exhaustion  is  the  result 
of  the  disproportion  between  the  strength 
of  the  heart  muscle  and  the  resistance  which 
it  has  to  overcome,  and  may  result  when 
a normal  heart  muscle  has  to  work  against 
increased  peripheral  resistance,  or  a degen- 
erated heart  muscle  is  opposed  to  a normal 
blood  pressure.  In  either  event,  exhaustion 
is  the  result.  Exhaustion  he  believes  pro- 
duces pain  by  means  of  what  has  been  term- 
ed a viscerosensory  reflex.  His  explanation 
of  this  mechanism  is  that  stimuli  are  carried 
from  the  heart  to  the  spinal  cord,  and  there 
set  up  irritation  of  the  nerve  cells  which 
lie  in  close  proximity  to  these  fibers  which 
convey  stimuli  from  the  heart.  This  irrita- 
tion of  the  adjacent  nerve  cells  brings  about 
a response  in  the  form  of  pain  which  is  re- 
ferred to  the  peripheral  distribution  of  the 
sensory  nerves ; as  well  as  muscular  con- 
tractions resulting  from  motor  nerve  irrita- 
tion. In  connection  with  this  theory  of 
Mackenzie,  it  is  interesting  to  note  the  re- 
lief from  pain  that  has  recently  been  obtain- 
ed in  cases  of  angina  pectoris,  by  blocking 
the  sensory  impulses  that  originate  in  the 
heart  and  are  conveyed  to  the  cord  by 
means  of  severing  the  cervical  cord  of  the 
sympathetic. 

One  of  the  most  satisfactory  theories  for 
the  phenomenon  of  angina  pectoris  has  re- 
cently been  advanced  by  William  D.  Reid. 
He  points  out  that  angina  pectoris  is  a 
functional  condition  just  as  are  the  various 
arrhythmias,  and  that  angina  is  commonly 
associated  with  3 types  of  cardiovascular 
disease,  namely,  arteriosclerotic  heart  dis- 
ease, cardiovascular  syphilis  and  hyperten- 
sion with  its  cardiac  changes.  Reid  also 
points  out  that  angina  pectoris  is  character- 


ized by  a close  connection  with  exercise, 
both  physical  and  mental,  and  that  when  the 
affected  person  ceases  all  activity,  relief  fre- 
quently occurs.  From  a careful  review  of 
what  is  known  of  the  physiology  of  exer- 
cise, it  is  evident  that  in  the  circulatory 
changes  in  exercise  there  is  a dilation  of  the 
splanchnics  and  peripheral  vessels  brought 
about  probably  by  reflex  stimulation 
through  the  pressor  fibres  of  the  vagi.  This 
dilation  of  the  peripheral  vessels  is  protec- 
tive and  allows  the  heart  to  contract  without 
overstrain.  Reid  suggests  that  it  is  a fail- 
ure of  this  reflex  dilatation  of  the  peripheral 
vessels  which  produces  the  picture  of  an- 
gina pectoris.  In  the  types  of  cardiovas- 
cular disease  which  are  associated  with 
angina  pectoris,  normal  reflex  dilatation  of 
the  blood-vessels  is  likely  to  be  interfered 
with  during  exercise.  If  this  protective 
function  fails,  it  leads  to  a rise  of  pressure 
in  the  first  part  of  the  aorta  and  in  the 
cavity  of  the  left  ventricle.  This  pressure 
in  turn  may  irritate  the  local  nerve-end 
plates,  which  brings  about  pain. 

The  symptomatology  of  angina  pectoris 
and  the  clinical  course  of  the  disease,  are 
too  well  known  to  require  systematic  dis- 
cussion, and  will  be  dealt  with  only  in  so 
far  as  they  concern  the  diagnostic  prob- 
lems presented  by  the  syndrome.  There 
is  little  or  no  difficulty  in  recognizing  an- 
gina pectoris  when  it  presents  itself  in  the 
clear  cut,  typical  form.  The  paioxysmal 
nature  of  the  attack  induced  by  physical 
over-exertion,  over-eating,  or  emotional 
disturbances ; the  agonizing  character  of 
the  pain,  either  precordial  or  substernal , 
the  area  to  which  the  pain  is  referred,  the 
left  shoulder,  the  neck,  the  flexor  surface 
of  the  left  arm  and  sometimes  also  the 
right;  the  viselike  constriction  of  the  chest; 
the  pallor  and  immobility  of  the  patient ; 
the  expression  of  suffering  associated  with 
the  fear  of  impending  disaster,  furnish  a 
picture  that  is  as  characteristic  as  it  is  en- 
during. 

The  position  of  the  pain  is  said  by  some 
to  be  of  diagnostic  help  in  determining  the 
character  of  the  underlying  lesion.  If  the 
pain  is  definitely  precordial,  it  is  most 
likely  the  result  of  coronary  artery  disease. 
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whereas,  substernal  pain,  particularly  that 
felt  under  the  first  part  of  the  sternum 
and  radiating  up  into  the  neck,  may  be  as- 
cribed to  an  aortitis. 

The  appearance  of  fever  following  an 
attack  of  angina,  is  also  of  diagnostic  im- 
port. In  the  writer’s  experience,  a rise  in 
temperature  persisting  for  several  days 
after  the  attack,  if  it  is  not  due  to  some 
associated  infection,  suggests  the  possibility 
that  infarction  has  taken  place  in  the 
cardiac  wall.  This  was  exemplified  in  sev- 
eral cases  in  which  fever  followed  for  sev- 
eral days  after  violent  paroxysm  of  pain. 
At  the  end  of  this  time  a fatal  termination 
of  the  disease  took  place.  In  these  cases 
autopsy  showed  recent  and  extensive  in- 
farction of  the  cardiac  muscle. 

One  of  the  chief  sources  of  diagnostic 
difficulty  has  arisen  when  the  pain  was  not 
typically  precordial,  but  was  felt  most 
severely  under  the  lower  end  of  the  ster- 
num or  in  the  epigastrium,  the  so-called 
cases  of  “angina  abdominalis”.  In  these 
cases  it  is  by  no  means  easy  to  decide 
whether  one  is  dealing  with  a primary  dis- 
turbance of  the  cardiovascular  apparatus, 
or  whether  the  source  of  the  pain  is  some 
abdominal  disorder.  In  this  connection  it 
should  be  remembered  that  it  is  possible  for 
an  individual  to  suffer  from  several  affec- 
tions and  that  there  is  nothing  inconsistent 
about  the  simultaneous  existence  of  some 
upper  abdominal  lesion  with  angina.  As  an 
example  of  this,  several  cases  that  have 
come  under  observation  may  be  cited. 

A hustling,  energetic  business  man,  58, 
who  was  subjected  to  great  financial  and 
domestic  worry  and  had  had  a gangrenous 
appendix  removed  with  a good  recovery, 
shortly  afterward  suffered  from  an  assort- 
ment of  gastric  symptoms.  Six  months 
after  operation,  his  heart  was  apparently 
normal,  his  systolic  blood  pressure  133, 
diastolic  80,  and  his  peripheral  vessels  were 
soft.  A year  later  he  began  to  complain  of 
epigastric  and  substernal  discomfort,  asso- 
ciated with  eructations  of  gas  and  regurgi- 
tation of  acid  material.  At  that  time  his 
systolic  blood  pressure  was  150,  diastolic 
100.  The  heart  sounds  were  of  fair  quality. 
An  x-ray  examination  of  his  gastrointest- 


inal tract  was  negative,  and  his  gastric  an- 
alysis showed  a marked  hyperacidity.  His 
symptoms  were  somewhat  relieved  by 
alkalies  and  the  regulation  of  his  diet.  The 
patient  himself  observed  that  the  more  rest 
he  took,  the  less  epigastric  discomfort  he 
suffered.  However,  all  efforts  directed  to- 
ward the  control  of  his  pain  by  treatment 
of  his  gastrointestinal  tract,  proved  rather 
disappointing.  Subsequent  observation 
showed  that  the  epigastric  and  substernal 
pain  was  growing  steadily  worse  as  the  re- 
sult of  the  increased  mental  and  business 
strain.  He  began  to  describe  his  sensation 
as  a “cement  block’’  pressing  upon  him 
under  the  lower  end  of  his  sternum.  • He 
discovered  that  his  discomfort  was  increased 
by  all  forms  of  physical  and  mental  exer- 
tion. He  voluntarily  began  to  give  up 
walking  because  of  the  discomfort  which 
resulted  therefrom.  By  this  time  perfectly 
definite  changes  were  observable  in  his 
cardiovascular  apparatus.  His  systolic 
blood  pressure  had  gone  up  to  170,  diastolic 
110.  A soft,  blowing  systolic  murmur  de- 
veloped at  the  aortic  area,  and  an  arrhyth- 
mia due  to  extrasystoles  was  a frequent 
occurrence.  Subsequent  observation  amply 
demonstrated  that  the  substernal  and  epi- 
gastric discomfort  and  sense  of  pressure 
originally  thought  to  be  due  to  digestive 
disturbances,  was  in  reality  cardiac.  These 
manifestations  of  angina,  under  complete 
physical  and  mental  rest  and  regulation  of 
his  life,  have  largely  disappeared,  but  even 
now  they  will  recur  the  moment  he  indulges 
in  any  over-exertion  or  nervous  over-strain. 
In  the  writer’s  experience,  the  location  and 
character  of  the  pain  of  a gastric  or  duo- 
denal ulcer,  the  time  of  occurrence  of  the 
pain  in  relation  to  meals,  the  relief  afforded 
from  the  taking  of  food  and  alkalies,  usually 
prevents  much  confusion  between  these 
conditions  and  angina  pectoris. 

On  the  other  hand,  much  more  difficulty 
has  been  experienced  in  differentiating  be- 
tween gall-bladder  disease  and  angina.  The 
frequency  with  which  the  two  conditions 
coexist  may  be  seen  from  some  statistics 
recently  quoted  from  the  Mayo  Clinic, 
where  in  86  autopsies  on  individuals  with 
known  coronary  artery  disease,  24%  had 
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diseased  gall-bladders.  In  this  connection 
a most  interesting  case  came  under  the  ob- 
servation of  the  writer.  A man  in  his  early 
sixties  who  had  led  an  active  and  strenuous 
existence,  who  had  lived  not  wisely  but 
too  well,  whose  peripheral  vessels  were  dis- 
tinctly tortuous,  and  whose  blood  pressure 
was  elevated,  developed  severe  pain  under 
the  lower  part  of  his  sternum.  At  the  same 
time  he  presented  definite  evidence  of  myo- 
cardial weakness  and  a distinct  arrhythmia. 
The  substernal  pain  became  more  parxys- 
mal  and  radiated  up  over  the  precordium, 
but  never  to  the  arm,  and  finally  it  became 
so  severe  that  it  was  only  relieved  by  mor- 
phia. Exertion  and  excitement  as  well  as 
a full  meal,  invariably  precipitated  an  attack 
of  pain.  Repeated  observations  led  to  the 
conclusion  that  the  pain  was  due  to  angina 
pectoris.  Some  months  later,  following  an 
unusually  severe  attack  of  pain  centering 
under  the  sternum  and  in  the  epigastrium, 
the  patient  developed  a definite  and  per- 
sistent jaundice.  Later  this  jaundice  was 
associated  with  tenderness  in  the  region  of 
the  gall-bladder.  The  pain  was  referred  to 
the  right  scapula.  A diagnosis  of  gall- 
stones was  made  and  in  spite  of  the  cardiac 
condition  operation  was  performed  and  a 
number  of  stones  removed  from  an  infected 
gall-bladder,  after  which  the  patient  steadily 
improved.  For  many  months  there  has 
been  no  recurrence  of  the  attacks  of  alleged 
angina  pectoris.  Although  the  diagnosis  of 
angina  may  not  have  been  incorrect,  in  all 
likelihood  his  pain  was  due  largely  to 
biliary  tract  disease.  Instances  of  this  kind, 
both  from  the  literature  and  from  personal 
experience,  might  be  multiplied  in  order 
to  emphasize  the  difficulties  that  arise  in 
differentiating  angina  pectoris  from  condi- 
tions of  the  upper  abdomen. 

Ihe  fact  that  attacks  of  angina  pectoris 
frequently  come  on  after  eating  and  are 
sometimes  relieved  by  the  belching  of  gas, 
accentuates  this  difficulty.  It  is  a frequent 
occurrence  to  have  a patient  suffering  from 
angina  pectoris  attribute  this  discomfort 
to  “indigestion”.  The  fact,  however,  that 
attacks  of  angina  usually  follow  exertion  or 
excitement,  and  are  relieved  by  rest,  that 
there  is  a characteristic  radiation  of  the 


pain  and  that  as  a rule  concomitant  evidence 
of  cardiovascular  disease  exist,  should  di- 
rect the  attention  of  the  observing  physician 
to  the  state  of  the  cardiovascular  apparatus, 
thus  avoiding  serious  diagnostic  errors 
which  might  otherwise  arise.  It  is  the  con- 
viction of  the  writer  that  the  so-called  at- 
tacks of  acute  indigestion  with  their  fatal 
termination,  have  little  or  nothing  to  do 
with  the  digestive  tract  and  are  in  reality 
attacks  of  angina  pectoris  and  frequently 
due  to  coronary  thrombosis. 

It  is  undeniably  true  that  there  are  many 
instances  of  persons  suffering  from  func- 
tional disorders  of  the  stomach,  in  whom 
gaseous  distention  of  that  organ  produces 
a sense  of  fullness  and  discomfort  and  even 
considerable  pain  in  the  precordium.  In 
these  cases,  however,  the  pains  are  usually 
further  to  the  left  and  lower  down  than  in 
true  angina.  The  pain  is  not  brought  on 
by  exertion  and  is  not  associated  with  im- 
mobility and  a fear  of  dissolution.  A dis- 
tended stomach  can  usually  be  demon- 
strated and  the  symptoms  clear  up  with  the 
correction  of  the  gastric  conditions.  On 
the  other  hand,  the  possibility  of  cardiac 
disease  must  be  considered.  The  picture 
is  further  confused  by  the  fact  that  it  is 
not  unusual  for  gastric  disorders  to  be  as- 
sociated with  functional  disturbances  of  the 
sympathetic  nervous  system  that  frequently 
lead  to  arrhythmia — such  as  extrasystoles 
that  add  to  the  impression  that  the  myo- 
cardium is  at  fault. 

As  has  been  mentioned,  coronary  throm- 
bosis and  embolism  may  occur  in  the  course 
of  angina  and  may  be  responsible  for  some 
of  the  most  severe  and  fatal  attacks.  Such 
attacks  may  be  ushered  in  by  sudden  severe 
substernal  and  epigastric  pain,  associated 
with  pallor,  cyanosis,  and  shock  resembling 
in  every  way  acute  upper  abdominal  sur- 
gical catastrophies.  At  times  cases  of  this 
type  have  been  rushed  to  operation  as  in- 
stances of  acute  pancreatitis  or  perforated 
gastric  ulcer.  To  add  to  the  diagnostic 
confusion  when  cases  of  thrombosis  and  in- 
farction are  not  rapidly  fatal,  the  pain  may 
persist  for  days,  due  to  an  associated  peri- 
carditis, which  may  present  tenderness  and 
rigidity  of  the  upper  abdomen,  as  well  as 
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fever  and  considerable  leukocytosis.  This 
further  confuses  the  picture  and  may  lead 
the  unwary  to  lose  sight  of  the  vascular  na- 
ture of  the  disorder  by  directing  the  at- 
tention too  much  to  the  abdominal  mani- 
festations. 

Perhaps  the  most  common  diagnostic 
errors  occur  in  the  atypical  and  mild  cases. 
Here  outspoken  paroxysms  of  angina  do 
not  occur ; the  pain  may  be  fleeting  and 
slight — indeed  there  may  be  no  real  pain 
for  some  time,  only  varied  sensations  of 
oppression  and  precordial  discomfort.  Cases 
of  this  type  are  often  diagnosed  and  treated 
as  intercostal  neuralgia,  muscular  rheuma- 
tism, and  indigestion.  Their  true  nature  is 
not  revealed  until  some  of  the  graver  mani- 
festations of  vascular  disease  supervene, 
which  might  have  been  averted  by  earlier 
recognition  and  proper  treatment.  The 
correct  diagnosis  is  made  by  looking  upon 
all  chest  pain  and  discomfort  as  suspicious 
of  angina  pectoris  until  proved  otherwise; 
by  a careful  history,  taking  into  account 
the  character  of  the  pain  and  the  time  and 
method  of  its  occurrence ; and  by  a com- 
plete examination,  which  invariably  reveals 
some  evidences  of  myocardial  weakness 
such  as  cardiac  enlargement,  murmurs  at 
the  valve  areas  and  arrhythmias,  or  the 
signs  of  a chronic  aortitis,  namely,  widen- 
ing of  the  aortic  arch,  suprasternal  pulsa- 
tion, a peculiar  amphoric  quality  of  the 
aortic  second  sound,  and  an  aortic  systolic 
murmur. 

There  are  still  other  conditions  that  may 
be  confounded  with  angina,  such  as  plastic 
pericarditis,  which  may  actually  follow  a 
coronary  thrombosis  or  embolism.  Peri- 
carditis may  be  recognized  by  the  physical 
signs  and  the  different  character  of  the  pain 
which  is  as  a rule  continuous.  Even  cardio- 
spasm, with  its  characteristic  cramp-like 
substernal  pain,  has  been  confounded  with 
angina.  But  the  dysphagia,  the  x-ray  find- 
ings, and  other  symptoms  peculiar  to  the 
former  condition  render  the  differentiation 
easy. 

Various  functional  nervous  disorders  are 
not  infrequently  associated  with  pain  re- 
ferred to  the  left  chest  and  even  to  the 
precordium.  In  such  conditions  the  diag- 


nosis of  angina  is  too  often  erroneously 
made. 

In  this  group  may  be  included  the  cases 
of  so-called  neurocirculatory  asthenia,  a 
condition  in  which  precordial  discomfort 
and  even  acute  cardiac  pain  are  frequently 
observed.  However,  in  this  syndrome  the 
pain  is  not  associated  particularly  with  ex- 
ertion ; it  may  come  on  with  the  patient 
at  rest  and  is  especially  liable  to  occur  with 
emotional  states.  Furthermore,  in  neuro- 
circulatory asthenia  the  precordial  pain  is 
not  referred  in  a characteristic  manner  as 
it  is  in  true  angina.  The  individuals  that 
suffer  from  this  psychoneurosis  are  usually 
young  and  present  unmistakable  evidence 
of  vasomotor  instability,  such  as  excessive 
sweating,  a feeble  labile  pulse,  low  blood 
pressure,  cold  mottled  skin,  flushes,  and  a 
pronounced  fatiguability,  without  adequate 
objective  evidence  of  cardiac  disease. 

It  not  infrequently  becomes  necessary  to 
differentiate  the  precordial  distress  observed 
in  hysteria  from  real  angina  pectoris.  In 
hysterics  the  cardiac  pains  are  irregular  in 
occurrence,  they  are  more  apt  to  come  on 
at  night  when  the  patient  is  alone,  than 
after  exertion.  Hysterical  pain  is  not  asso- 
ciated with  pallor,  silence,  and  immobility. 
On  the  contrary,  such  patients  are  prone  to 
be  restless,  walk  about,  and  to  complain  and 
court  sympathy.  If  in  addition  the  well- 
known  hysterical  stigmas  are  taken  into 
consideration,  the  diagnosis  offers  little 
difficulty. 

Although  the  importance  of  recognizing 
angina  pectoris  when  it  exists  is  obvious, 
it  is  equally  important  never  to  make  the 
diagnosis  of  angina  on  insufficient  evidence. 
Many  individuals  have  suffered  untold  men- 
tal anguish  and  physical  harm  from  being 
branded  incorrectly  as  cases  of  angina 
pectoris.  Too  often  such  a diagnosis  hastily- 
made  has  doomed  patients  to  long  periods 
of  unnecessary  enforced  inactivity  with  its 
attendant  economic  loss  as  well  as  to  hope- 
less depression  born  of  constant  dread  of 
sudden  death.  There  is  no  diagnosis  that 
strikes  such  terror  to  the  lay  mind  as  an- 
gina pectoris,  and  with  good  reason.  There- 
fore, physicians  should  exercise  more  care 
in  employing  this  term  with  patients.  It 
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is  frequently  advisable  to  use  some  less 
dreaded  synonym  to  patients,  even  when 
they  are  victims  of  the  condition.  Certain 
it  is  that  from  the  standpoint  of  the  pa- 
tient’s peace  of  mind  and  happiness,  when 
the  diagnosis  of  angina  pectoris  is  suspected 
it  should  never  be  definitely  made  and  stated 
until  it  has  been  established  beyond  per- 
adventure  of  a doubt. 

In  conclusion,  it  may  be  stated  that  the 
difficulty  of  excluding  angina  is  not  so  great 
in  younger  individuals  whose  circulations 
do  not  show  evidences  of  involuntary 
change.  In  young  people  true  angina  prac- 
tically never  occurs  except  in  connection 
with  luetic  aortitis  and  certain  endoradial 
lesions  (aortic  regurgitation  and  mitral 
stenosis).  In  older  people  the  problem  Is 
quite  different  and  much  more  difficult ; in 
them  the  possibility  of  angina  must  always 
be  borne  in  mind,  but  it  must  also  be  re- 
membered that  numerous  extracardiac  dis- 
turbances may  simulate  angina. 

The  foregoing  is  in  no  sense  an  exhaus- 
tive discussion  of  angina,  nor  is  it  intended 
to  be  such.  It  is  merely  an  attempt  to  em- 
phasize certain  aspects  of  a frequent  and 
serious  disease  that  have  interested  the 
writer  and  certain  diagnostic  difficulties 
that  have  too  frequently  caused  him  con- 
fusion and  perplexity. 


CALCULUS  OF  THE  KIDNEY 
AND  URETER. 

A Clinical  Study  of  34  Ca^es. 

Louis  Rene  Kaufman,  M.D.,  F.A.C.S., 

Attending  Urologist  Fifth  Avenue  Hospital,  and 
Attending  Urologist  Community  Hospital 

This  study  of  stone  in  the  kidney  and  ure- 
ter was  undertaken  on  a group  of  34  patients 
with  particular  reference  to  the  pathology  as 
it  influenced  the  treatment  and  with  special 
reference  to  certain  outstanding  factors.  The 
particular  group  of  cases  was  selected  only 
because  the  data  was  both  complete  and  ac- 
curate. In  this  study  no  attention  whatever 
has  been  paid  to  the  question  of  etiology  of 


calculus.  We  have  classified  the  cases  into  2 
groups : First,  cases  of  stone  in  the  kidney, 
whether  associated  with  ureteral  calculi  or 
not ; secondly,  a group  of  cases  presenting 
only  ureteral  calculi.  The  first  group  consists 
of  16  patients  and  the  second  group  of  18. 
In  an  analysis  of  these  figures  presented  in 
the  chart,  it  is  interesting  to  note  that  of  the 
cases  selected  only  because  data  was  complete, 
it  happens  that  there  were  an  equal  number  of 
male  and  female  patients.  Similar  studies  of 
larger  numbers  of  patients  have  all  indicated 
the  greatest  incidence  of  calculus  in  about  the 
third  or  fourth  decade  of  life  and  in  keeping 
with  this  we  find  that  the  average  age  in  this 
group  of  patients  is  40.9  years. 

When  we  consider  the  pathology,  it  is  an 
extremely  interesting  fact  that  in  this  group 
of  cases  there  occurred  2 congenital  abnor- 
malities, the  recognition  of  which  could  be 
fairly  accurately  determined  before  operation'. 
The  occurrence  of  congenital  abnormalities  in 
urologic  cases,  as  has  been  pointed  out  by 
Eisendrath  and  others,  is  most  vital  in  its  bear- 
ing on  the  management  of  the  sound  kidney 
in  nephrectomy.  Incidence  of  pyonephrosis, — 
5 out  of  34  cases — shows  how  common  it  is 
for  cases  to  come  under  treatment  only  after 
irreparable  destruction  of  the  kidney,  when 
serious  symptoms  compel  attention  after  a 
long,  latent  period  of  stone  formation. 

As  is  to  be  expected  in  a group  of  ureteral 
calculus  cases,  hydronephrosis  occurred  in  a 
large  proportion  of  the  cases,  having  been  met 
with  7 times ; in  this  group  are  included  2 cases 
in  which  hydronephrosis  was  present,  although 
in  no  way  related  to  the  stone  problem ; in 
these  2 cases  hydronephrosis  existed  with  a 
stone  in  the  cortex  of  the  kidney  in  contra- 
distinction to  the  7 cases  where  it  was  the  di- 
rect result  of  the  ureteral  obstruction  by  a 
stone.  There  were  2 cases  of  osteo-arthritis 
in  which  there  seemed  to  be  a relationship  be- 
tween the  arthritis,  a focal  infection  and  stone, 
for  in  both  of  them  a focus  of  infection  was 
found.  The  urine  showed  streptococcus,  and 
we  were  abl£  to  demonstrate  the  presence  of 
osteo-arthritis  by  x-rays. 

Regarding  distribution  of  the  stones,  it  is 
interesting  to  note  that  7 cases  presented  mul- 
tiple stones  in  a distribution  that  shows  very 
clearly  the  possibility  of  unrelated  and  rather 
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erratic  deposition  of  calculi.  There  is  only  1 
case  with  bilateral  ureteral  calculi,  and  only  1 
case  of  bilateral  renal  calculi.  The  group  of 
mixed  stone  distribution  is  particularly  im- 
portant from  the  standpoint  of  treatment,  for 
it  would  be  very  easy  in  this  group  to  overlook 
a calculus  where  the  symptoms  do  not  espe- 
cially attract  attention,  and  where  it  is  only 
discovered  On  careful  detailed  study  of  the 
patient.  And  yet  it  is  evident  that  such  a cal- 
culus overlooked  is  a source  of  danger  to  the 
patient. 

In  an  analysis  of  the  symptoms  in  this  group 
of  cases,  the  figures  bear  out  the  need  for 
careful  study  of  the  individual  patient  in  the 
presence  of  symptoms  vhich  often  are  not 
clearly  indicative  of  local  pathology.  It  will 
be  noticed  that  11  cases  presented  abdominal 
pain,  and  that  14  cases  presented  pain  only  of 
a dull  character,  and  in  reviewing  the  history 
of  these  patients  one  is  impressed  with  the 
complete  absence  in  the  clinical  history  of 
symptoms  commonly  associated  in  our  mind 
with  stones.  In  the  matter  of  location,  char- 
acter and  distribution  of  the  pain,  this  group 
establishes  further  the  interesting  fact  that  there 
was  complete  absence  of  colic  in  12  cases,  that 
it  was  mild  in  14  cases,  not  referred  in  9 cases 
and  was  typical  in  all  respects  in  only  8 cases. 

The  complete  absence  of  gross  hematuria  in 
26  of  these  cases  emphasizes  again  how  un- 
reliable that  symptom  is  in  the  diagnosis  of 
stone,  as  has  been  pointed  out  by  Cabot,  Cun- 
ningham and  others.  Although  hematuria  was 
absent  in  5 of  these  cases,  on  careful  study  of 
the  urine  we  found  red  blood  cells  at  some 
time  or  other  in  very  trifling  numbers,  in  all 
of  the  cases.  Pus  cells  in  sufficient  amount  to 
be  of  clinical  significance  were  found  in  only 
12  of  the  cases,  and  albumin  was  absent  in  16 
cases. 

It  will  be  noticed  1 1 patients  presented  mark- 
ed evidence  of  gastro-intestinal  disturbance, 
characterized  by  nausea,  vomiting  and  either 
gross  distention  or  subjective  gas  disturbance. 
One  patient  was  referred  to  the  hospital  with 
a diagnosis  of  intestinal  obstruction ; this  case 
being  the  one  of  stones  in  both  kidneys  and 
the  left  ureter  and  presenting  a well  marked 
paralytic  ileus. 

Twenty-five  of  these  patients  came  under 


our  care  with  more  or  less  marked  evidence  of 
urinary  sepsis,  and  3 of  the  patients  presented 
clinical  signs  of  renal  failure  and  required 
very  energetic  treatment  in  preparation  for 
operation.  Three  of  the  ureteral  cases  pre- 
sented retention  as  a prominent  symptom,  one 
of  the  patients  having  been  operated  upon  for 
appendicitis  and  having  developed  the  first  at- 
tack of  retention  3 days  after  operation,  with 
recurrence  for  a period  of  several  months  and 
requiring  frequent  catheterization.  In  this 
case  we  found  3 small  calculi  near  the  vesical 
end  of  the  ureter,  which  we  demonstrated  not 
only  by  x-rays  but  by  the  wax-tipped  catheter. 

There  was  definite  disturbance  of  bladder 
function,  in  the  form  of  frequency  of  greater 
or  less  degree,  in  23  of  these  cases  but  urina- 
tion was  entirely  normal  in  11  cases. 

The  treatment  of  these  cases  can  be  more 
properly  considered  under  separate  headings — 
that  of  the  renal  and  that  of  the  ureteral  group. 
Of  the  16  renal  cases  it  will  be  noticed  that 
fragments  of  calculi  were  left  after  operation 
in  two  cases.  This  emphasizes  the  necessity 
for  careful  immediate  postoperative  x-ray 
study  of  these  cases  fofl  it  is  probable  that 
many  of  the  cases  reported  as  showing  recur- 
rence after  a lapse  of  time  following  removal 
of  a calculus,  are  really  cases  in  which  calculi 
have  been  overlooked.  We  have  adopted  the 
routine  of  immediate  x-ray  examination  as 
soon  after  operation  as  practicable,  and  we  are 
now  conducting  a series  of  experiments  to 
make  possible  such  examination  of  the  kidney 
at  the  time  of  operation,  by  a technic  which 
will  in  no  way  interfere  with  the  operative 
field,  by  means  of  a skiagram  of  the  exposed 
kidney. 

In  this  group,  nephrectomy  was  necessary 
in  7 cases  and,  although  we  prefer  the  opera- 
tion of  pyelotomy,  in  5 cases  simple  nephro- 
tomy offered  a quicker  approach  to  the  stone. 
We  condemn,  as  a routine,  the  so-called  “post- 
mortem” incision  of  the  kidney  for  the  ex- 
traction of  a calculus,  and  that  method  was  not 
employed  in  this  series. 

In  the  ureteral  cases  we  were  successful  in 
the  removal  of  quite  a number  of  the  calculi 
by  simple  cystoscopic  procedure.  Four  cases 
were  treated  with  practically  no  inconvenience 
to  the  patients,  and  with  only  a few  days  of 
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hospitalization,  by  direct  extraction  of  the  cal- 
culus with  the  aid  of  cystoscopic  forceps.  In 
11  cases  the  calculus  was  passed  following 
dilatation.  In  1 of  this  group  of  18  cases,  that 
of  a doctor,  the  calculus  was  seen  to  travel 
from  the  very  upper  limit  of  the  ureter  down- 
ward and  was  expelled  in  a period  of  57  days 
with  very  minor  attacks  of  pain.  In  his  case 
no  instrumentation  whatever  was  practiced. 
There  was  complete  failure  of  cystoscopic  pro- 
cedure in  5 cases,  and  in  one  of  these  patients 
we  proved  conclusively  by  x-ray  that  the  op- 
erating instruments  entered  the  ureter  at  an 
angle  which  precluded  the  possibility  of  ever 
reaching  the  calculus. 

Of  these  18  cases,  9 came  to  operation  and 
of  these  9 the  stone  was  reached  in  4 by  lum- 
bar route  and  in  5 cases  by  the  abdominal 
route.  For  the  lumbar  operation  we  employ 
a relatively  short,  oblique  incision  and  seldom 
disturb  the  kidney,  bringing  the  ureter  into 
the  field  of  operation  by  means  of  2 soft  tapes, 
so  as  to  avoid  instrumental  injury,  and  with 
the  utmost  care  and  gentleness  in  the  handling 
of  the  ureter  itself.  All  of  these  cases  were 
drained  for  1 to  3 weeks. 

One  patient  presenting  calculi  of  both  kid- 
neys with  multiple  calculi  of  the  prostate  died 
within  36  hours  after  operation  and  this  death 
we  feel  should  not  have  occurred.  There  was 
every  reason  to  expect  prompt  recovery  for 
there  was  no  evidence  of  infection.  The  pa- 
tient was  a strong,  young  adult  but,  in  spite 
of  every  effort  at  restoring  renal  function, 
anuria  was  complete  and  we  were  unable  to 
restore  the  function  of  either  kidney  following 
a simple  nephrotomy  on  the  right  side.  This 
death  emphasizes,  as  has  been  pointed  out  so 
often  by  the  Mayo  Clinic,  the  great  danger  of 
operation  in  cases  presenting  stone  in  both 
kidneys  or  one  kidney  and  the  opposite  ureter. 

Five  of  these  34  patients  were  treated  with- 
out hospitalization  and  of  the  29  cases  that 
were  in  the  hospital,  the  average  stay  was  17^ 
days.  So  that,  in  spite  of  the  fact  that  many 
of  the  patients  presented  serious  complica- 
tions both  before  and  after  operation  the  prog- 
nosis is  seen  to  be  about  that  of  the  average 
appendix  or  gall-bladder  case. 

Of  this  series  of  cases,  27 — or  79% — are 
said  to  be  cured.  Our  standard  of  cure  is  the 


absence  of  symptoms,  complete  disappearance 
of  all  evidence  of  stone  in  careful  x-ray  study, 
return  of  the  urine  to  normal  with  absence  of 
infection,  and  normal  functional  tests.  Two 
cases  are  improved,  these  2 being  cases  com- 
plicated with  the  definite  clinical  evidence  of 
pyelonephritis.  There  remain  4 cases  in  which 
the  calculus  has  not  yet  been  removed,  which 
have  either  refused  operation  or  in  which  op- 
eration is  not  contemplated. 

CHART. 

Number  of  patients: 

Male  17  Foreign  born  10 

Female  17  U.  S 24 


Total  34 

Ages : 

Year 

20-30 

30-40 

40-50 

50-60 

60-70 

Average  age: 

Location  of  stones: 

Right  kidney  Left  kidney 
7 cases  12  cases 

I 


Number  cases 
5 
13 
7 
5 
4 

40.9  yrs. 

Right  ureter  Left  ureter 

A:  2 cases  1 Case 

B:  2 1 “ 

C:  5 “ 10  *' 


Total:  7 12  9 12 

Note:  Ureter  considered  as  presenting  three 
segments:  i.e., 

A=To  lower  pole  kidney 
B— To  iliac  crossing 


C— To  bladder 

Cases  single  stones 22 

Cases  branched  stones 4 

Cases  multiple  stones 12 


Multiple  stones: 


R.  kidney  L.  kidney  R.  ureter  L.  ureter 
1 Case  25  1 2 

1 Case  2 

1 Case  2 

1 Case  3 1 

1 Case  2 

1 Case  2 1 

1 Case  1 1 

Total  number  stones  in  7 cases  with  multiple 

stones  43 


Duration  of  symptoms: 

1.  Total  number  of  symptoms 114% 

2.  Shortest  period  of  symptoms:  Case  1....1  day 

3.  Longest  period  of  symptoms:  Cases  2.  .20  years 

4.  Aver,  per’d  of  sy’ptoms:  Cases  34.  . 3 ys.  2 mos. 


Pathology: 

Hydronephrosis  7 cases 

Pyelonephritis  5 “ 

Pyonephrosis  5 “ 

Congenital  abnormality...  2 “ 

Osteo-arthritis  2 “ 


X-ray — Pyelogram : 

X-ray  34  positive:  (Note) 

Pyelograms . . . 18 


Note. — In  all  the  cases  x-ray  examination  was 
positive,  but  in  a large  number  of  cases  several 
skiagrams  with  cystoscopic  study  were  necessary 
for  final  diagnosis. 
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Pain: 

Location 

Character 

Referred 

Abdominal: 

11  Dull:  14 

To  penis  or 

tes- 

Lumbar: 

23  Severe:  20 

tide  

9 

To  bladder  . . 
To  outer 

side 

4 

thigh  

To  posterior 

sur- 

2 

face  thigh  . . 

1 

To  lower  abdom- 

en  or  back  . . 

8 

To  groin  & 
crural  reg.  . . 

ant. 

3 

Not  referred 

9 

Colic : 

Tvpical  

. . . . 8 

Mild  

. . . . 14 

Absent  

. . . . 12 

Associated  symptoms : 

Sepsis  and  high  temperature 

5 

Failure 

renal  function  . 

3 

Intestinal  obstruction  1 

Marked  gastro-intestinal  symptoms 


nausea,  vomiting,  gas 

11 

Retention  (1  or 

more  attacks)  . . . . 

3 

Vesical  disturbance: 

f Slight  

12 

Frequency:  -j  Marked  

11 

[Absent  

11 

Hematuria : 

Gross  . 

8 

Microscopic  29 

Absent 

Urine: 

Albumen 

Casts  . . . . 

8 

Pus  

Red  blood 

cells 34 

Treatment : 

Ureteral  Cases,  18 

Renal  Cases, 

16 

Dilatation 

12 

Cysto- 

Forceps  . 

4 

scopic 

Spontane- 

ous  .... 

1 

Failure  . . 

4 

Opera- 

tive 

Pro- 

cedure 


' Lumbar 
uretero- 
tomy . . . . 

Abdominal 

uretero- 


tomy . . . . 


4 

5 


Pyelotomy  

Nephrotomy  

Nephrectomy  

Calculus  left  after 
operation  


Postoperative  complications : 

Wound  infections  4 

(Primary  kidney  infections,  14)  (Note) 

Pyelonephritis  1 

Hemorrhage  and  anuria  1 

Days  in  hospital: 

Cases  29 — Average  17.5  days 
Cases,  5 — Treated  without  hospitalization 
Final  Results: 

Cured  27 — 79.34% 

Improved  2 — 5.66% 

Unchanged  4 — 12.00% 

Died  1 — 3.00% 


4 

5 
7 

2 


Note. — Although  of  the  operated  cases  14 
showed  preoperative  infection  of  the  kidney,  only 
4 of  these  cases  developed  postoperative  wound 
infection. 


In  a survey  of  our  handling  of  ureteral  and 
renal  calculus  we  were  interested  in  determin- 
ing not  only  the  final  result  but,  also,  whether 
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we  were  covering  the  diagnosis  accurately. 
The  death  of  1 patient  in  this  small  series  of 
cases  raises  the  mortality  and  strikingly  illus- 
trates the  need  for  the  most  thorough  preop- 
erative study  and  for  vigilance  in  postopera- 
tive care,  since  our  failure  in  this  case  involves 
failure  to  deal  bodly  with  terminal  anuria  by 
cystoscopic  and  operative  procedures  when 
medical  measures  failed.  On  the  other  hand, 
a case  was  safely  carried  through  2 major  op- 
erations, with  complete  clinical  cure,  which 
presented  bilateral  renal  calculi,  25  stones  in 
the  right  kidney  with  pyonephrosis  and  1 stone 
in  the  left  kidney  with  2 calculi  in  the  terminal 
portion  of  the  left  ureter  with  obstruction  and 
hydro-ureter.  The  patient  entered  the  hospi- 
tal almost  moribund  with  advanced  urinary 
sepsis,  pyelonephritis  and  serious  toxemia,  re- 
quiring 2 blood  transfusions,  almost  continu- 
ous hypodermoclysis — the  most  complicated 
urologic  problem  we  have  had  in  our  practice. 
In  the  management  of  the  10  handicapped 
cases  of  pyelonephritis  or  pyonephrosis  (all 
of  which  showed  more  or  less  virulent  infec- 
tion and  some  advanced  renal  failure)  we  have 
made  our  study  of  renal  function  cover  also 
the  larger  question  of  the  general  physiologic 
balance  of  the  patient.  This  has  included  not 
only  the  P.  S.  P.  test— absolute  and  the  differ- 
ential for  both  kidneys  (time  of  appearance 
of  dye  after  intravenous  injection  and  collec- 
tion for  not  less  than  15  minutes) — but,  as 
well,  the  relative  urea  percentage  and  blood 
chemistry  and  blood  count  with  coagulation 
time.  It  will  be  seen  on  the  other  hand  from 
a study  of  the  tables  of  the  renal  and  ureteral 
cases  that  urinalysis  offers  little  aid  in  the  diag- 
nosis of  stone  of  the  kidney  or  ureter.  It  can- 
not determine  either  diagnosis  nor  prognosis. 

Furthermore,  the  chart  shows  that  stones 
do  not  present  the  typical  text-book  picture  of 
renal  colic  with  hematuria,  for  typical  pain 
occurred  in  only  8 cases ; in  other  words,  it 
was  typical  in  only  21%  and  atypical  in  79%. 
One  of  the  cases  had  been  treated  for  “sciatica 
or  rheumatism”  for  several  months,  another 
for  “cystitis  and  lumbago”  for  10  years  and 
at  least  20%  had  been  subjected  to  one  or 
more  abdominal  operations.  Calculus,  like  tu- 
berculosis and  hydronephrosis,  may  present 
such  atypical  symptoms  in  such  a large  number 
of  cases  as  to  make  it  necessary  to  consider 
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the  possibility  of  renal  and  ureteral  cases  in 
obscure  abdominal  conditions.  Both  the  gen- 
eral practitioner  and  the  general  surgeon 
should  bear  in  mind  that  the  kidney  and  ure- 
ter, because  deeply  situated,  anatomically  con- 
cealed, clinically  often  vague  and  confusing 
in  their  behavior,  may  be  the  cause  of  the 
symptoms  which  the  doctor  tries  to  fasten  on 
the  more  accessible  appendix  or  gall-bladder. 
In  this  confusing  group  of  cases,  pain  is  the 
predominating  symptom  in  both  acute  and 
chromic  cases ; barring  the  emergency,  where 
it  is  safer  perhaps  to  remove  a normal  appen- 
dix than  to  delay,  in  the  majority  of  subacute 
and  chronic  cases  it  is  vastly  more  economical 
and  salutary  for  the  patient  to  exclude  renal 
or  ureteral  calculus  than  to  make  the  discovery 
of  a stone  after  ill-directed  treatment  and 
useless  surgery. 

Accurate  diagnosis  of  a stone  can  be  made 
by  the  x-rays.  The  picture  was  accurate  in 
100%  of  both  groups  of  stone  cases.  Of 
course,  not  every  shadow  shown  on  the  skia- 
gram is  a calculus.  In  the  kidney,  the  stone 
or  stones  were  demonstrated  accurately  in 
75%  of  the  cases  but  in  25%  a pyelogram  was 
essential  for  accurate  data  as  to  location  (cor- 
tex, calyx,  or  pelvis)  and  as  to  associated  path- 
ology. None  of  our  cases  presented  a cystin 
stone,  which  we  all  know  does  not  cast  a 
shadow.  We  found  it  advisable  to  take  not 
merely  one  but  several  skiagrams  and  always 
to  make  the  study  include  the  entire  tract,  even 
sometimes  supplemented  by  study  of  the  spine, 
and  a gastro-intestinal  series.  It  pays  to  be 
accurate  in  the  atypical  case. 

The  mere  presence  of  a shadow — no  matter 
how  well  delineated — in  the  course  of  the  ure- 
ter does  not  establish  the  diagnosis  of  ureteral 
calculus.  In  ureteral  calculus  x-rays  alone  are 
not  diagnostic.  The  shadow  must  be  proved 
to  lie  in  the  lumen  of  the  ureter  by  a skiagram 
with  either  the  opaque  catheter  or  ureterog- 
raphy, frequently  by  the  method  of  a double 
exposure  with  the  opaque  catheter  and  at  times 
by  the  confirmatory  wax-tipped  catheter.  In 
other  words,  the  x-rays  alone  can,  perhaps, 
exclude  ureteral  calculus,  but  it  would  be  safer 
to  supplement  such  examination  by  complete 
cystoscopic  study.  The  absence  of  a shadow 


anywhere  in  the  course  of  the  ureter  is  rare, 
since  such  shadows  may  be  caused  by  calcified 
lymph  nodes,  phleboliths,  etc.  Conversely, 
therefore,  the  mere  presence  of  a shadow  in 
the  course  of  the  ureter  on  the  skiagram  does 
not  establish  anything  of  value  in  the  diagno- 
sis. In  this  series  we  found  it  necessary  to 
supplement  our  x-ray  study  by  cystoscopic  pro- 
cedures in  all  of  the  18  ureteral  cases.  In  this 
work  the  new  cystoscopic  table  with  x-ray 
equipment  devised  by  Dr.  J.  Bentley  Squier 
offers  the  finest  opportunity  for  accuracy  to 
both  the  urologist  and  the  roentgenologist,  who 
can  work  in  perfect  harmony  with  the  maxi- 
mum comfort  to  the  patient. 

Conclusions. 

(1)  X-ray  examination  covering  the  en- 
tire genito-urinary  tract  is  diagnostic  in  renal 
calculus,  although  more  than  25%  of  cases  re- 
quire supplementary  pyelogram ; all  ureteral 
calculi  require  cystoscopic  study  also.  Post- 
operative x-ray  study  will  disclose  fragments 
left  at  operation,  occurring  in  2 of  the  cases 
reported,  cases  which  would  otherwise  be  said 
to  show  recurrence  later  on. 

(2)  Symptoms  are  characteristic  and  typi- 
cal in  only  30  to  40%  of  the  cases  which 
present  “colic”;  pain  varies  from  a dull  back- 
ache to  vague  abdominal  pain ; gross  hema- 
turia occurs  in  only  25%  of  all  cases,  though 
red  blood  cells  are  found  in  appreciable  amount 
in  75%  of  cases;  pus  cells,  albumin  and  casts 
are  not  diagnostic  either  by  their  presence  or 
absence. 

(3)  Disturbance  of  urination  varies  from 
retention  occurring  in  3 cases  to  increased  fre- 
quency in  23  cases  or  68%  ; bladder  disturb- 
ance is  associated  more  commonly  with  infec- 
tion, which  was  present  in  about  40%  of  the 
cases. 

(4)  One  case  of  congenital  atrophy  of  the 
left  kidney  with  calculus  (with  pyelonephritis) 
and  another  case  of  multiple  calculi  in  a right 
kidney  with  pyonephrosis  which  had  2 pelves 
with  1 ureter,  the  left  kidney  presenting  a 
double  pelvis  with  2 ureters,  demonstrate  the 
liability  of  congenital  abnormalities.  , Stones 
are  found  in  erratic  distribution,  as  is  shown 
in  the  chart  and  with  associated  pathology 
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varying  from  simple  pyelitis  to  destruction  of 
the  kidney  requiring  nephrectomy  in  7 out  of 
34  cases,  or  21%.  On  the  other  hand,  severe 
colic  may  be  found  in  calculus  with  practically 
no  serious  pathology  of  kidney  or  ureter. 

(5)  Treatment  of  renal  calculus  is  expec- 
tant in  the  case  of  small,  inoffensive  calculus 
locked  in  the  cortex  of  the  kidney  in  the  ab- 
sence of  associated  lesions  or  symptoms  war- 
ranting operation. 

(6)  Operation  for  renal  calculus  is,  pref- 
erably, pyelotomy  or  nephrotomy,  or  a com- 
bination of  both,  or  nephrectomy. 

(7)  Ureteral  calculi  will  pass  into  the  blad- 
der in  over  50%  of  cases  either  spontaneously 
or  following  cystoscopic  procedures  of  dilata- 
tion by  a variety  of  methods.  Extraction  by 
forceps  should  be  reserved  for  calculi  in  the 
last  3 or  4 centimeters  of  the  ureter ; it  was 
successful  in  2 of  our  cases.  Besides  opiates, 
atropin,  alkali  diuretics  and  heat,  including  hot 
colonic  irrigation,  we  believe  good  results  fol- 
low the  use  of  piperazine  and  distilled  water. 
The  sovereign  diuretic  and  stone  remover  is 
water  in  large  amounts. 

(8)  Operation  in  ureteral  cases  is  indi- 
cated in  less  than  50%  of  the  cases  by  acute 
obstruction  (rare),  by  the  presence  of  infec- 
tion (common)  or  frequency  of  recurrent  at- 
tacks, especially  with  the  failure  of  medical  or 
cystoscopic  procedures  or  bv  demonstrable 
progressive  impairment  of  kidney  function. 

(9)  Ureterolithotomy  is  abdominal  for  all 
stones  well  below  the  level  of  the  lower  pole 
of  the  kidney,  varying  from  the  Gibson  in- 
cision, done  in  2 of  rhe  34  cases,  to  a small  in- 
termuscular incision;  it  is  lumbar  for  stones 
located  just  below  the  lower  pole  of  the  kidney 
or  above  that  point ; in  this  series  of  9 cases 
operated,  the  lumbar  incision  was  employed  4 
times  and  the  abdominal  5. 

(10)  The  management  of  calculous  disease 
of  the  kidney  or  ureter  requires  painstaking 
study  by  x-rays,  cystoscopy,  laboratory  and — 
above  all — sound  clinical  investigation  includ- 
ing attention  to  the  problem  of  focal  infec- 
tion, dietetic  and  general  hygienic  supervision, 
and  a conservative,  well-considered  policy  in 
the  matter  of  operation  adapted  to  the  indi- 
vidual case. 


DIABETES  MELLITUS  IN  INFANCY, 
WITH  THE  REPORT  OF  A CASE. 


George  Ginsberg,  M.D., 

Assistant  Attending  Physician,  St.  Mary’s  Hospi- 
tal, Hoboken,  N.  J. 

Diabetes  mellitus  in  infancy  was  first 
mentioned  in  the  literature  in  1826  by  De 
Wees,  who  reported  3 cases  in  infants  under 
15  months  of  age,  all  teething  at  the  time. 
They  had  symptoms  of  thirst,  polyuria  and 
emaciation.  It  is  interesting  to  note  the 
treatment  He  says,  “we  could  not  procure 
the  urine  to  make  a trial,  therefore  could 
not  tell  whether  it  was  sweet  or  not.  We 
ordered  the  bowels  kept  freely  open,  and  a 
quantity  of  spirit  of  turpentine  to  be  put  on 
the  cloths  of  the  children,  so  as  to  put  them 
in  a te^ebin  hinate  atmosphere.  This  plan 
succeeded  completely  in  every  case”.  Ac- 
cording to  our  present  knowledge,  we  can 
h rdly  class  these  cases  as  truly  diabetic. 

The  first  authentic  case  of  diabetes  mel- 
litus in  infancy  was  reported  by  Hauner  in 
1850.  The  patient  was  an  infant  11  months 
old  with  symptoms  of  emaciation,  thirst, 
“sweet  urine”,  and  polyuria,  passing  from 
7000  to  9000  c.c.  of  urine  in  24  hours.  Death 
occurred  in  coma  about  1 month  after  the 
onset  of  the  disease. 

The  youngest  infant  reported  is  that  of 
Kitselle  in  1852.  The  patient  was  the  ob- 
server’s own  son,  who  was  strong  and 
healthy  at  birth.  A few  days  later  he  began 
to  pass  a large  amount  of  urine  “character- 
istic to  smell  and  taste  of  diabetic  urine”. 
When  14  days  old  the  child  had  “a  warm 
dry  skin,  ravenous  appetite,  thirst  and  great 
emanciation,  looking  like  a skeleton”.  The 
infant  grew  steadily  worse,  and  death  oc- 
curred at  8 months  of  age. 

Kiilz  in  1878  was  the  first  writer  to  sum- 
marize the  cases  reported  in  literature.  His 
collection  of  111  cases  in  infants  and  chil- 
dren up  to  the  age  of  15,  included  7 cases 
under  2 years  of  age.  In  1889  Stern  col- 
lected 117  cases,  of  which  number,  21  had 
previously  been  reported  by  Kiilz.  In 
Stern’s  series,  10  cases  were  under  2 years 
of  age.  In  1896  Wegeli  collected  108  cases. 
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not  reported  by  either  Kiilz  or  Stern.  Of 
this  number,  11  cases  were  under  2 years 
of  age.  In  1919  Langstein  reported  4 cases 
under  2 years  of  age.  In  this  series,  2 in- 
fants had  anomalies  of  the  brain  (anen- 
cephalus  in  one  and  hydrocephalus  in  the 
other).  In  1913  Knox  collected  from  the 
literature  16  cases  of  diabetes  mellitus  in 
infants  under  1 year  of  age  ; 8 of  these  cases 
had  previously  been  reported  by  Kiilz, 
Stern,  Wegeli,  and  Langstein.  The  total 
number  of  cases  under  2 years  of  age  re- 
ported by  Kiilz,  Stern,  Wegeli,  Langstein, 
and  Knox  up  to  the  year  1913,  numbered 
41.  Since  that  time,  cases  under  2 years  of 
age  have  been  reported  by  Joslin  (1916), 
Allen  (1922),  Geyelin  (1922),  La  Salle 
(1923),  Johannsen  (1923),  and  Hartmann 
(1925,  2 cases). 

A case  observed  in  a child  17  months  of 
age,  is  described  below : 

Case : R.  S.  Male  infant  17  months  of  age. 

Family  history.  Father  and  mother  both 
alive  and  well.  Neither  has  had  any  serious 
illnesses.  Both  have  had  recent  urinalyses 
with  normal  reports.  There  was  no  history 
of  diabetes  mellitus  in  any  other  member  of 
the  family. 

Past  history.  The  birth  of  the  child  was 
normal ; his  weight  was  1 1 pounds ; he  had  no 
illnesses  excepting  occasional  colds  or  colic.  He 
Was  breast-fed  for  2 weeks,  and  after  that  was 
placed  on  a bottle  feeding  composed  of  1 quart 
of  grade  A milk,  2 tablespoonfuls  of  maltose, 
and  water.  This  was  divided  into  6 feedings 
for  the  day.  The  feedings  were  gradually  in- 
creased in  amount  and  strength  as  the  appetite 
increased.  The  child  gained  in  weight  and 
was  apparently  normal  in  every  way.  A few 
days  before  admission  to  the  hospital,  he 
weighed  32  pounds.  His  diet  just  previous  to 
this  last  illness  was  approximately  as  follows : 
Breakfast  (9  a.  m.)  1 cupful  orange  juice,  1 
slice  toast  and  1 glass  milk.  Lunch  (1  p.  m.) 
Beef  or  chicken  broth  with  rice  or  potatoes, 
cooked  spinach  or  apple  sauce  or  custard,  and 
1 glass  milk.  Supper  (6  p.  m.)  1 cup  custard, 
1 soft  boiled  egg,  and  1 glass  milk. 

Present  illness:  On  May  22,  1925,  the  par- 
ents noticed  that  the  child  was  very  thirsty — 
be  drank  water  very  often  and  required  large 
amounts  to  satisfy  his  thirst.  He  would  take 


a drink  of  water,  then  go  to  his  toys  and  play, 
but  in  a short  time  would  return  asking  for 
more  water.  His  urination  became  so  frequent 
that  his  diaper  had  to  be  changed  from  10  to 
15  times  a day.  At  this  time  the  baby  did  not 
seem  to  be  ill.  There  were  no  symptoms  until 
3 days  later  (May  25),  when  the  child  became 
restless  and  cried  a great  deal.  He  also  vom- 
ited his  food.  A physician  was  called,  and  the 
profuse  urination  being  called  to  her  attention, 
she  examined  the  urine  and  pronounced  the 
child  diabetic.  The  child  became  more  and 
more  restless,  and  then  dopy,  soon  going  into 
a coma.  Another  physician  was  summoned, 
and  on  his  advice  the  infant  was  sent  to  St. 
Mary’s  Hospital,  being  admitted  there  May  26, 
at  9:15  p.  m.,  after  having  been  in  coma  for 
more  than  24  hours. 

Physical  examination  on  admission : Patient 
was  a male  child  17  months  old,  in  coma;  was 
very  well  nourished,  weighing  about  32  pounds; 
temperature  was  97°F.,  heart  rate  160  beats 
per  minute,  respirations  48  per  minute.  The 
skin  was  cool  and  dry;  the  eyelids  were  half 
closed.  The  pupils  were  equal  and  reacted 
sluggishly  to  light.  The  pharynx  was  injected. 
The  heart  was  normal  in  size  and  location.  The 
sounds  were  very  rapid  and  of  fairly  good 
muscular  quality.  There  were  no  murmurs. 
The  lungs  were  negative.  The  abdomen  was 
soft,  and  no  organs  or  abnormal  masses  could 
be  felt.  The  extremities  were  normal.  There 
was  no  muscular  rigidity.  Kernig’s  and  Ba- 
binski’s  signs  were  absent. 

Course  of  illness:  At  10  p.  m.  (May  26) 
the  child  was  catheterized  and  3 oz.  of  urine 
obtained.  This  specimen  had  a specific  grav- 
ity of  1.033,  contained  3.3%  glucose,  albumin 
1-f-,  acetone  2-f-,  and  diacetic  acid  a trace. 
Microscopic  examination  showed  a great  num- 
ber of  finely  granular  casts  — about  25  per  low 
power  field.  At  10:30  p.  m.  a specimen  of 
blood  was  taken  from  the  median  basilic  vein. 
(In  order  to  procure  the  blood  it  was  neces- 
sary to  cut  down  on  the  vein  and  expose  it.) 
At  the  same  time  10  units  of  insulin  (U20) 
were  given  intravenously,  and  10  units  subcu- 
taneously. Then  an  enema  was  given  and  a 
rectal  drip  of  normal  saline  started.  There 
was  no  noticeable  improvement  from  the  in- 
sulin. The  child  was  again  catheterized,  but 
no  urine  was  obtained.  At  11 :30  p.  m.  ten 
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units  more  of  insulin  were  given  intravenously. 
There  was  no  improvement.  At  12  midnight 
10  units  of  insulin  were  given  intravenously 
with  no  change  in  the  symptoms.  Catheteri- 
zation was  again  tried  and  was  again  without 
result.  At  1:30  a.  m.  (May  27)  10  units  of 
insulin  were  given  subcutaneously.  The  case 
was  now  considered  hopeless,  on  account  of 
the  acute  kidney  complication. 

The  blood  on  admission  contained  350  mg. 
of  glucose  per  100  c.c. ; the  CCh  was  31%  by 
volume ; the  nonprotein  nitrogen  was  28  mg. 
per  100  c.c. ; urea  nitrogen  17  mg.  per  100  c.c. ; 
the  uric  acid  2 mg.  per  100  c.c. 

At  7:30  a.  m.  of  May  27,  1925,  the  infant’s 
temperature  rose  to  105°F.,  heart  rate  to  180 
beats  per  minute,  and  respirations  to  44  per 
minute.  The  skin  was  now  hot  and  dry ; the 
general  condition  much  worse,  and  the  coma 
much  deeper,  with  an  occasional  convulsive 
movement.  A blood  count  at  this  time  showed 
32,000  white  blood  cells  per  cu.mm.  Of  these, 
60%  were  neutrophiles,  30%  small  lympho- 
cytes, 1%  large  lymphocytes,  4%  large  mono- 
nuclears, 5%  transitionals.  Another  speci- 
men of  blood  taken  at  10  :30  a.  m.  showed  85 
mg.  of  glucose  per  100  c.c. ; the  CO=  was  30% 
by  volume ; the  nonprotein  nitrogen  was  30 
mg.  per  100  c.c. ; the  urea  nitrogen  was  18  mg. 
per  100  c.c. 

The  child  continued  to  decline  and  died  at 
1:20  p.  m.  (May  27).  Autopsy  was  not  ob- 
tained. 

Comment:  This  report  presents  a very  se- 
vere case  of  diabetes  mellitus  in  an  infant  aged 
17  months.  The  first  symptoms  of  the  disor- 
der (thirst  and  polyuria)  were  observed  only 
6 days  before  death,  the  other  symptoms  su- 
pervening rapidly  to  a fatal  termination. 

Kiilz,  Stern  and  Wegeli  stressed  the  import- 
tance  of  heredity,  trauma,  and  previous  in- 
fectious disease  in  the  etiology  of  diabetes 
mellitus  in  infants  and  children.  In  this  case 


there  was  nothing  to  which  we  could  ascribe 
the  onset  of  the  disease.  The  same  observers 
also  noted  the  presence  of  many  granular 
casts  in  the  urine,  just  before  and  during  coma. 
Granular  casts  in  great  numbers  were  found 
in  the  only  specimen  of  urine  obtained  from 
this  infant.  There  is  no  doubt  that  the  prod- 
ucts of  diabetic  intoxication  caused  so  much 
irritation  of  the  kidneys  that  they  set  up  an 
acute  nephritis  and  uremia  which  was  the  di- 
rect cause  of  death.  This  is  confirmed  by  the 
fact  that  although  the  insulin  brought  the  blood 
sugar  down  to  a normal  level,  there  was  not 
the  slightest  sign  of  clinical  improvement. 
Also  there  was  complete  anuria  during  the: 
last  15  hours  of  the  child’s  life. 

Personal  observations  on  the  treatment  of 
diabetic  coma,  both  in  adults  and  children, 
have  shown  us  that  we  could  expect  definite 
improvement  in  a comparatively  short  time 
by  the  use  of  large  doses  of  insulin  intraven- 
ously, provided  there  was  not  too  much  dam- 
age to  the  kidneys  and  higher  nerve  centers. 

The  normal  figures  obtained  for  the  non- 
protein nitrogenous  constituents  of  the  blood 
in  both  examinations  is  borne  out  by  many  ob- 
servers in  acute  nephritis,  notably  by  Leopold 
and  Bernhard,  who  in  their  investigation  con- 
cluded that  “the  nonprotein  nitrogenous  con- 
stituents of  the  blood  were  found  to  be  nor- 
mal in  acute  nephritis  in  children,  especially 
at  the  beginning  of  the  disease.” 

This  paper  would  be  incomplete  without  a 
plea  for  more  frequent  examinations  of  the 
urine  in  infants  and  children. 

I desire  to  express  my  thanks  to  S.  Senn, 
B.  S.,  biochemist  to  St.  Mary’s  Hospital,  for 
the  urine  and  blood  examinations,  and  also  for 
his  assistance  in  translating  the  French  and 
German  references  in  this  article.  I also  de- 
sire to  express  my  appreciation  to  Drs.  Talty, 
O’Grady,  Lambert  and  Ponterey  of  the  House 
Staff  for  their  great  interest  and  valuable  as- 
sistance in  this  case. 
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3n  jtlemoriam 


Dr.  Walter  Buckley  Johnson  died  on  July  30,  1925,  after  a lifetime 
of  service  to  the  welfare  of  his  fellow  men.  People  of  every  sort  met 
in  him  a response  to  all  their  varied  interests,  and  the  response  was  an 
active  one,  in  accord  with  the  vibrant  human  energy  of  his  own  nature. 
No  man  more  truly  than  Dr.  Johnson  exemplified  the  maxim:  “Humani 
nihil  mihi  alienum”.  Always  ready  to  take  part  in  any  good  work,  he 
did  not  turn  back  from  anything  he  began  but,  refusing  to  admit  dis- 
couragement, infused  his  own  enthusiastic  energy  into  others. 

To  the  medical  profession  his  first  and  deepest  loyalty  was  naturally 
given,  and  to  its  organized  expression,  the  Medical  Society  of  New  Jer- 
sey, he  gave  freely,  for  many  years,  thought,  time,  zeal,  and  executive 
ability. 

Elected  president  in  1904,  he  was,  from  that  time  forward,  un- 
ceasing in  his  devotion  to  the  society’s  welfare.  Ranking  high  in  his  own 
professional  standing,  a member  of  various  national  organizations  re- 
lating to  his  special  field  of  practice,  busy  with  many  civic,  philanthropic, 
and  patriotic  activities,  no  call  from  this  society  ever  failed  of  a ready 
response  from  him. 

Wherefore,  the  Medical  Society  of  New  Jersey,  through  its  Board 
of  Trustees,  resolves  that  we  recognize  in  Doctor  Johnson  one  more  of 
those  loyal  servants  of  humanity  who,  through  the  ages,  have  reflected 
honor  on  the  medical  profession; 

And,  we  further  resolve  that  we  can  best  honor  his  memory  by 
handing  on  to  the  years  to  come  his  spirit  of  devoted  service  to  our 
brethren,  our  country,  and  our  fellow  men. 

Prepared  for  the  Board  of  Trustees  by: 

Elias  J.  Marsh 
Orville  R.  Hagen 
Henry  O.  Reik 

(Adopted  by  the  Board  of  Trustees  at  a Special  Meeting,  January 
20,  1926.) 
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OPPORTUNITY  IS  KNOCKING.  WILL 
YOU  OPEN  THE  DOOR? 

Within  the  past  3 months,  the  Executive 
Secretary  has  visited  Rotary  or  Kiwanis  Clubs 
in  13  different  counties  (24  towns)  of  this 
state  and  addressed  the  members  upon  the 
general  topic  of  “Longer  Life  Through  Bet- 
ter Health”.  In  every  instance,  without  ex- 
ception, he  has  found  these  groups  of  laymen 
keenly  interested  in  the  message  from  the 
state  medical  profession;  a message  that  has 
recommended  a thorough  physical  examina- 
tion of  the  apparently  healthy,  followed  by 
periodic  reexaminations,  and  advised  that  the 
family  physician  is  the  “expert  mechanician” 
who  should  be  engaged  to  conduct  such  in- 
vestigations of  the  human  machinery. 

The  public  is  quite  alive  to  the  importance 
of  this  campaign  for  increasing  the  average 
of  longevity,  and  appreciates  the  fact  that 
maintenance  of  perfect  health  means  greater 
happiness  in  the  daily  life.  This  interest  has 
been  manifested  in  several  ways ; not  only  in 
rapt  attention  to  the  speaker  and  applause 
of  his  remarks,  but  in  a general  open  dis- 
cussion at  some  of  the  meetings  and  in 
person  d conversations  at  the  close  of 
c Tiers.  At  practically  every  club  visited 
we  have  learned  that  one  or  more  members 
had  already  adopted  the  plan  of  having  such 
examinations  made ; at  the  smallest  gathering 
met  with,  27  members  present,  it  was  disclosed 
that  4 of  these  were  enrolled  by  one  examin- 
ing institution  and  that  ond  of  these  4 had 


submitted  4 members  of  his  family  to  the  same 
health  study.  It  is  not  meant  to  imply  that 
such  an  average  would  hold  elsewhere,  but, 
it  happens  that  this  record  was  obtained  in  a 
community  where  one  of  the  leading  physi- 
cians had  but  a short  time  before  assured  the 
secretary  that  there  was  no  demand  for  such 
examinations.  It  is  worthy  of  note,  too,  that 
in  several  clubs  we  have  met  with  one  or  more 
members  complaining  either  that  there  is  no 
physician  in  their  community  making  these 
examinations,  or,  worse  still,  that  examinations 
made  had  not  been  satisfactory;  i.  e.,  had  not 
been  as  complete  as  had  been  anticipated. 
Some  of  these  complainants  were  able  to  com- 
pare the  examination  received  with  that  given 
at  the  time  they  volunteered  for  service  in  the 
army,  and  they  recognized  the  fact  that  the 
latter  had  been  far  more  thorough  in  character. 

It  is  apparent  to  the  secretary  that  there  is  a 
widespread  and  growing  demand  for  health 
examinations,  that  this  demand  comes  from 
the  best  educated  and  most  substantial  portion 
of  the  public,  and  that  in  too  many  districts 
the  family  physician  is  neglecting  his  oppor- 
tunity to  render  such  service  to  his  commun- 
ity and  to  reap  the  rewards  that  naturally 
follow  in  the  wake  of  performance  of  duties. 

What  are  we  going  to  do  about  it?  Are 
we  ready  to  follow  the  leaders  in  the  profes- 
sion, and  interest  ourselves  in  this  new  fea- 
ture of  preventive  medicine,  or  will  we  con- 
tinue to  ignore  the  demand  and  make  it  neces- 
sary for  these  people  to  seek  the  services  of 
outside  organizations  ? 
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PENDING  LEGISLATION. 

This  year  there  have  been  899  measures 
introduced  into  the  General  Assembly  for 
addition  to  the  laws  of  this  state.  Of 
course,  the  vast  majority  of  them  will  not 
be  enacted  into  law  but  it  is  unfortunate  that 
fully  50 °/o  of  them  cannot  be  at  once  thrown 
into  the  waste  basket  without  further  consid- 
eration. Studying  even  a limited  portion  of 
the  field,  the  bills  affecting  practice  of  the  heal- 
ing art  alone,  we  find  an  inordinate  number  of 
worthless  specimens  and  some  few  that  are 
really  vicious  in  character. 

If  we  may  first  refer  to  the  good  medical 
bills  presented,  we  may  report  that  the  State 
Board  of  Health  is  responsible  for  the  intro- 
duction of  2 worthy  bills ; A.  170,  providing 
for  state-wide  vaccination  of  school  children, 
and  A.  267  designed  to  protect  the  public 
against  the  increasing  menace  of  rabies  by  re- 
quiring the  inoculation  of  all  dogs  in  this  state. 
The  Board  of  Medical  Examiners  has  pre- 
sented 2 bills  intended  to  further  protect  the 
public  through  providing  for  revocation  of  li- 
cense of  any  physician  or  midwife  who  shall 
have  been  convicted  of  criminal  abortion.  The 
Welfare  Committee  has  reintroduced  a “Doc- 
tor’s Title”  Bill,  A.  247,  and  has  been  endeav- 
oring to  secure  its  passage  in  the  hope  that  a 
curb  may  be  put  upon  those  who  falsely  use 
this  designation  to  deceive  the  public  as  to 
their  qualifications. 

On  the  other  side  of  this  legislative  ques- 
tion, there  is  a series  of  bills  more  or  less  ob- 
noxious to  the  medical  profession  and  de* 
cidedly  dangerous  to  the  community.  A.  71 
would  provide  for  the  appointment  of  a “na- 
turopath” to  the  Board  of  Medical  Examin- 
ers and  for  the  licensing  of  members  of  that 
newly  devised  cult.  A.  161,  is  perhaps  the 
most  offensive  bill  yet  presented  by  the  chi- 
ropractors ; it  would  not  only  provide  for  a 
separate  Board  of  Examiners  but  would  li- 
cense without  examination  practically  any- 
body who  claimed  ever  to  have  practiced  chi- 
ropractic. A.  366  and  374,  introduced  by  the 
chiropodists,  call  for  the  appointment  of  one 
of  their  number  to  the  Board  of  Medical  Ex- 
aminers and  define  practice  of  chiropody  in 
such  broad  terms  as  to  make  them  specialists 
in  all  affections  of  the  feet,  limiting  them  only 
to  the  extent  that  they  shall  not  perform  am- 


putations or  tenotomies.  A.  457  would  con- 
fer, without  examination,  license  upon  any 
physician  who  entered  upon  practice  prior  to 
the  year  1894.  A.  464,  “requires  physicians 
to  make  out  their  prescriptions  in  triplicate 
form  and  to  state  thereon  the  disease  for 
which  the  prescription  is  given”.  A fine  lot 
of  legislation,  one  might  say,  and  the  last  men- 
tioned bill  reaches  the  height  of  absurdity. 

That  any  of  this  objectionable  legislation 
will  actually  be  placed  upon  the  Statutes  is 
highly  improbable  but  it  requires  careful  and 
constant  watching,  and  the  influence  of  every 
member  of  the  State  Society  should  be  brought 
to  bear  upon  members  of  the  General  Assem- 
bly to  prevent  the  accidental  passage  of  such 
laws. 


MAUDLIN  SENTIMENT  AND  RABIES. 

Many  self-styled  “dog  lovers”  insist  that  the 
disease  rabies  does  not  exist,  claiming  that  the 
agitation  to  protect  society  from  the  disease 
by  the  vaccination  of  dogs  is  stimulated  by 
manufacturers  of  biologic  products.  They  re- 
volt against  any  proposed  restrictive  measures, 
and  when  anti  rabies  vaccination  of  their  dogs 
is  suggested  their  opposition  knows  no  bounds. 
Against  the  illogical  reasoning  and  unsocial 
conduct  of  the  “dog  lovers”,  we  have  the  facts 
presented  by  Dr.  Costill  elsewhere  in  this  issue. 

Rabies  in  dogs  is  a menace  to  public  health. 
It  costs  unnecessary  suffering  and  death,  and 
it  can  be  entirely  prevented  if  we  so  will  it. 
The  legal  measures  upon  which  all  preventive 
work  must  be  based  are  covered  in  a bill  now 
before  the  Legislature,  and  this  bill  should  re- 
ceive the  hearty  endorsement  and  support  of 
every  physician  in  the  State.  It  will  be  op- 
posed by  the  noisy  minority,  who  insist  that 
their  dogs  be  allowed  to  bite  whenever,  and 
whomever,  they  will  without  molestation. 
This  means  as  well  that  these  dogs,  if  they 
become  rabid,  shall  be  permitted  to  transmit 
the  disease. 

We  can  expect  a storm  of  protest  from 
those,  in  some  cases  sincere,  but  always  mis- 
guided people.  Society  has  the  right  to  de- 
mand of  the  intelligent  majority  that  it  shall 
makes  its  wishes  known  to  the  Legislature. 
Physicians  cannot  afford  to  dodge  this  respon- 
sibility. 
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esthetics 


About  this  season  of  the  year  the  busy  phy- 
sician or  surgeon  begins  to  weary  somewhat 
of  the  grind  of  monotonous  labor  and  to  wish 
for  some  radical  change  in  the  daily  routine, 
if  only  for  a single  day.  The  exigencies  of 
practice,  the  exposure  to  inclement  weather 
conditions,  the  difficulty  of  collecting  earned 
remunerations  and  the  appalling  demands  of 
the  landlord  and  the  coal-dealer ; all  these  things, 
steadily  increasing  during  the  winter  months, 
tend  to  get  on  one’s  nerves  and  some  diversion 
is  essential  to  recovery  of  normal  stability. 
The  wise  man  endeavors  to  maintain  a bal- 
ance between  labor,  recreation  and  rest.  Some 
balancing  of  the  strenuous  practicalities  of  life 
by  the  poetic  influences  is  necessary  to  main- 
tenance of  sane  equilibrium.  Among  the  recrea- 
tions available  to  the  active  practitioner,  one 
that  is  most  gratifying  in  its  soothing  effects, 
and  one  that  requires  the  least  expenditure  of 
time,  exertion  or  money,  is  the  enjoyment  of 
art  exhibits  and  it  so  happens  that  at  this  par- 
ticular moment  there  are  several  very  inter- 
esting and  instructive  exhibitions  within  easy 
reach  of  most  of  our  members.  We  cannot 
all  afford  either  the  time  or  money  for  a pro- 
longed midwinter  vacation  but  most  of  ns  can 
ajfford  1 or  2 days,  at  least  we  can  afford  a 
few  hours,  for  a visit  to  New  York  or  to  Phil- 
adelphia according  as  we  chance  to  be  living 
in  the  northern  or  southern  part  of  this  state. 

Both  New  York  City  and  Philadelphia  offer 
attractive  art  programs  for  the  month  of 
March.  At  the  New  York  Academy  of  Art 
and  Design  and  at  the  Philadelphia  Academy 
of  Fine  Arts  the  usual  annual  “Salon” — ex- 
hibitions of  the  past  year’s  best  products  in 
sculpture  and  in  oil  paintings — are  being  held. 
Both  exhibitions  are  worth  a visit  if  for  no 
other  reason  than  that  they  present  for  con- 
sideration the  best  and  the  most  recent  work 
of  the  American  artists  of  our  own  dav. 

In  a previous  article  we  called  attention  to 
the  ever  present  but  ever  changing  art  displays 
in  the  Galleries  at  the  Grand  Central  Terminal 
and  advised  those  who  have  an  hour  to  spare, 
or  an  hour  perforce  to  wait  in  that  railroad 
station,  to  spend  it  in  the  Gallery.  During  the 
2 weeks  commencing  March  6 and  ending 
March  20,  there  will  be  a special  exhibit  in 
that  Gallery  which  will  certainly  repay  one  for 


a planned  visit.  The  Carnegie  International 
Art  Show,  so  successfully  conducted  for  the 
past  year  at  Pittsburgh,  and  which  includes 
selected  paintings  by  the  masters  of  13  differ- 
ent nations,  will  be  shown  in  New  York  for 
the  first  time.  This  is  the  most  favorable  op- 
portunity we  are  likely  to  have  to  see  this  spe- 
cial collection  and  those  who  have  not  already 
had  the  privilege  of  studying  the  complete  col- 
lection at  Pittsburgh  should  avail  themselves 
of  the  chance  to  see  this  portion  of  it. 

Even  a more  fascinating  exhibition,  how- 
ever, for  the  lover  of  art  in  general,  is  now 
open  for  those  who  can  conveniently  visit 
Philadelphia.  The  famous  Mclllhenny  col- 
lection of  paintings,  sculpture,  furniture  and 
rugs  is  now  open  to  the  public  in  Memorial 
Hall  of  the  Pennsylvania  Museum,  in  Fair- 
mount  Park.  An  extremely  interesting  de- 
scription of  this  collection  may  be  found  in 
the  Philadelphia  Public  Ledger  of  Sunday, 
February  28,  and  from  that  we  quote  merely 
the  generalized  introduction,  as  indicating- 
some  unique  features  of  this  exhibition : “In 
art  appeal  it  is  gentle  and  livable,  not  strik- 
ingly new  or  bold,  and  when  one  may  thus 
see  before  him  a panorama  of  the  centuries  it 
seems  not  at  all  a far  cry  from  those  early 
years  to  the  present  time.  Thus  may  works 
of  art  live  together  as  brethren,  and  thus  may 
the  mind  and  taste  of  the  individual  collector 
remind  us  that  years  provide  but  artificial  bar- 
riers in  the  timeless  realm  of  art.  This  subtle 
blending  of  the  art  of  the  centuries,  although 
so  strongly  indicated  in  the  character  of  the 
Mclllhenny  acquisitions,  has  been  carried  out 
by  the  Museum  in  the  method  of  display.  The 
paintings,  the  furniture,  the  rugs,  and  the  bits 
of  sculpture  are  shown  as  associated  with  one 
another,  and  not  as  isolated  specimens  of  an 
arbitrary  period.” 

Especially  interesting  for  those  who  did  not 
enjoy  the  privilege  of  a vacation  in  Paris  last 
summer  should  be  the  fact  that  a large  section 
of  the  Exposition  of  Decorative  Arts  has 
been  brought  to  New  York  and  may  be 
seen  during  the  first  3 weeks  of  March  at  the 
Metropolitan  Museum  on  Fifth  Avenue.  What- 
ever is  thought  of  the  style  or  of  the  individual 
items  represented,  no  one  can  escape  the  domi- 
nating impression  of  a singular  unity  and  great 
mastery  of  materials  and  processes.  As  de- 
scribed in  the  New  York  Times;  “Here  are 
weavings,  woodwork,  ironwork,  glass,  silver, 
embroidery,  ceramics,  lace,  paper,  paintings’ 
sculpture  all  united  in  a species  of  inner  har- 
mony, dependent  upon  no  one  feature  or  char- 
acter appearing  in  otherwise  various  objects, 
but  upon  a way  of  thinking  that  has  influenced 
everything.” 
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WAKE  UP,  MR  PRACTITIONER! 

In  this  column  last  month  it  was  suggested 
that,  in  the  present  furor  over  health  exami- 
nations— a furor  in  which  everyone  seems  to 
be  joining  except  the  men  who  should  be  mak- 
ing the  examinations,  and  are  not — the  one 
thing  needful  to  meet  the  demand  is  men  who 
are  capable  and  willing  to  make  a careful  phy- 
sical examination  of  the  apparently  healthy. 
It  was  ventured  further  that  the  average  gen- 
eral practitioner,  by  virtue  of  his  college  and 
hospital  training,  is  quite  capable  of  the  task 
but  that  in  the  beginning  he  was  taught  little 
or  nothing  of  the  need  for  it,  or  of  the  interest 
that  might  be  found  therein ; that  nothing  was 
done  to  develop  in  him  a desire  to  do  this  type 
of  work ; and  that  his  life,  subsequent  to  his 
curricular  studies,  tended  in  every  way  to  lead 
him  away  rather  than  toward  it.  The  fault, 
and  fault  there  certainly  is,  lies  more  funda- 
mentally at  the  door  of  the  Medical  College 
than  at  the  practitioner’s. 

Be  this  as  it  may,  correction  of  the  college 
curriculum  merely  looks  to  a distant,  uncer- 
tain future.  There  is  an  immediate  urgent 
demand,  and  if  the  practitioner  does  not  meet 
it  fairly,  but  rests  quiescent  on  the  assumption 
of  a school  problem  solely,  he  is  shirking  an 
obvious  and  present  responsibility.  He  is 
morally  and  professionally  obliged  to  make 
what  effort  he  may  to  correct  the  present  state 
of  affairs. 

Admit  he  has  not  been  taught  that  this  is 
an  important  part  of  his  job;  suppose  nothing 
much  in  his  life  since  his  student  days  has  hap- 
pened to  arouse  his  interest ; admit  again  that 
his  method  and  habit  of  life  do  not  lend  them- 
selves easily  to  giving  up  the  time  needful ; 
nevertheless,  the  general  practitioner  must  see 
that  a situation  confronts  him  which  must  be 
met  by  some  one,  and  that  it  is  by  long  odds  to 
his  best  interest  to  handle  it  himself  rather  than 
have  it  taken  over  by  some  other  agency. 

There  is  a growing  demand  from  the  public 
for  health  examinations.  Ample  proof  has 
been  offered  that  such  examinations  are  a high- 
ly conservative  thing.  Someone  must  supply 
this  need,  and  the  logical  man  to  do  so  is  the 
general  practitioner.  His  public  know  him,  and 
what  is  more  to  the  point,  he  knows  them  and 
their  family  tendencies  as  is  possible  for  no  one 
else.  A careful  examination  at  his  hands  is  of 
far  more  value  than  one  at  the  hands  of  an  en- 
tire stranger.  A tongue  depressor  and  stetho- 
scope, backed  by  capable  eyes,  ears,  and  fing- 


ers, and  an  intelligent  brain,  are  the  principal 
factors  in  the  paraphernalia  required;  and 
these  the  practitioner  possesses  and  knows  well 
how  to  use.  If  he  will  but  admit  his  responsi- 
bility and  take  hold  of  his  work,  he  will  per- 
form it  in  the  long  run  much  better  than  it 
can  be  done  by  institutes  and  other  organiza- 
tions whose  interest  can  hardly  avoid  in  time 
becoming  commercial  and  perfunctory. 

If  it  is  hard  to  find  the  time  for  such  work — 
and  it  does  take  time — one  office  period  a week 
might  be  set  aside  for  it;  and  2 or  3 patients 
cared  for  each  week  in  this  thorough  manner 
would  soon  make  the  practitioner  feel  the  time 
was  not  ill  spent.  From  the  financial  angle 
there  is  some  inducement,  for  certainly  $10. 
ought  to  be  the  minimum  fee  for  such  service, 
and  in  some  localities  and  from  some  patients 
more  than  that  might  fairly  be  asked.  Only  by 
placing  any  service  on  an  adequate  financial- 
basis  can  it  be  made  satisfactory  both  to  pati- 
ent and  physician. 

Much  that  is  interesting  crops  up  in  the 
course  of  these  examinations  of  the  apparent- 
ly healthy.  The  present  generation  of  physi- 
cians, almost  to  a man,  served  during  the 
World  War,  either  in  the  army  or  on  draft 
boards.  They  uncovered  many  unsuspected 
defects  and  kept  a large  number  of  men  from 
military  service,  many  of  whom  had  felt  en- 
tirely confident  of  their  physical  capacity  to 
serve  until  they  failed  to  measure  up  to  the 
moderate  standard  of  fitness  which  the  army 
required.  These  applicants  for  military  service 
were  men  in  their  twenties  and  thirties,  yet  a 
laree  proportion  revealed  defects.  The  present 
demand  is  from  patients  at  least  a decade  fur- 
ther along,  who  are  nearing  or  actually  in  mid- 
dle life.  Degenerative  change  in  the  cardio- 
vascular system  is  the  great  bane  of  the  fifties 
and  sixties,  and  its  origin  may  often  be  traced 
to  the  fourth  and  fifth  decades.  Therefore,  an 
intensive  study  of  the  apparently  healthy  be- 
tween 30  and  50  years  of  age  must  well  repav 
by  revealing,  in  course  of  time,  some  knowl- 
edge of  the  forerunners  of  these  disabling 
myocardial  and  arterial  lesions  of  a later  per- 
iod. Early  signs  and  symptoms,  bad  hygienic 
habits  and  mode  of  life  are  to  be  sought  for. 
recorded,  and,  so  far  as  may  be,  corrected.  It 
is  an  occupation  full  of  interest  to  the  man 
with  an  inquiring  bent;  and  the  more  of  it  he 
does  the  greater  will  become  his  satisfaction 
in  his  work  as  a whole. 

The  common  fault  of  health  examinations, 
as  they  are  done  at  institutes  and  by  insurance 
companies,  is  the  inattention  to  the  patient’s 
history.  This  is  a serious  failing.  Too  often 
the  patient’s  statement  that  he  feels  all  right 
and  has  not  a thing  the  matter  with  him  is  ac- 
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cepted  at  par.  Inquiry  need  not  be  long,  but 
it  should  seek  a statement  of  all  past  illness, 
operations,  trauma ; then  a routine  query  as 
to  digestive  function,  respiratory  tract,  cardiac 
and  urinary  organs,  as  well  as  habit  of  life, 
hours  of  sleep,  hours  of  work,  amount,  fre- 
quency and  type  of  recreation,  use  of  alcohol, 
tobacco,  tea  and  coffee.  This  need  not  take 
long  if  the  examiner  pursues  his  research  in 
a systematic  manner  and  knows  beforehand 
just  what  questions  he  wants  to  ask  to  cover 
the  necessary  ground. 

There  follows  then  an  equally  methodical 
physical  examination  embodying  at  least  the 
following  points:  height  and  weight;  general 
appearance  (of  good  or  poor  health,  erect  or 
poor  posture,  musculature,  adipose  tendency, 
pallor,  dyspnea  and  cyanosis,  color  and  texture 
of  skin)  ; eyes,  ears,  nose,  mouth  (tongue, 
teeth,  pharynx  and  tonsils)  ; superficial  lym- 
phatics; thyroid;  chest,  (symmetry  and  ex- 
pansion) ; lungs;  heart,  (position  of  apex,  area 
of  dulness,  rate  rhythm,  character  of  sounds)  ; 
pulse  and  blood  pressure;  abdomen,  (sym- 
metry, distention,  tenderness,  rigidity,  mass- 
es) ; liver,  spleen  and  kidneys;  inguinal  rings; 
extremities,  (deformity,  tremor,  edema,  knee 
jerks).  To  this  may  be  added  at  discretion  of 
the  examiner,  in  the  case  of  men,  external  geni- 
tals and  rectal  findings ; and  in  women  pelvic 
organs. 

There  is  no  essential  need  of  printed  forms. 
It  is  better  for  some  of  us,  at  least,  to  have  the 
routine  questionnaire  and  physical  condition  in 
one’s  mind  and  record  the  findings  on  a blank 
sheet.  This  allows  for  expansion  and  contrac- 
tion which  a printed  form  does  not,  permits 
variations  to  suit  the  individual  case,  and  is 
more  elastic  and  economic  of  space.  To  carry 
out  such  an  examination,  from  30  to  60  min- 
utes will  be  required ; the  average  will  be  about 
45  minutes. 

Variants  of  such  a scheme  may  be  employed 
to  suit  the  taste  of  the  examiner  and  the  ex- 
igencies of  the  special  case;  but  some  definite 
plan  is  necessary  to  begin  with,  and  this  is 
merely  suggested  as  a rough  outline. 

The  essential  thing  is  that  there  is  a definite 
problem  confronting  the  profession.  It  has 
been  put  forward  by  the  public.  Some  of  the 
future  aspects  of  its  solution  lie  in  the  medical 
schools.  The  immediate  and  pressing  demand 
is  for  activity  from  the  men  now  doing  gen- 
eral practice. 

Are  we  going  to  wake  up  and  meet  it? 


According  to  a naturalist,  there  is  a fish  which 
washes  its  young.  But  how  ever  is  the  little  one 
dried? — Ideas. 


Current  Ckientsi. 


A Referendum  Requested  by  the  Board  of 
Trustees:  Shall  the  Structural  Form  of  this  Board 
he  Retained  as  at  Present  Provided  for  hy  the 
Constitution  or  Shall  Provision  he  made  for  its 
Modification  ? 


The  Editor  is  in  receipt  of  a communication 
from  the  Secretary  of  the  Board  of  Trustees  of 
the  Medical  Society  of  New  Jersey  requesting- 
publication  of  a letter  just  issued  to  the  officers 
of  the  component  county  medical  societies,  which 
letter  is  presented  in  full  below.  As  will  be  noted, 
the  letter  constitutes  a referendum  and  it  is  pre- 
sumed the  subject  matter  will  be  presented  to 
every  county  society  for  discussion  between  now 
and  the  time  for  the  annual  meeting  of  the  State 
Society.  Its  publication  in  the  Journal  now  is. 
for  the  purpose  of  providing  every  member  with 
a full  statement  of  the  problem,  and  of  thus  af- 
fording every  member  throughout  the  state  an 
opportunity  to  study  the  question  in  advance  of 
these  local  meetings,  so  that  he  may  be  prepared 
to  express  his  opinion  when  occasion  offers.  Al- 
terations in  the  fundamental  laws  of  any  organi- 
zation, especially  one  as  old  as  and  that  has  func- 
tioned as  well  as  this  one,  should  be  made  only 
after  mature  deliberation  and  in  response  to  a 
pronounced  demand  on  the  part  of  a considerable 
majority  of  all  the  members.  It  would  be  well  to 
give  this  question  your  careful  consideration. 
The  letter  follows: 

Westville,  New  Jersey, 

February  22,  1926. 

To  Presidents  and  Secretaries 
of  County  Medical  Societies. 

Dear  Doctor: 

At  a recent  meeting  of  the  Board  of  Trustees 
I was  instructed  to  info'-m  the  members  of  the 
State  Medical  Society,  officially  through  the  offi- 
cers of  the  county  branches,  of  the  present  status 
of  certain  criticisms  of  the  basic  principles  of  our 
organization,  and  to  request  that  these  questions 
be  considered  and  acted  upon  by  the  county  so- 
cieties so  that  their  delegates  to  the  next  annual 
meeting  may  be  prepared  to  deal  with  proposed 
amendments  to  our  Constitution  that  must  come 
up  for  action  at  that  time. 

You  will  remember  that  at  the  last  annual 
meeting  of  the  State  Society  Dr.  Quigley  proposed 
an  amendment  to  the  Constitution  (see  Transac- 
tions of  the  Annual  Meeting,  supplement  to  the 
August  Journal,  pages  30  and  61)  which  reads  as 
follows:  “The  Board  of  Trustees  shall  be  the  ex- 
ecutive body  of  the  Society  and  shall  be  composed 
of  15  members.  The  President,  the  three  Vice- 
Presidents,  the  Recording  Secretary  and  the 
Treasurer  shall  be  members  of  the  Board  of  Trus- 
tees by  virtue  of  office.  Nine  members  shall  be 
elected  by  the  House  of  Delegates  at  the  Annual 
Meeting  of  the  Society  in  19  26,  three  for  a term 
of  three  years,  three  for  a term  of  two  years,  and 
three  for  a term  of  one  year.  At  every  Annual 
Meeting  thereafter,  the  House  of  Delegates  shall 
elect  three  members  for  terms  of  three  years”. 

If  we  understand  the  situation  properly,  Dr. 
Quigley’s  suggestion  that  the  Constitution  be  al- 
tered grew  out  of  a feeling  on  the  part  of  some 
members  that  the  Board  of  Trustees,  as  that  body 
is  at  present  provided  for,  constitutes  a “close 
corporation”  dominated  by  the  “Fellows”  and  has 
a membership  that  is  not  selected  on  a basis  of 
democratic  organization. 

Following  Dr.  Quigley’s  presentation  of  the 
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matter  in  the  House  of  Delegates,  the  Board  of 
Trustees,  at  its  next  regular  meeting,  took  cog- 
nizance of  this  subject,  Dr.  Eagleton  presenting 
a recommendation  that  Fellows  should  not  serve 
on  the  Nominating  Committee,  and  that  the  Board 
should  immediately  consider  plans  for  recon- 
structing the  Board  of  Trustees  with  the  idea  of 
making  it  a more  democratic  body  but  realizing 
the  value  to  the  association  of  those  members 
who  have  served  through  the  chairs.  After  dis- 
cussion of  these  points,  the  Board  adopted  a reso- 
lution offered  by  Dr.  Morrison  that  “the  Board 
of  Trustees  recommend  that  the  Fellows,  as  such, 
shall  have  but  one  representative  on  the  Nomi- 
nating Committee  and  that  he  shall  be  the  jun- 
ior past  President”.  This  resolution  was  later 
accepted  and  adopted  by  the  House  of  Delegates. 
With  reference  to  the  second  portion  of  Dr.  Eagle- 
ton’s  suggestion,  the  Board  appointed  a special 
committee  to  consider  the  problem  and  report  at 
a subsequent  meeting;  the  committee  consisting 
of  Drs.  Eagleton,  111,  and  Hunter. 

On  January  20,  1926,  the  Trustees  held  a spe- 
cial meeting  to  receive  the  report  of  this  com- 
mittee and  at  that  time  Dr.  Eagleton  proposed 
the  following  scheme  for  reorganization  of  the 
Board  of  Trustees:  “The  Board  of  Trustees  shall 
consist  of  twenty-eight  members,  (as  now  consti- 
tuted). Seven  officers  by  virtue  of  their  office. 
Five  representatives  of  Judicial  Districts  to  be 
elected  as  representatives  of  the  Permanent 
Delegates.  Six  representatives  of  the  Fellows  to 
serve  for  the  term  of  five  years  each.  Any  of  the 
ten  Delegates  at  large  may  be  Fellows  if  they  are 
chosen  by  the  Flouse  of  Delegates”. 

In  the  course  of  discussion,  Dr.  Morrison  pre- 
sented as  a substitute,  the  following  plan:  “The 
Board  of  Trustees  shall  consist  of  twenty-seven 
members,  as  follows:  The  seven  officers  by  virtue 
of  their  offices,  the  President,  the  Vice-President, 
the  second  Vice-President,  the  third  Vice-Presi- 
dent, the  Treasurer,  the  Corresponding  Secretary, 
and  the  Recording  Secretary.  Ten  members  to 
be  elected  by  the  House  of  Delegates,  no  two  from 
any  one  county  society,  to  serve  for  a period  of 
five  years,  two  retiring  each  year.  Ten  members 
from  the  Fellows,  being  the  last  ten  elevated  to 
that  office,  the  senior  Fellow,  in  terms  of  office 
as  a Trustee,  to  retire  each  year.  Any  other  Fel- 
low may  be  elected  to  the  Board  by  the  House  of 
Delegates  as  one  of  their  ten  representatives  on 
the  Board”. 

The  Trustees  discussed  this  entire  problem,  in- 
cluding the  question  whether  or  not  there  is  any 
necessity  for,  or  any  serious  demand  for  a change 
from  existing  conditions  which  have  worked  so 
well  .for  so  many  years,  and  it  was  decided  to  pre- 
sent the  problem  to  the  county  societies  in  the 
form  of  a referendum.  You  are  therefore,  re- 
spectfully requested  to  submit  to  the  members  of 
your  Society  the  following  propositions,  accom- 
panied by  presentation  of  the  above  explanation, 
so  that  action  may  be  taken  preparatory  to  con- 
sideration of  the  Quigley  amendment  when  it 
comes  up  at  the  next  Annual  Meeting  of  the 
State  Society: 

( 1 ) Are  you  satisfied  with  existing  conditions 
as  to  the  constitutuional  provision  for  organiza- 
tion of  the  Board  of  Trustees? 

(2)  Do  you  wish  to  make  any  change  in  the 
construction  of  the  Board  or  in  the  manner  of 
its  election  or  appointment? 

(3)  If  you  desire  a change,  will  you  please 
indicate  which  of  the  three  plans  hereinbefore 
described  would  be  preferable,  or,  will  you  sub- 
mit some  other  plan? 


As  already  explained,  this  matter  will  neces- 
sarily come  up  for  consideration  by  the  House 
of  Delegates  at  the  next  Annual  Meeting  of  the 
State  Society  and  this  is  merely  a request  that 
your  Delegates  be  instructed  or  be  informed  and 
advised  concerning  the  wishes  of  your  members 
in  this  matter.  There  is  no  requirement  that  you 
shall  report  to  the  Board  of  Trustees,  but,  as  the 
Secretary  of  that  body,  I shall  be  pleased  to  con- 
fer with  you  at  any  time  about  any  points  not 
made  clear  in  this  letter,  and  will  appreciate  it 
as  a courtesy  if  you  will  keep  me  informed  con- 
cerning any  action  taken  by  your  Society  so  that 
1 may  be  in  a position  to  inform  the  Trustees. 

Very  truly  yours, 

James  Hunter,  Jr.,  Secretary. 


The  State  Association’s  Obligation  to  the 
County  Society. 

At  the  recent  conference  of  State  Society  Sec- 
retaries, held  at  .Chicago  under  the  auspices  of 
the  American  Medical  Association,  Dr.  J.  Bennett 
Morrison  addressed  the  gathering  upon  the  sub- 
ject embraced  in  the  above  title.  It  is  impossible 
to  reproduce  at  the  moment  his  entire  speech  but 
we  are  glad  to  present  in  summarized  form  the 
principal  headings  under  which  he  spoke,  and 
which  will  fairly  well  indicate  the  important 
points  be  made. 

(1)  It  is  a matter  of  prime  importance  to 
elect  aggressive  and  progressive  State  Society 
officers;  men  who  are  not  merely  themselves  hon- 
ored by  this  distinction  but  who  will  reflect  credit 
upon  the  organization  and  who  will  labor  actively 
in  promoting  the  interests  of  the  entire  mem- 
bership. 

(2)  Officers  should  visit  the  component  so- 
cieties, and  by  personal  visitation  carry  to  each 
county  society  a discussion  of  all  the  important 
problems  confronting  the  profession,  and  partici- 
pate in  the  solution  of  these  problems.  When 
state  legislation  is  to  be  proposed,  or  when  it  is 
pending,  it  is  just  as  important  to  discuss  such 
matters  with  the  local  organizations  as  to  present 
the  propositions  at  the  Annual  State  Society 
meeting. 

( 3 J Postgraduate  extension  work  should  be 
urged  upon  the  county  societies  and  the  best 
forms  of  such  studies  for  the  different  localities 
considered  so  that  the  advantages  may  be  made 
available  to  as  many  members  as  possible. 

(4)  Gathering  of  historical  data  and  preser- 
vation of  papers,  books,  records,  instruments, 
and  property  of  all  sorts  should  be  encouraged 
for  the  honor  of  the  community  and  the  glory 
of  the  whole  profession  A permanent  home  for 
the  conservation  of  such  material  should  be  the 
pride  of  each  state,  even  of  each  county. 

(5)  Wherever  possible,  the  State  Society 
should  provide  for  the  services  of  an  Executive 
Secretary  who  will  spend  every  moment  of  every 
day  in  thought  and  study  concerning  such  mat- 
ters of  interest  and  importance  as  affect  all  the 
members  of  the  profession  in  the  state;  the  prob- 
lems of  the  State  Society  embrace  those  of  the 
various  county  societies. 

(6)  The  State  Society  officers  should  see  to  it 
that  only  active  members  are  appointed  or  elected 
to  all  committees,  and  should  then  insist  upon 
such  committees  functioning  effectively. 

(7)  When  important  business  is  anticipated 
as  coming  before  the  State  Society,  the  officers 
should  endeavor  to  use  the  referendum  in  some 
form  so  as  to  gather  in  opinions  from  all  quarters. 

(8)  The  State  Medical  Journal  should  be 
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made  one  of  the  very  best  of  state  journals  pub- 
lished; if  it  is  of  the  right  type  and  is  maintained 
upon  a high  standard,  it  will  be  read  by  the  mem- 
bers in  advance  of  any  other  of  their  periodicals. 

(9)  Provision  should  be  made  to  safeguard 
all  members  by  securing  to  them  the  means  of 
procuring  adequate  Indemnity  Insurance  at  the 
lowest  cost  compatible  with  safety. 

(10)  Efforts  should  be  made  to  promote  close 
cooperation  between  the  State  Society  and  vari- 
ous organizations  related  to  medical  matters — 
the  State  Board  of  Health,  Board  of  Medical  Li- 
censure, Board  of  Education,  and  lay  bodies  con- 
cerned with  health  problems. 


THE  DANGER  OF  RABIES  TO  PUBLIC 
HEALTH. 

Henry  B.  Costill,  M.D.,  Director, 

New  Jersey  State  Department  of  Health. 

The  importance  to  which  rabies  has  developed 
as  a public  health  problem  in  New  Jersey  is  in- 
dicated by  the  following  statistics:  during  the 
past  3 years  (1923-25)  the  diagnostic  laboratories 
in  the  state  have  demonstrated  the  presence  of 
rabies  in  more  than  575  dogs;  more  than  55  0 
persons  have  been  given  the  Pasteur  treatment 
at  public  expense;  and  10  persons — all  but  2 of 
them  children — have  died  of  rabies.  We  know 
that  many  rabid  animals  are  killed  and  disposed 
of  without  a laboratory  examination  of  the  brain, 
and,  hence,  that  the  575  known  rabid  animals  is 
but  a fraction  of  the  total.  We  are  equally  aware 
that  many  persons  bitten  by  rabid  dogs  are  treat- 
ed at  their  own  expense,  and  no  record  is  avail- 
able of  the  number  which  should  be  added  to 
those  known  to  have  undergone  the  Pasteur 
treatment.  Of  these  10  persons  who  died,  the 
record  of  1 is  lost  and  we  do  not  know  whether 
or  not  he  was  treated;  3 did  not  receive  Pasteur 
treatment;  and,  of  the  remaining  6,  2 began  treat- 
ment 5 or  6 days  after  being  bitten,  in  spite  of 
the  fact  that  1 of  them  was  bitten  about  the  face. 
The  other  4 were  treated  promptly,  but  died  in 
spite  of  the  Pasteur  treatment. 

Rabies  is  a menace  to  the  state,  and  can  be 
wiped  out  by  rigidly  enforced  control  measures, 
but  there  is  at  this  time  no  law  to  serve  as  the 
basis  for  control.  Therefore,  the  State  Depart- 
ment of  Health  had  introduced  into  the  Legisla- 
ture a Bill  which  provides  that  every  owner  or 
keeper  of  a dog  shall  apply  for  a dog  license,  at 
which  time  the  owner  shall  file  a certificate  of 
anti-rabies  vaccination,  or  in  lieu  of  such  a cer- 
tificate the  owner  or  keeper  must  satisfy  the 
issuing  officer  that  the  dog  will  be  effectively 
muzzled  when  running  at  large;  under  these  con- 
ditions a dog  license  shall  be  issued.  The  regis- 
tration fee  is  fixed  at  .$1.00  for  male  and  $3.00 
for  a female  dog.  The  bill  provides  for  kennel 
licenses;  the  seizure,  redemption,  and  disposal  of 
stray  dogs;  and  the  canvass  of  dog  owners. 

This  bill  has  been  reported  favorably  by  the 
committee  to  which  it  was  assigned,  and  should 
receive  the  hearty  support  of  the  medical  pro- 
fession and  other  persons  interested  in  the  pro- 
tection of  public  health.  The  proposed  law  is 
sound  in  principle  and  practical.  We  know  that 
anti-rabies  vaccination  will  protect  the  dog 
against  rabies.  For  instance,  the  City  of  Orange 
enforced  an  ordinance  requiring  vaccination,  and 
more  than  900  dogs  were  inoculated.  During  the 
year  1924,  there  occurred  7 cases  of  rabies  among 
unvaccinated,  stray  dogs,  and  none  among  the 
vaccinated  dogs.  During  the  year  1925,  one  dog 
developed  rabies  which  had  been  vaccinated  10 


months  previously.  This  is  the  only  case  in  New 
Jersey  in  which  a vaccinated  dog  is  known  to 
have  contracted  the  disease  and  in  no  way  viti- 
ates the  statement  that  the  vaccination  does  pro- 
tect, for  we  know  that  no  protective  measure  is 
ever  100%  perfect.  Rabid  dogs  are  known  to 
have  bitten  other  vaccinated  dogs  in  Orange  dur- 
ing the  year  and,  with  this  one  exception,  they 
did  not  develop  the  disease. 

In  West  Orange,  which  has  a similar  ordinance, 
2 000  dogs  have  been  vaccinated,  at  least  a half 
dozen  of  which  were  bitten  by  known  rabid  dogs 
and  did  not  develop  the  disease.  Other  non- 
immunized  dogs  bitten  by  the  same  rabid  ani- 
mals died  of  rabies.  In  Englewood  and  Mont- 
clair, ordinances  requiring  the  vaccination  or 
muzzling  of  all  dogs  have  resulted  in  the  vac- 
cination of  a large,  but  unknown,  number  of  ani- 
mals. Here  too,  vaccinated  dogs  are  known  to 
have  been  bitten  by  rabid  dogs,  and  none  have 
developed  the  disease. 

This  New  Jersey  evidence  conforms  to  that  of 
preventive  measures  adopted  in  other  states, 
such  as  Connecticut,  and  in  foreign  countries, 
such  as  Japan.  The  evidence  is  reviewed  at 
length  by  Mulcahy  (Mulcahy,  John  V.:  Experi- 
ence with  Canine  Anti-Rabies  Vaccine.  Public 
Health  News,  New  Jersey  State  Department  of 
Health,  9:1,  Dec.,  1925),  and  physicians  who 
wish  to  have  at  their  command  the  facts  in  re- 
gard to  prevention  of  rabies  among  dogs  should 
reread  this  valuable  paper. 

Important  as  it  is  that  cities  adopt  ordinances 
to  control  the  spread  of  this  disease,  no  city  can 
protect  itself  entirely,  because  stray  dogs  from 
unprotected  areas  inevitably  will  enter  and  at- 
tack residents.  The  solution  is  the  enactment  of 
a state  law  so  that  the  more  backward  com- 
munities can  be  coerced  into  carrying  out  the 
necessary  protective  measures. 


Communications;. 


A VISIT  TO  THE  CLEVELAND  CLINIC 
(CHILE'S)  HOSPITAL. 

(Letter  form  John  Hammond  Bradshaw,  M.D., 
F.A.C.S.,  Orange,  N.  J.) 

The  Cleveland  Clinic  Hospital  has  only  been 
in  operation  18  months.  The  organization  con- 
sists of  the  “Clinic”  and  the  Hospital  proper; 
separate  buildings  on  different  but  adjacent 
streets.  The  former  is  run  on  lines  similar  to  the 
Mayo  Clinic  and  reminded  me  very  much  of  that 
organization,  being  housed  in  a large  many  storied 
building  with  offices  and  registration  bureau  on 
the  ground  floor  and  a multitude  of  rooms,  reach- 
ed by  elevators,  for  special  examination  and  ex- 
perimentation on  the  floors  above.  One  is  at 
once  impressed  with  the  great  efficiency  and 
exactitude  of  all  its  appointments.  Patients  come 
to  the  clinic  first  and  receive  the  requisite  exami- 
nation and  then  appointment  and  assignment  for 
hospital  research  or  operation;  it  is  surgical  ef- 
ficiency brought  to  the  nth  degree! 

“The  Cleveland  Clinic  Hospital”  needs  a few 
words  of  description.  It  is  an  8 story  steel,  brick 
and  concrete  structr-e  which  cost  about  $1,000,- 
000.00.  Five  floors  accommodate  from  30  to  40 
patients  each.  The  conception  of  constructing 
it  in  such  a manner  that  each  and  every  room 
is  an  operating  room  seemed  to  me  highly  origi- 
nal. The  rooms  accommodate  1,  2,  or  in  a few 
instances  4 beds,  and  have  wide  doorways  (44 
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inches)  with  windows  intentionally  placed  direct- 
ly in  front  of  the  doors  in  order  to  give  direct 
circulation  of  fresh  air;  avoiding  stale  air  pockets 
and  assuring  absolute  freedom  from  hospital 
odors.  In  fact,  the  air  seemed  to  me  as  sweet 
and  fresh  as  the  out  of  doors  atmosphere.  Hard- 
finished  walls  painted  in  pleasantly  shaded  enam- 
el paint  gave  the  rooms,  even  when  vacant,  al- 
most a furnished  look.  The  halls  were  floored 
with  tarrazzo,  with  the  exception  of  a central 
30-inch  strip  of  softly  colored  rubber  tiling  ex- 
tending the  whole  length  of  each  corridor,  and 
affording  a velvety  soundless  tread. 

There  are  several  regulation  operating  rooms 
on  the  top  floor  where  all  the  sterlizing  outfit  is 
located.  These  rooms  are  used  by  Dr.  Crile  for 
all  but  goiter  cases.  His  basic  idea  in  goiter  cases 
is  to  relieve  the  patient  of  the  necessity,  anxiety, 
distress  and  danger  of  leaving  her  room  or  bed 
or  even  knowing  that  an  operation  is  due,  im- 
pending or  even  immediately  to  be  performed. 
A dozen  or  more  ward  carriages  on  roller  bear- 
ings, loaded  with  sterilized  instrument  and  dress- 
ing trays  for  every  operation,  are  here  prepared 
for  instant  call;  and  before  and  after  leaving  this 
floor  for  their  journey  to  the  designated  spot  are 
kept  covered  with  layers  of  sterilized  sheeting. 

Operations  begin  at  8 a.  m.  The  visiting  sur- 
geons were  given  a typed  list  of  the  days  oper- 
ations. A copy  of  the  list  given  out  the  day  I was 
there  follows: 

Cleveland  Clinic  Hospital, 

Schedule  of  Operations. 

Date,  Jan.  19,  1926. 


Time. 

Room. 

Operation. 

Dr 

. Crile. 

1 

8:00 

616 

Lobectomy  or  closure. 

2 

8:15 

610 

Lobectomy  or  closure. 

3 

8:30 

526 

Lobectomy. 

4 

8:45 

530 

Thyroidectomy. 

5 

9:00 

429 

Lobectomy  or  closure. 

6 

9:15 

410 

Thyroidectomy. 

7 

9:30 

404 

Thyroidectomy. 

8 

9:45 

432 

Lobectomy. 

9 

10:00 

410 

Ligation. 

10 

10:10 

412 

Thyroidectomy. 

11 

10:25 

302 

Lobectomy. 

12 

10:40 

307 

Lobectomy. 

13 

10:55 

310 

Lobectomy. 

14 

11:10 

312 

Lobectomy. 

15 

11:25 

322 

Lobectomy. 

16 

11:40 

325 

Lobectomy. 

17 

11:55 

328 

Thyroidectomy. 

18 

12:10 

210 

Lobectomy. 

19 

12:25 

210- 

Thyroidectomy. 

20 

12:40 

218 

Thyroidectomy. 

21 

12:55 

218 

Thyroidectomy. 

22 

1:00 

228 

Ligation. 

23 

1:10 

229 

Lobectomy. 

24 

1:25 

630 

Laparotomy. 

25 

2:00 

432 

Laparatomy. 

Dr. 

Lower. 

26 

8:00 

314 

Bladder  tumor  resection. 

Dr. 

Jones. 

27 

9:00 

Ther 

D.  & C.  Radium  fibroids. 

28 

9:15 

Ther 

D.  & C.  Radium. 

29 

9:30 

Ther 

Exc.  Plasmocytoma  neck; 

rectal  anesthesia. 


Dr.  Waugh. 

30  10:30  TCI  Tonsillectomy. 

Dr.  Dinsmore. 

31  2:00  5 28  Thyroidectomy. 


As  one  takes  up  the  paper,  he  involuntarily 
gasps  to  find  under  Dr.  Crile’s  name  a program 
of  25  operations  slated  at  about  15  minutes  head- 
way each  for  the  morning.  But  the  imposible 
becomes  possible  as  the  technic  and  perfect  team- 
work develop.  Thyroid  cases  are  prepared  for 
the  requisite  number  of  days  by  the  following 
treatment:  Lugol  solution  routine;  only  typical 
exophthalmic  cases  to  be  put  on,  as  follows: 

(1)  Digitalis  p.r.n. 

(2)  Lugol  15  min.,  t.i.d.,  until  day  of  opera- 
tion. 

(3)  Immediately  after  operation,  Lugol  3 c.c. 
in  milk  by  rectum. 

(4)  Lugol  15  min.  by  mouth  afternoon  of 
operation  or  2 c.c.  by  rectum  at  6 p.m. 

(5)  Day  following  operation  patient  to  get 
15  min.  of  Lugol,  and  this  repeated  daily  for 
period  of  3 days. 

Articles  required  for  Thyroidectomy: 

1 Adhesive  strip  with  bandages. 

2 Plain  adhesive  strips. 

1 pillow  with  rubber  slip. 

2 bed  blocks. 

2 knee  straps. 

1 goiter  roll. 

2 foot  stools. 

1 ice  compress. 

Crile  light. 

Scrub  with  ether,  iodin  and  alcohol. 

Hypodermoelysis. 

Rubber  draw  sheet  to  head  of  bed. 

Patients  do  not  receive  breakfast.  A liquid 
breakfast  is  served  only  to  patients  whose  opera- 
tion is  scheduled  for  later  than  12  o’clock.  The 
regular  breakfast  hour  is  between  8:30  and  9:30, 
a.  m.,  a little  later  than  is  usual  in  hospitals, 
so  that  quite  a number  of  operations  are  finished 
before  the  breakfast  hour. 

Morphin  and  atopin  are  given  routinely  be- 
fore operation;  by  the  mouth  generally.  As  local 
anesthesia  is  the  chief  dependancy  and  only  a 
whiff  or  so  of  gas  and  oxygen  is  used  off  and  on 
there  is  no  time  lost  in  getting  the  patient 
“under”.  The  gas  and  oxygen  for  anesthesia  are 
manufactured  in  the  hospital,  stored  in  tanks  in 
the  basement,  and  piped  to  the  operating  rooms 
and  bed  rooms.  This  reduces  the  expense  of  gas 
and  oxygen  about  50%. 

At  no  time  during  those  thyroidectomies  I 
witnessed  did  the  patient  fail  to  respond  to  ques- 
tions asked  during  performance  of  the  operation. 
Dr.  Crile  operates  with  2 assistants  and  2 nurses. 
One  assistant  is  the  artery  clamp  man  and  the 
other  the  “retractor”.  A marv  lously  efficient 
instrument  nurse,  using  the  sheet  covered  ab- 
domen and  legs  of  the  patient  as  her  chief  table, 
slaps  with  decided  audition  and  with  great  rapid- 
ity, each  artery  clamp  into  the  extended  hand  of 
the  first  assistant.  As  Dr.  Crile  cuts  more  than 
he  dissects  (with  but  little  blunt  divisional  work) 
the  snap,  snap,  snap  of  each  successive  clamp 
into  the  assistants  hand  follows  in  succession 
almost  like  the  tick  of  the  clock,  for  in  5 minutes 
time  5 dozen  clamps  are  likely  to  be  applied.  I 
was  at  first  surprised  (afterwards  I applauded) 
at  the  usual  amount  of  force  used  for  trac- 
tion on  the  glandular  lobes,  but  Dr.  Crile  al- 
ways avoided  traction  on  the  trachea  by  pro- 
visional mesial  incision  of  the  gland  structure. 

I repeat,  I applauded  as  I could  see  how  by  so 
doing  not  only  was  the  extraction  greatly  facilitat- 
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ed  but  safety  was  enhanced  by  this  traction  and 
pulling'  the  gland  away  from  important  structures 
such  as  vessels  and  nerves.  It  rarely  took  longer 
than  5 to  10  minutes  for  removal  of  the  gland. 
Sometimes  Dr.  Crile  would  begin  and  finish  each 
case,  but  often  he  would  leave  the  wound  to  be 
closed  by  his  highly  trained  assistants  and  rapid- 
ly go  to  the  intermediate  room,  change  his  gloves 
and  gown  and  go  to  the  next  case  that  was  ready 
(the  skin  and  muscular  incisions  having  been 
perhaps  already  made),  for  the  removal  of  the 
growth  itself.  As  half  a dozen  or  so  cases  were 
kept  in  the  preparatory  stage  at  one  time,  there 
was  great  economy  of  time.  Sometimes  the  several 
operation  rooms  (i.e.,  the  patients  bedioom) 
were  on  the  same  floor,  and  sometimes  we  took 
the  elevator  to  the  next  upper  or  lower  floor. 

I want  to  get  this  little  point  “over  the  top". 

I do  not  believe  this  unusual  rapidity  but  safety 
of  work  could  be  possible  if  it  were  not  for  the 
“Crile  Lamp’’.  Mow,  this  is  an  absurdly  inexpen- 
sive article.  It  consists  of  an  ordinary  IMazda 
lamp  on  a stick!  This  stick  is,  say  30  inches  long, 
a little  larger  than  a curtain  roller.  It  is  made 
of  a hollow  broom  stick  painted  with  enamel. 
The  lamp  cord  is  passed  through  the  hollow  of 
the  stick.  The  lamp  painted  on  two-thirds  of  its 
surface,  is  coated  first  with  quicksilver  and  then 
painted  dark  green  and  is  held,  wrapped  in  a 
sterile  towel,  by  the  only  second  operating  nurse 
in  the  room,  who  stands  on  a stool  above  the  pa- 
tient’s head  and  by  holding  one  end  of  the  long 
stick  is  herself  out  of  the  way  but  is  able  to  give 
mobile  illumination  and  that  with  absolutely  no 
interference  nor  glare  to  the  operator,  an  intense 
and  most  satisfactory  light  projected  into  any 
and  every  part  of  the  wound;  thus  at  the  expense 
of  a few  cents  is  furnished  an  operating  lamp  that 
not  only  is  able  to  be  taken  anywhere  at  any  time 
(out  of  doors  as  well  as  indoors,  closet  or  bed- 
chamber), but  is  by  actual  working  demonstration 
better  in  many  cases  than  the  $500.  or  $1000. 
operating  room  illuminants  it  has  been  my  ex- 
perience to  witness  in  use.  In  fact,  I take  off  my 
hat  (vulgarly  speaking)  to  the  man  who  can  sim- 
plify this  great  problem  of  the  operating  room 
in  such  a striking  and  indisputable  way.  To  see 
is  to  believe.  It  has  almost  scrapped  the  expen- 
sive operating  room  overhead  illumination  (for 
it  is  just  as  effective  when  sunlight  is  striking 
the  sheets  as  at  night).  Overhead  light  is  not 
the  only  problem  solved. 

I know  little  of  the  management  of  this  hos- 
pital. I have  never  seen  a report  but  I do  know 
that  everyone,  including  Dr.  Crile,  is  whole-time 
and  on  a salary  basis — this  includes  the  37  (or 
more)  internes  and  clinical  assistants;  6 0 regis- 
tered nurses  are  constantly  employed  and  an 
average  of  about  90  “special’’  nurses.  A “special’’ 
is  used  on  any  case  when  necessary.  The  patients 
pay  for  the  operation  from  $100.  to  $10,000.  The 
fee  for  operation  is  fixed  before  admission,  by  a 
secretary  in  the  clinic.  It  is  regulated  according 
to  the  patient’s  income,  number  of  dependents, 
and  so  forth.  Free  work  is  done  in  some  in- 
stances. They  pay  from  $6.  to  $16.  for  board  and 
rooms  per  day.  The  average  time  in  the  hos- 
pital after  the  operation  is  from  1 to  2 weeks, 
and  the  mortality  in  5246  cases  a year  has  been 
only  0.8%. 

This  institution  is  self-supporting  and  is  not 
run  for  profit.  Any  surplus  receipts,  that  is, 
after  all  expenses  are  paid,  would  cause  a reduc- 
tion of  rates  to  the  patients. 

Now  can  you,  in  this  efficient  world,  find  the 
equal  of  the  Cleveland  (Crile)  Clinic? 


SPECIAL.  LETTER  FROM  DR.  MAC  ALISTER, 

REPORTING  PROCEEDINGS  OF  ANNUAL 
CONGRESS  ON  MEDICAL  EDUCATION. 

The  Annual  Congress  on  Medical  Education 
and  Medical  Licensure  held  in  Chicago  on  Feb- 
ruary 15,  16  and  17,  1926,  was  especially  notable 
for  the  discussion  on  shortening  the  medical 
course,  protecting  the  public  from  inferior  prac- 
titioners and  the  uniform  opinion  of  the  value  of 
the  hospital  interne  year.  No  suggestions  were 
made  in  regard  to  further  increasing  entrance 
requirements  into  medical  colleges.  The  train- 
ing of  a sufficient  number  of  well  trained  physi- 
cians to  meet  the  need  was  realized. 

Dr.  A.  D.  Bevan,  Chairman  of  the  Council  of 
Medical  Education,  welcomed  the  delegates  and 
said  that  medical  schools  must  be  developed  on 
broader  lines.  Proper  medical  education  is  cost- 
ly and  hospital  facilities  should  be  developed  at 
the  expense  of  the  community,  as  the  commun- 
ity profits  both  by  having  its  sick  properly  cared 
for  and  also  by  the  proper  training  of  physicians. 
The  faculty  of  a medical  college  should  be  medi- 
cal men  in  close  touch  with  the  actual  needs  of 
the  pi’actice  of  medicine.  Anatomy  and  physi- 
ology should  be  taught  from  viewpoint  of  actual 
medical  usefulness.  Adequate  salaries  for  faculty 
and  broadly  trained  men  for  heads  of  depart- 
ment are  imperative. 

Dr.  Wilbur,  of  Stanford  University,  said  it  was 
possible  to  keep  sufficiently  accurate  time  for  all 
practical  purposes  with  a small  and  inexpensive 
watch  and  that  it  was  possible  to  properly  edu- 
cate physicians  with  a less  extensive  endowment 
than  recommended  by  Dr.  Bevan;  the  real  prob- 
lem consisting  in  finding  suitable  men  for  the 
instruction  of  the  medical  student  and  later  the 
carrying  out  of  proved  scientific  principles  to  the 
cure  and  alleviation  of  disease.  Only  one-half  of 
the  students  in  the  University  of  Illinois  were 
vaccinated  at  the  time  of  the  recent  small-pox 
epidemic.  This  was  inexcusable  as  the  virtue  of 
small-pox  vaccine  was  definitely  established  many 
years  ago. 

Dr.  William  Pepper,  of  the  University  of  Penn-, 
sylvania,  said  that  about  40  students  each  year 
were  admitted  to  his  third  year  class  from  the 
two  year  medical  colleges  and  this  was  the  maxi- 
mum number  that  could  be  properly  accommo- 
dated. The  University  of  Pennsylvania  is  unable 
to  admit  all  of  the  students  who  take  their  pre- 
medical training  in  the  University  of  Pennsyl- 
vania. 

Dr.  K.  P.  B.  Bonner,  Secretary  of  the  North 
Carolina  Board  of  Medical  Examiners,  stated  that 
11  states  required  4 courses  of  instruction  to  be 
given  in  4 different  college  years.  Two  states 
specify  that  a minimum  of  40  months  of  actual 
instruction  shall  have  been  taken.  Sixteen  state 
laws  make  no  mention  of  the  time  required  for 
securing  a medical  degree. 

Dr.  Walter  L.  Bierring,  Secretary  of  the  Fed- 
eration of  State  Medical  Boards  of  the  United 
States,  insisted  that  more  practical  training  is 
needed.  The  Deans  of  Medical  Colleges  should 
be  in  intimate  contact  with  State  Examining 
Boards  and  the  Examining  Boards  should  fre- 
quently inspect  the  various  colleges  and  courses 
in  study.  By  cooperation  between  the  faculty  and 
the  State  Board  much  can  be  accomplished. 

The  important  problem  of  saving  time  in  edu- 
cation of  the  medical  student  was  ably  discussed 
by  Dr.  Charles  H.  Judd,  head  of  the  Department 
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of  Education,  University  of  Chicago.  He  out- 
lined a plan  of  shortening  the  time  necessary  for 
the  work  of  the  first  8 grades  and  said  that  if 
suitable  books  were  written  with  this  plan  in 
view  the  average  boy  or  girl  could  easily  com- 
plete the  work  of  the  first  8 grades  in  6 years. 
Each  year  finds  the  elementary  student  doing 
more  advanced  work  in  the  corresponding  grades. 
The  study  of  algebra  and  foreign  languages  are 
often  begun  in  the  fifth  grade. 

Dr.  Wilbur  said  that  the  standard  medical 
course  could  be  completed  within  a total  of  40 
months  by  shortening  the  length  of  the  college 
vacations  and  working  under  the  Quarter  Sys- 
tem (4  terms  of  12  weeks  each  per  calendar 
year.)  He  did  not  strongly  advise  shortening  the 
elementary  years  from  8 to  6,  as  the  time  factor 
is  very  important  in  the  development  of  the 
child.  The  work  of  the  Junior  High  School  nat- 
urally assists  in  developing  the  student.  It  is  not 
to  be  expected  that  standard  education  programs 
will  be  disturbed  for  the  benefit  of  the  compara- 
tively small  proportion  of  students  entering  the 
medical  schools.  The  development  in  medicine 
is  dependent  upon  the  training  given  in  science 
and  the  application  of  science  to  medicine. 

Dr.  Henry  Christian,  of  Harvard  Medical 
School,  presented  a paper  on  “The  Selection  of  a 
Hospital  for  Interne  Training”.  After  discussing 
the  relative  value  of  a rotating  service  and  one 
consisting  largely  of  surgical  or  medical  work, 
he  stated  that  a service  largely  of  medical  or  sur- 
gical work  is  to  be  preferred  to  a rotating  serv- 
ice of  less  than  18  months. 

The  number  of  beds  in  a hospital  or  the  char- 
acter of  equipment  is  not  suitable  criteria  for 
selecting  a hospital  for  interneship.  The  use  of 
the  clinical  material  and  the  character  of  the 
instruction  is  of  greater  value.  One  patient  well 
studied  is  much  more  beneficial  to  the  student 
than  a large  amount  of  routine  work.  The  best 
index  for  selecting  a hospital  is  on  the  basis  of 
the  proportion  of  autopsies  secured.  Any  hos- 
pital where  less  than  25%  of  the  deaths  come 
to  the  autopsy  table  is  not  a suitable  hospital 
for  interneship.  When  each  patient  in  a hospi- 
tal has  been  properly  studied  the  great  values 
of  the  instruction  can  only  be  obtained  by  post- 
mortem examination.  A list  of  hospitals  was 
given  showing  this  proportion.  Johns  Hopkins 
with  93%  was  highest;  Mayo  Clinic,  98%;  Pres- 
byterian Hospital,  Chicago,  62%;  Mt.  Sinai,  N. 
Y.,  61%;  Jefferson,  Philadelphia,  38%,  and  Bos- 
ton Homeopathic  Hospital,  35%;  are  some  of  the 
hospitals  listed. 

Dr.  Guy  Connor,  Secretary  of  the  State  Board 
of  Michigan,  discussed  the  admission  of  for- 
eign medical  graduates  to  licensure  examinations. 
The  Medical  hurdles  are  plenty  high  for  practical 
selection  of  those  competent  to  practice  medicine 
but  when  one  plank  is  taken  and  put  on  top  to 
raise  requirements,  frequently  that  plank  is  taken 
from  the  bottom  and  the  incompetent  man  slips 
under  and  begins  the  practice  of  medicine.  An 
extra  year  of  medical  work  in  a first  class  med- 
ical school  should  be  required  before  any  foreign 
physician  is  permitted  to  be  examined  for  li- 
censure. It  is  most  difficult  to  obtain  satisfac- 
tory evidences  from  many  medical  colleges  in 
Europe  and  it  is  doubtful  if  any  graduates  from 
rn°dical  colleges  other  than  England  and  France 
should  be  considered.  The  plan  of  having  each 
foreign  graduate  satisfactorily  complete  the  sen- 
ior year  in  one  of  our  good  medical  schools 
was  recommended.  Several  of  the  delegates  com- 
mented favorably  on  this  plan  and  in  addition 


advised  American  citizenship  before  being  licens- 
ed to  practice  medicine.  The  State  of  New  Jersey 
also  requires  that  the  candidates  pass  the  State 
examinations  in  English. 

Dr.  Robert  L.  Rowley,  Secretary  Medical  Ex- 
amining Board  of  Connecticut,  presented  a paper 
on  “Medical  Legislation  in  Connecticut”.  The 
new  Connecticut  law  is  modeled  after  the  [Wis- 
consin Law  and  aims  to  set  up  the  required  ma- 
chinery to  insure  proper  education  of  physicians 
without  any  discrimination  against  any  system 
of  therapeutics. 

Dr.  T.  C.  Waite,  who  has  made  a very  thor- 
ough investigation  of  the  deplorable  medical  con- 
ditions in  the  states  of  Missouri  and  Connecticut, 
presented  in  great  detail  some  of  the  nefarious 
methods  used  in  securing  licenses  to  practice 
medicine. 

Dr.  Don.  H.  Griswold,  Commissioner  of  Health 
of  the  State  of  Iowa,  presented  a splendid  argu- 
ment for  “The  Annual  Registration  of  Physi- 
cians". In  Iowa,  about  10,700  physicians  have 
been  licensed  since  the  first  law  went  into  effect 
in  1886.  One  year  of  interneship  was  demanded 
in  1910  and  only  graduates  of  Class  A medical 
colleges  are  examined.  In  1906,  available  lists 
indicated  that  there  were  about  5000  physicians 
licensed,  practicing  in  Iowa  and  that  the  death 
rate  was  larger  than  the  applicants  for  licensure. 
One  low  grade  cult  school  in  the  State  of  Iowa 
graduated  3000  students  in  a single  year  and  it 
was  estimated  that  the  number  of  licensed  phy- 
sicians was  only  about  three-fifths  of  the  total 
number  practicing  medicine.  The  Annual  Regis- 
tration Law  of  Iowa  requires  a fee  of  one  dollar 
per  year  from  each  licensed  physician.  The  of- 
ficial list  of  licensed  physicians  is  sent  to  each 
prosecuting  attorney  of  each  county  and  the 
same  list  sent  to  each  County  Medical  Society. 
Great  benefit  to  the  public  and  to  the  physicians 
themselves  results  from  this  plan. 

Dr.  Stuart,  of  the  Missouri  State  Board,  in  dis- 
cussing Dr.  Waite’s  paper,  said  that  drastic 
changes  have  been  made  in  Missouri  and  that 
state  is  no  longer  the  “Show  Me  State”.  The 
transformation  that  has  been  made  entitles  it  to 
now  be  called,  “The  Show  You  State”. 

Dr.  Wilbur  delivered  a forceful  address  on 
“Health — A Business  Asset”,  before  the  Chicago 
Association  of  Commerce.  He  said  in  part  that 
“The  most  useful  knowledge  is  Health  Knowl- 
edge. We  must  observe  the  laws  of  nature.  Al- 
though many  animals  and  plants  have  been 
domesticated  yet  no  legislation  can  prevent  the 
working  of  a natural  law.  California  recently 
passed  a law  defining  the  symptoms  a cow  suf- 
fering from  tuberculosis  must  have.  Neither  the 
cow  nor  the  tubercule  bacillus  observes  this  law. 
U any  city  would  put  into  practice  and  observe 
the  known  laws  of  health  that  city  would  soon 
surpass  all  other  cities. 


Supply  and  Demand. 

Two  cracker-box  philosophers  at  Bangs  Cor- 
ners were  lamenting  the  times. 

“There’s  laws  bein’  busted  every  day  in  the 
week,”  moaned  the  first.  “Somethin’s  gotta  be 
done  about  it.” 

“Wal,”  comforted  the  second,  "I  reckon  we're 
makin’  new  ones  as  fast  as  the  old  ones  is  bfein’ 
broke.” — Am.  Legion  Weekly. 
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Clinical  Report. 


FOREIGN  BODY  IN  THE  RECTUM. 

W.  P.  Glendon,  M.D.,  Bridgeton,  N.  J. 

A middle  aged  man  was  admitted  to  the  hos- 
pital on  account  of  a very  unusual  accident.  The 
following  history  was  obtained  in  his  own  words: 
“I  have  frequently  had  a sensation  of  weight  and 
pain,  attended  by  bearing  down  pain,  in  the  rec- 
tum, coming  on  at  intervals,  and  in  order  to  get 
relief,  have  been  in  the  habit  of  setting  on  some 
hard  object,  pressed  against  the  anus.  On  this 
occasion  I placed  a jelly  glass  on  the  end  of  a 
broom  handle,  and  sat  on  it.”  While  in  this  po- 
sition, he  became  dizzy  and  fell  over,  with  the  re- 
sult that  the  glass  was  driven  into  the  anus,  past 
the  sphincters,  and  lodged  in  the  pelvic  portion 
of  the  rectum.  All  attempts  to  remove  the  glass 
failed  and  he  consulted  his  physician,  who  ad- 
vised him  to  go  to  the  hospital. 

I was  amazed  at  what  he  told  me  and  was  in- 
clined to  doubt  his  statements.  He  was  ether- 
ized and  local  inspection  revealed  a condition  of 
the  parts  that  made  me  suspect  that  he  was  a 
sexual  pervert  and  had  been  in  the  habit  of  satis- 
fying his  desires  by  introducing  foreign  bodies 
into  the  rectum.  The  anus  was  relaxed,  easily 
admitting  the  hand,  so  that  I was  able  to  feel 
the  rim  of  the  glass,  but  all  my  efforts  to  dis- 
lodge it  were  futile.  No  forceps  would  hold  the 
glass,  slipping  off  the  rim,  and  I had  to  be  very 
careful  not  to  fracture  the  glass.  I thought  Of 
obstetrical  forceps  and  found  it  easy  to  introduce 
one  blade,  but  the  rectal  wall  could  pot  be  pushed 
up  far  enough  beyond  the  edge  of  the  glass  to 
permit  the  other  blade  to  be  placed.  The  tum- 
bler had  entered  the  bowel  bottom  end  up,  and 
the  rectal  wall  contracted  around  the  rim  to  form 
a cervical  ring  over  the  rim,  so  that  to  the  ex- 
amining finger  it  conveyed  the  impression  of  a 
partly  dilated  cervix  with  a fetus  presenting.  I 
was  unable  to  overcome  this  obstacle  and  had  to 
think  of  some  other  plan.  As  no  better  expedi- 
ent occurred  to  me,  I was  finally  convinced  of 
the  necessity  for  removing  the  foreign  body 
through  the  abdomen.  After  a brief  iodin  prepa- 
ration of  the  skin,  a right  rectus  incision  was 
made,  and  the  lower  part  of  the  sigmoid  was  iso- 
lated and  carefully  packed  off  with  gauze;  great 
care  was  taken  to  prevent  contamination  of  the 
adjacent  structures.  Before  opening  the  rectum, 
I made  a further  attempt  at  removal  by  bimanual 
manipulation  under  direct  inspection,  but  with- 
out results,  and  then  incised  the  anterior  part  of 
the  sigmoid  for  2 16  inches.  The  glass  was  found 
to  be  tightly  wedged  in  the  hollow  of  the  sacrum 
and  it  defied  all  efforts  at  removal  through  the 
incision,  and  I had  to  resort  to  the  following  plan: 
I passed  the  blade  of  a Deaver  retractor  through 
the  upper  end  of  the  incision  in  the  bowel  down 
over  the  upper  end,  which  was  the  bottom,  of  the 
tumbler  and  while  so  engaged  had  my  assistant 
pass  a blunt  instrument  through  the  rectum  up 
against  the  bottom  of  the  glass  and  push  it  up- 
ward, forcing  it  to  roll  out  over  the  retractor. 
The  rectal  incision  was  then  carefully  sutured  and 
a rubber  tissue  drain  was  left  in  the  pelvis.  There 
was  some  leakage  from  the  bowel  and. some  local 
infection,  but  this  soon  cleared  up  and  the  patient 
made  a good  recovery,  a sadder,  and,  to  be  hoped, 
a wiser  man. 


^bserbattons  from  tfje  Higljtfjousie. 


PROGRESS  IN  BACTERIOPHAGY. 

Those  who  read  Sinclair  Lewis’  last  “best  seller” 
and  appreciated  Martin  Arrowsmith’s  struggle 
with  the  laboratory  and  clinical  problems  concern- 
ing his  bacteriophage  must  be  much  interested  in 
the  numerous  articles  appearing  recently  in  re- 
spect to  this  general  topic.  Linder  the  head  of 
“Bacteriophage  News”,  the  Journal  of  the  Ameri- 
can Medical  Association  presented  recently  (85:- 
2037,  Dec.  26,  1925)  the  following  interesting 
editorial  summarizing  present  knowledge  of  the 
subject:  “There  is  a fascinating  aspect  to  the 

conception  that  bacteria  are  subject  to  enemies 
within  their  own  camp.  Mankind  has  been  in- 
dustrious in  devising  ways  of  destroying  the  harm- 
ful microorganism  by  a great  variety  of  devices. 
Chemical  as  well  as  physical  agents  have  been 
requisitioned  in  this  bitter  warfare;  and  when 
there  has  been  no  adequate  kind  of  ammunition 
devised  or  available,  defensive  barriers  have  been 
erected.  Antisepsis  has  vied  with  asepsis  as  a pro- 
tective devise.  There  can  be  no  cessation  of  activi- 
ties, for  the  menace  is  ever  present  and  seizes 
every  advantage  of  laxity  on  the  part  of  the 
armies  of  preventive  medicine.  Lack  of  prepared- 
ness invites  human  disaster.  In  the  midst  of  this 
tension  has  come  the  news  of  the  bacteriophage, 
the  reputed  discovery  of  a filtrable,  ultramacro- 
scopic  virus,  parasitizing  on  and  destroying  active- 
ly growing,  susceptible  bacteria.  Such  a prospect 
of  unsuspected  potent  help  has  been  hailed  with 
interest  and  enthusiasm  not  only  by  the  scientist 
but  also  by  the  layman.  It  was  d’Herelle’s  idea 
that  there  is  only  a single  bacteriophage,  common 
to  man  and  animals,  capable  by  adaptation  of 
acquiring  a virulence  toward  all  bacterial  species. 
This  view  of  the  unity  of  the  lytic  principle  has 
been  considerably  debated.  Obviously  the  deter- 
mination of  whether  there  is  a multiplicity  of 
bacteriophagic  agents,  each  of  which  is  more  or 
less  specific  for  definite  microbes,  .is  of  great  im- 
portance in  attempts  to  employ  the  bacteriophage 
in  the  warfare  against  infection.  At  the  Rocke- 
feller Institute  for  Medical  Research,  Bronfen- 
brenner  and  Korb  have  lately  observed  persistent 
• differences  in  the  individual  resistance  of  lytic 
filtrates  active  against  different  microorganisms 
in  ways  that  lead  them  to  favor  the  conception 
of  the  multiplicity  of  bacteriophages.  This  dis- 
sipates, for  the  moment,  at  least,  the  hope  of  a 
single  universal  panacea  for  those  infected  with 
bacteria”. 

Believing  that  a condensed  account  of  some  of 
the  details  of  recent  investigations  into  bacterio- 
phage would  be  of  interest,  we  have  made  a hur- 
ried resume  of  the  abstracts  published  in  the 
national  journal  during  the  past  year  and  submit 
the  more  important  ones  herewith.  It  wmuld 
seem  fitting,  however,  to  precede  these  with  a let- 
ter from  Paris  (J.  A.  M.  A.,  85:653,  Nov.  21,  1925) 
instigated  apparently  by  a recent  article  by 
d’Herelle,  (Presse  MOdicale,  Paris  33:1393,  Oct. 
21,  1925):  “d’Herelle  recalls  that,  in  1920,  he 
isolated  in  Indo-China  various  strains  of  bac- 
teriophages virulent  for  B.  pestis  bubonicae.  One 
of  these  specimens,  isolated  at  Bac-Lieu  from  the 
excreta  of  a rat  after  an  epidemic  of  plague,  was 
highly  virulent  from  the  start.  After  establishing 
that  subcutaneous  injection  of  the  filtered  bac- 
teriophage culture  caused  no  disturbances  in  the 
guinea-pig  and  subsequently  none  in  himself, 
d’Herelle  was  about  to  employ  the  bacteriophage 
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in  the  treatment  of  plague  when  he  was  suddenly 
recalled  from  Indo-China.  He  has  recently  ap- 
plied the  treatment,  with  good  success,  in  Egypt, 
where  he  is  the  Director  of  the  Maritime  Sani- 
tary Council  and  the  Quarantine  Board.  His  re- 
port contains  his  observations  in  4 cases  of  bu- 
bonic plague  that  developed  on  a steamer  anchor- 
ed in  the  harbor  of  Alexandria  and  treated  by 
him  in  the  quarantine  hospital. 

The  bacteriophage  cultures  used  in  the  treat- 
ment were  prepared  thus:  To  10c. c.  of  culture  of 
B.  pestis  bubonicae  (cultivated  in  bouillon  for 
24  hours)  was  added  3 c.c.  of  fresh  bouillon  in- 
oculated with  0.02  c.c.  of  a previously  prepared 
bacteriophage  culture  of  high  virulence  for  the 
plague  bacillus.  After  being  heated  in  an  auto- 
clave for  20  hours  at  a temperature  of  37°C., 
bacteriophagea  being  then  complete,  the  clear 
fluid  was  filtered  and  the  patients  were  inoculated 
therewith  directly  in  the  buboes.  In  the  3 cases 
in  which  the  culture  was  injected  within  24  hours 
following  the  appearance  of  the  bubo,  the  general 
condition  of  the  patients  improved  rapidly  within 
a few  hours  . fter  the  injection.  In  the  fourth 
case,  the  intervention  not  having  occurred  until 
the  third  day,  no  definite  improvement  was  noted 
until  a few  hours  after  the  second  injection.  These 
injections  caused  no  local  or  general  reaction.  In 
addition  to  the  expected  bacteriophagic  action  in 
vivo,  injection  of  the  bacteriophage  exerts  an  an- 
titoxic action. 

In  1921,  d’Herelle  published  his  observations 
on  5 patients  with  bacillary  dysentery  treated  by 
ingestion  of  a bacteriophage  culture.  He  did  not 
claim  that  the  specific  treatment  of  dysentery 
had  been  discovered  but  admitted  that  the  facts 
were  convincing  to  him  personally.  This  treat- 
ment, since  applied  in  tens  of  thousands  of  cases, 
has  confirmed  his  belief. 

“d’Herelle  now  asserts  that  bacteriophage  the- 
rapy should  constitute  the  specific  treatment  for 
plague.  From  1 to  2 c.c.  of  a very  virulent  bac- 
teriophage culture  should  be  injected  as  soon  as 
possible.  Since  the  treatment  is  harmless,  it  can 
be  given  as  soon  as  the  diagnosis  becomes  clin- 
ically probable,  without  waiting  for  bacteriologic 
verification.  A single  injection  is  indicated  if  the 
temperature  falls  steadily;  otherwise,  a second, 
or  even  a third,  injection  may  be  given.  In  the 
absence  of  buboes,  in  septicemic  and  pneumonic 
cases,  intravenous  injections  should  be  tried.’’ 

Under  the  title  “The  Present  Status  of  Bac- 
teriophages”, Bail  (Deut.  Med.  Wochsch.,  Berlin, 
51:13,  1925)  shows  that  the  destruction  of  germs 
is  only  one  of  the  actions  of  bacteriophages.  The 
production  of  strains  which  are  resistant  against 
the  bacteriophage  used  is  more  important  for  the 
identification  of  the  latter.  He  believes  that  the 
bacteriophages  represent  splinters  of  chromatin 
which  have  preserved  the  dissolving  but  lost  the 
constructive  property.  Addition  of  them  to  new 
germs,  which  are  in  the  course  of  the  process  of 
division  causes  a predominance  of  the  dissolving 
properties  of  their  chromatin  and  forces  it  to  be- 
come a bacteriophage.  Bacteriophage-resistant 
strains  are  mutations  due  to  a loss  of  the  corres- 
ponding gen,  which  would  otherwise  become  a 
new  bacteriophage.  It  is  possible  that  certain 
pathologic  phenomena  of  an  infectious  nature 
might  have  a similar  endogenous  origin. 

Bordet  (Annales  de  l’lnstitut  Pasteur,  Paris, 
39:717,  Sept.,  1925)  argues  that  the  bacteriophage 
is  not  a living  virus  but  a lytic  substance  produced 
by  the  bacteria  themselves.  His  present  conclu- 
sion is  based  on  his  5 years’  study  of  this  trans- 


missible autolysis  of  bacteria.  He  regards  the 
autolysis  as  the  result  of  the  elaboration  of  a 
lytic  substance  and  assumes  that  this  is  a normal 
physiologic  function  of  microorganisms.  The 
growth  of  the  bacteria  proceeds  unimpaired  as 
long  as  the  different  lytic  substances  counter- 
balance each  other  or  are  not  elaborated  in  excess. 
The  lysis  power  and  susceptibility  to  it  vary  in 
different  bacteria.  A bacterium  unaffected  by  its 
lytic  principle  may  be  unable  to  resist  the  prin- 
ciple elaborated  by  another  species.  The  recep- 
tivity of  the  bacterium  and  the  local  concentra- 
tion of  the  lytic  principle  determine  the  number 
and  extent  of  the  areas  of  the  transmissible 
autolysis.  It  is  possible  that  analogous  substances 
exert  an  influence  on  intercellular  relations  in 
higher  organisms,  contributing  to  normal  func- 
tioning of  organs,  or  inducing  certain  pathologic 
phenomena. 

In  the  Journal  of  Infectious  Deases  (37:35,  July, 
1925)  Hadley  points  out  that  abnormally  rapid 
growth  is  frequently  observed  in  bacterial  col- 
onies under  the  influence  of  a lytic  agent.  More- 
over, although  such  proliferations  may  be  re- 
garded as  analogous  to  those  seen  in  the  tis- 
sues of  plants  and  animals  experiencing  an 
infection  with  an  ultravirus;  similar  prolifer- 
ations may  also  result  from  mechanical  and  chem- 
ical stimuli.  The  observations  reported,  there- 
fore, while  in  harmony  with  d’Herelle’s  concep- 
tion of  the  bacteriophage  as  an  ultravirus,  can- 
not serve  as  proof  of  this  view.  The  observations 
reported  are  also  used  as  the  point  of  departure 
for  formulating  certain  modifications  in  d'Herel- 
le’s  view  which  would  make  possible  a correla- 
tion between  his  cases  and  a class  of  instances  at 
present  excluded  by  him  from  the  phenomenon 
of  transmissible  bacterial  autolysis  is  widespread 
in  the  bacterial  world;  and  that,  although 
d’Herelle’s  hypothesis  offers  the  easiest  and  most 
obvious  explanation  of  the  problem,  we  should 
not  yet  close  our  eyes  to  other  possible  avenues 
of  approach. 

Saldanha  (Arquivos  do  Inst.  Bact.  Camara 
Pestana,  Lisbon,  5:2566,  1924)  reports  extensive 
research  on  the  d’Herelle  phenomenon,  the  re- 
sults of  which  convince  him  that  none  of  the 
theories  so  far  advanced  satisfactorily  explain 
bacteriophagy.  He  asks  whether  it  is  conceivable 
that  an  ultramicrobe  can  be  insensible  to  the 
most  potent  antiseptics,  or  that  a ferment  can  be 
capable  of  multiplying  itself.  If  the  lytic  agent 
were  something  secreted  by  the  bacteria  them- 
selves, it  should  appear  earlier  and  be  more  pro- 
fuse when  the  bacteria  are  numerous,  but  on  the 
contrary  the  bacteriophage  multiplies  much  more 
rapidly  in  emulsions  containing  a scanty  supply 
absence  of  bacteriophage  in  the  new-born,  Pierret 
and  Bilouet  (Comptes  Rendus  de  la  Soci&te  de 
Biologie,  Paris,  93:635,  Aug.  14,  1925)  examined 
of  bacteria.  Trying  to  determine  the  presence  or 
the  meconium  of  8 newly  born  infants  up  to  4 
days  of  age.  No  bacteriophage  for  Shiga’s,  colon 
or  typhoid  bacilli  could  be  detected  even  in  me- 
conium rich  in  microorganisms.  The  bacterio- 
phage content  was  excessive  in  the  stool  of  an 
infant  aged  1 2 days.  It  is  suggested  that  this 
fact  may  be  explained  by  absence  of  bacterial 
growth  in  the  first  few  days  of  life. 

Symbiosis  of  bacteria  and  the  bacteriophage 
is  considered  by  d’Herelle  and  Hauduroy  (Comp- 
tes Rendus  de  la  Soci6t£  de  Biologie,  Paris,  93:- 
128  8,  Nov.  2 7,  1925)  who  report  that  bacterial 
emulsions  treated  with  the  bacteriophage  were 
passed  through  filters  impermeable  for  ordinary 
bacteria.  In  a few  days  or  weeks  the  filtrates 
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showed  bacterial  growth  again,  thus  presenting 
secondary  cultures  of  a filtrable  form  of  bacilli 
resistant  to  the  bacteriophage.  With  only  slight- 
ly virulent  bacteriophage  the  secondary  cultures 
appeared  rapidly,  and  the  bacilli  were  almost  un- 
changed. With  a strongly  virulent  bacteriophage 
the  cultures  were  scanty  and  tardy.  No  bacilli 
or  cocci  could  be  found  in  these  cultures,  only 
fine  granules  which  gradually  increased  in  number 
and  size.  When  the  secondary  cultures  are  trans- 
planted into  a broth  medium,  the  granules  either 
resume  the  shape  of  normal  bacilli  or  they  may 
persist  unmodified  indefinitely.  In  this  latter  case 
they  represent  a perfect  symbiosis  of  the  bac- 
terium with  the  bacteriophage.  The  symbiosis 
may  be  definitive  or  it  may  be  interrupted  by  iso- 
lation on  a solid  medium.  The  phenomenon  of 
symbiosis  is  also  observed  in  secondary  cultures 
from  nonfiltered  bacterial  emulsions,  if  the  bac- 
teriophage is  only  slightly  virulent.  The  vitality 
of  the  association — bacterium  and  bacteriophage 
is  considerable.  Shiga’s  bacillus,  for  instance, 
alone  does  not  survive  for  more  than  a few  weeks 
in  broth,  while  in  symbiosis  with  the  bacteriophage 
it  may  be  kept  alive  for  10  years.  This  fact, 
d'Herelle  and  Hauduroy  say,  may  explain  the 
reviviscence,  the  renewal  of  vital  activity,  of  cer- 
tain infectious  diseases,  the  origin  of  which  is 
still  a mystery. 

Several  interesting  articles  have  appeared  con- 
cerning the  chemical  reactions  of  bacteriophage, 
one  of  which  relates  particularly  to  sodium 
chloride.  Alessandrini  (Policlinico,  Rome,  32:- 
1705,  Dec.  7,  1925)  found  that  all  traces  of  bac- 
teriophage action  were  lost  in  his  cultures  from 
a typhoid  patient  when  the  dilution  of  the  culture 
was  with  physiologic  sodium  chloride  solution 
and  the  tube  was  kept  at  a constant  temperature 
of  37°C.  for  10  days.  Distilled  water  and  hydrant 
water  had  no  such  action  on  the  bacteriophage, 
and  the  destructive  action  of  the  sodium  chloride 
solution  could  be  averted  by  addition  of  a little 
calcium  carbonate.  These  facts  sustain,  he  says, 
the  assumption  that  the  bacteriophage  is  a living 
organism,  as  sodium  chloride  penetrating  the  liv- 
ing cell  forms  within  the  cell  a toxic  product  in 
combination  with  the  acid  it  finds  there,  and  the 
cell  dies.  But  this  occurs  only  with  a living  cell. 
The  bacteriophage  behaves  in  this  respect  like  a 
living  cell.  In  this  connection  Calalb  (Comptes 
Rendus  de  la  Societe  de  Biologie,  Paris,  92:1442, 
May  29,  1925)  reports  that  even  a small  quantity 
of  ox  bile  inhibits  the  lysant  property  of  the  bac- 
teriophage without  destroying  it;  which  may  ex- 
plain the  fact  that  in  typhoid  fever  and  in  typhoid 
carriers  fhe  bacilli  linger  for  the  longest  time 
in  the  gall-bladder.  Wolff  (Nederl.  Tijdsch.  v. 
Genessk.,  Amsterdam,  2:1220,  Sept.  12,  1925) 

states  that  trypsin  loses  its  bacteriophage-like 
action  when  diluted  to  1:200,  while  the  bacterio- 
phage is  still  active  at  this  dilution,  even  after 
adsorption  by  kaolin.  Heating  trypsin  abolishes 
the  bacteriophage-like  action,  while  heating 
scarcely  modifies  the  true  bacteriophage  action. 
Other  tests  have  all  given  concordant  findings,  he 
says,  suggesting  that  the  bacteriophage-like  ac- 
tion of  trypsin  is  due  in  reality  to  the  actual 
presence  of  the  bacteriophage  in  the  trypsin.  This 
has  been  d’Herelle’s  contention  from  the  first, 
while  others  have  hailed  this  action  of  trypsin  as 
evidence  that  the  bacteriophage  is  of  ferment 
nature.  Seiffert  (Deut.  Med.  Wochsch.,  Berlin, 
51:350,  Feb.  27,  1925)  reporting  on  Okamoto's 
experiments  with  bacteriophages  finds  that  the 
lytic  agent  did  not  multiply  if  the  germs  were 
grown  on  protein-free  mediums.  He  believes  that 


d’Herelle’s  phenomenon  is  due  to  an  activation 
of  autolysis  by  products  of  nitrogen  metabolism 
which  are  otherwise  further  decomposed. 

Coming  now  to  the  therapeutic  aspect  of  the 
question,  we  find  Munter  and  Boenheim  (Zeitsch. 
fur  Kinderhlk.,  Berlin,  39:388,  May  22,  1925)  re- 
cording noted  improvement  in  certain  cases  of 
colon  bacillus  cystitis  in  children  and  of  dysentery 
in  infants  and  young  children  after  this  method 
of  treatment.  The  improvement  could  not  usually, 
however,  be  clearly  ascribed  to  direct  curative 
action  of  the  bacteriophage,  partly  because  the 
infective  agents  proved  lysoresistant  in  vitro  and 
partly  because  of  the  probility  of  spontaneous 
convalescence.  The  apparent  harmlessness  of  the 
lysin,  however,  seems  to  justify  further  experi- 
ments with  this  therapy.  Frisch  (Wien.  Klini. 
Wochsch.,  38:838,  July  23,  1925)treated  patients 
with  chronic  pyelocystitis  with  instillations  of 
active  bacteriophage  cultures  into  the  pelvis  of 
the  kidney  and  reports  very  encouraging  results. 
Sick  nga  (Niederl.  Maandsch.  v.  Gennesk.,  Ams- 
terdam, 13:141,  1925)  found  a ba-cteriophage  con- 
stantly in  the  urine  in  4 out  of  2 6 cases  of  colon 
bacillus  pyelitis  in  children  aged  from  5 weeks 
to  3 years;  the  bacteriophage  was  found  oc- 
casionally in  12  others  but  not  at  all  in  10  cases. 
The  course  of  the  pyelitis  did  not  seem  to  be 
modified  by  the  presence  or  absence  of  the  bac- 
teriophage, and  none  was  ever  found  in  urine  or 
feces  that  was  strong  enough  for  complete  lysis 
of  the  corresponding  bacillus  in  bouillon  culture. 
An  autogenous  vaccine  had  little  if  any  influence 
on  the  bacteriophage  findings,  but  the  presence 
of  the  bacteriophage  seemed  to  detract  from  the 
action  of  the  vaccine. 

Concerning  the  part  of  bacteriophage  in  re- 
covery from  typhoid,  Haudoroy  (Presse  Medicale, 
Paris,  33:525,  April  22,  1925)  cites  d’Herelle’s  31 
cases  and  personal  examination  of  30  cases  and 
affirms  that  the  bacteriophage  plays  an  unques- 
tionable part  in  the  process  of  natural  cure.  The 
phenomenon  is  explained  by  the  lytic  action  of 
the  phage  on  the  bacillus.  Cases  with  a predom- 
inant activity  of  the  bacteriophage  tend  to  re- 
covery, while  the  reverse  occurs  in  fatal  cases.  He 
made  blood  cultures  in  more  than  20  patients: 
In  the  first  10  days  the  bacillus  grew  but  the 
phage  was  rarely  present,  or  was  only  weakly 
active;  at  the  end  of  the  disease  if  no  bacilli 
could  be  cultivated  from  the  blood  a strongly  ac- 
tive bacteriophage  could  be  demonstrated;  if 
bacilli  were  present,  a phage  of  only  moderate 
activity  was  found.  Hauduroy  observed  3 cases 
of  typhoid  with  high  fever,  with  rapid  and  sudden 
defervescence  under  the  influence  of  an  active 
bacteriophage  that  was  manifest.  He  believes  that 
the  bacteriophage  which  changed  the  positive 
culture  into  a negative  in  vitro  was  evidently 
responsible  for  the  defervescence  and  subse- 
quent recovery  of  the  patient. 

Cowie,  Parsons  and  Poncher  (Michigan  State 
Med.  Jour.,  24:294,  June,  1925)  report  finding  a 
bacteriophage  or  lytic  principle  developing  uni- 
formly and  characteristically  in  the  stools  of  scar- 
let fever  patients,  seldom  in  those  of  chickenpox; 
it  had  no  lytic  effect  on  hemolytic  streptococci 
isolated  from  the  throats  of  scarlet  fever  patients. 
The  application  of  bacteriophagy  to  epidemics  is 
considered  by  Topley,  Wilson  and  Lewis  (Jour. 
Hygiene,  London,  24:45,  July,  1925)  who  do  not 
believe  that  the  presence  of  bacteriophage  will, 
in  itself,  prevent  the  spread  of  infection,  check  an 
epidemic  when  it  has  once  started,  or  appreciably 
reduce  the  mortality  among  the  population  at 
risk. 
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County  Society  Reports. 


ATLANTIC  COUNTY. 

Joseph  H.  Marcus,  M.D.,  Reporter. 

The  monthly  meeting  of  the  Atlantic  County 
Medical  Society  was  held  at  the  Chalfonte  Hotel, 
on  the  evening  of  February  the  12,  Dr.  D.  Ward 
Scanlan,  presiding.  Dr.  W.  Blair  Stewart,  re- 
porting as  chairman  of  the  Public  Health  and 
Welfare  Committee,  stated  that  the  broadcasting 
of  Health  Talks  was  inaugurated  in  January. 
Those  members  of  the  County  Medical  Society 
who  had  already  broadcast  prepared  articles 
were  Doctors  Samuel  L.  Salasin,  Joseph  H.  Mar- 
cus, D.  Ward  Scanlan,  Clarence  L.  Andrews  and 
Clara  K.  Bartlett.  Future  talks  will  be  given 
by  Doctors  A.  Westney,  W.  P.  Conaway,  W.  E. 
Darnall,  P.  Marvel,  Jr.,  and  G.  F.  Spencer. 

Dr.  Stewart  further  stated  that  the  talks  al- 
ready given  have  aroused  very  favorable  com- 
ment and  were,  exceedingly  well  received  and  ap- 
preciated. He  also  mentioned  that  the  com- 
plaints regarding  the  activities  of  illegal  practi- 
tioners of  medicine,  are  being  investigated 
the  Medical  State  Board  of  Examiners  and  that 
drastic  and  rapid  procedures  would  soon  be  in- 
stituted against  them. 

Dr.  Henry  O.  Reik,  Editor  of  the  New  Jersey 
State  Medical  Journal,  reported  introducing  a 
Physician’s  Title  Bill,  for  legislation,  substituting 
a modification  of  the  previous  bill,  which  was  too 
verbose  and  was  confusing  to  both  the  laity  and 
profession.  This  bill  is  condensed  into  form  sim- 
ilar to  that  enacted  in  the  Province  of  Ontario, 
which  limits  the  use  of  M.D.  to  the  members  of 
the  medical  profession  and  when  used  by  Osteo- 
paths, Chiropractors  or  similar  cults,  requires 
that  a qualifying  term  must  be  used.  Dr.  Reik 
further  stated  that  a series  of  bills  had  been  in- 
troduced by  various  cultists — Osteopaths,  Naturo- 
paths, Chiropractors — which  have  for  their  ob- 
ject the  banishment  of  present  obstacles  that 
limit  their  practice. 

The  State  Board  of  Health,  under  Dr.  Costill, 
has  introduced  an  act  which  will  compel  the  vac- 
cination of  all  dogs,  against  rabies,  and  also  a 
compulsory  act  which  will  result  in  a state-wide 
vaccination  of  school  children  against  small-pox. 

Dr.  W.  P.  Conaway,  chairman  of  the  Board  of 
Censors,  stated  that  the  following  applications 
have  been  approved,  and  the  candidates  elected 
to  membership  in  this  society:  Daniel  C.  Reyner, 
Louis  Mackler,  George  J.  Muellerschoen,  Louis 
Elinore  Hess  and  Charles  Cunningham  (Ham- 
monton). 

Dr.  W.  E.  Darnall,  chairman  of  the  Library 
Committee,  stated  that  library  cards  had  been 
sent  to  all  members  of  the  County  Medical  So- 
ciety so  that  they  may  have  full  use  of  the  medi- 
cal department  library,  housed  in  the  free  public 
library  of  Atlantic  City. 

Dr.  E.  Uzzell  made  an  urgent  plea  for  all  de- 
linquent members  to  pay  their  dues  to  date. 

Dr.  Samuel  Stern  made  the  following  motion, 
which  was  unanimously  adopted:  “That  the 

County  Medical  Society  go  on  record  as  endors- 
ing the  integrity  and  ability  of  Dr.  E.  Darnall’s 
professional  standing;  and  that,  furthermore,  he 
be  highly  commended  for  his  able  defense  and 
fearless  attitude  against  the  malicious  and  unjust 
law-suit  instituted  against  him;  and  that  the 
medical  profession,  both  in  Atlantic  City  and 
elsewhere,  owes  him  a debt  of  gratitude”. 

The  scientific  program  was  opened  by  Dr. 
Richard  A.  Kern,  Associate  Professor  of  Internal 


Medicine,  at  the  University  of  Pennsylvania;  his 
subject  was  “The  Diagnosis  and  Treatment  of 
Hay  Fever”. 

There  followed  a brief  resume  containing  in- 
teresting historic  facts  and  scientific  data,  which 
eventually  led  to  a basic  foundation  in  the  treat- 
ment of  hay  fever.  Hay  fever  is  a seasonal  dis- 
ease, dividing  the  incidence  as  follows:  February, 
March  and  April  is  predominent  in  tree  pollen, 
such  as  willow,  pine,  maple  and  oak.  The  sea- 
son lasts  but  a few  days  and  is  of  no  practical 
importance.  (2)  May,  June,  July,  in  which  the 
pollen  of  grasses  predominate;  timothy,  orchard 
grass,  etc.  (3)  Autumnal  form  which  comprises 
75%  of  the  cases;  most  important  factors,  espe- 
cially in  New  Jersey,  being  ragweeds  (short  and 
giant  types),  while  minor  causes  are  the  aster 
and  the  copper  burr.  He  stated  that  misconcep- 
tion existed  regarding  roses  and  golden  rod.  In 
the  diagnosis  of  hay  fever,  the  speaker  empha- 
sized the  fact  that  multiple  sensitization  is  the 
rule  and  not  the  exception  and  that  the  failure 
to  cure  in  a certain  percentage  of  cases  is  due  to 
overlooking  this  important  fact.  In  addition  to 
being  sensitive  to  pollen  of  plants  or  grasses,  the 
individual  may  also  be  sensitive  to  animal  emena- 
tions,  as  from  goose  feathers,  chicken  feathers, 
horse  dander.  Orris  root  and  house  dust  must 
also  be  borne  in  mind  as  being  disturbing  ele- 
ments. Certain  manufacturers  now  carry  stock 
dusts  for  sensitization. 

Avoidance  of  the  object  which  the  individual 
is  sensitive  to,  is  preferable  to  attempting  to  de- 
sensitize. Dr.  Kern  quoted  an  interesting  inten- 
sive campaign  inaugurated  in  St.  Louis  in  which 
the  removal  of  weeds  and  grass  from  the  vacant 
lots  in  the  city  reduced  the  number  of  cases 
50%.  In  selecting  the  pollen  for  treatment  he 
advises  use  of  the  pollen  that  is  inherent  to  the 
locality  and  in  some  cases  it  is  best  to  use  mixed 
pollens  and  to  carry  on  the  treatment  for  a suffi- 
cient length  of  time.  The  method  employed  by 
some  in  using  injections  twice  a day  has  been 
generally  discarded. 

Dr.  Kern  stated  that  the  best  method  of  treat- 
ment is  in  administering  doses  at  intervals  of  5 
to  7 days  with  a gradual  shortening  of  the  inter- 
val and  an  increased  dosage.  This  is  the  most 
important  element  in  the  treatment  and  as  no 
2 cases  respond  in  a similar  manner  the  initial 
dose  is  a varied  one  and  should  be  a sufficient 
amount  to  cause  a local  reaction  of  mild  degree. 
Dr.  Kern  did  not  speak  very  favorably  of  the  em- 
ployment of  a “One-package  Treatment  Set”  con- 
taining 4 doses.  He  feels  that  this  material  is 
too  concentrated  and  embodies  elements  of  dan- 
ger. In  addition  these  so-called  treatment  sets 
do  not  supply  sufficiently  potent  doses  for  the 
last  few  treatments.  He  stressed  the  great  im- 
portance of  keeping  in  mind  that  these  patients 
may  also  be  sensitive  to  other  irritants,  as  men- 
tioned previously,  so  making  them  susceptible  to 
multiple  irritants. 

It  is  of  vast  importance  and  essential  to  clear 
up  all  pathology  before  treatment,  such  as  re- 
moval of  nasal  polyps,  treatment  of  sinus  infec- 
tion, especially  the  ethmoid.  It  is  advisable  to 
carry  out  this  operative  procedure  before  the 
pollen  season.  Statistics  show  that  1 in  10  is 
hypersensitive  to  one  pollen  or  another,  making 
10%  potential  sufferers.  The  tendency  to  inherit- 
ing these  conditions,  follow  the  Mendelian  law; 
40%  of  the  offspring  manifest  this  disease  with 
one  parent  being  sensitive,  and  75%  of  the  off- 
springs are  sensitive  if  both  parents  are  sus- 
ceptible. 

In  closing,  Dr.  Kern  stated  that  not  a few  hay 
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fever  patients  attribute  the  onset  of  symptoma- 
tology to  a nasal  operation  during  the  hay  fever 
season  and  it  is  most  important  to  inquire  as  to  a 
tendency  to  allergic  disturbances  before  operat- 
ing. 

Dr.  Kern’s  presentation  was  discussed  by  Drs. 
H.  O.  Reik,  A.  'VVestney,  D.  J.  Miller,  Clarence 
Andrews,  W.  Blair  Stewart,  of  Atlantic  City,  and 
A.  L.  Bartlett  of  New  York  City.  Dr.  Kern,  in 
closing  the  discussion,  said  there  had  been  no 
deaths  recently  due  to  pollen  injections;  there 
were  no  lasting  permanent  cures  but  many  cases 
benefited  by  the  inoculations. 

The  latter  part  of  the  scientific  program  was 
continued  by  Dr.  John  T.  King,  Jr.,  of  Johns 
Hopkins  Medical  School,  Baltimore,  his  subject 
being  “The  Relation  of  Basal  Metabolism  to  the 
Practice  of  Medicine’’. 

After  introductory  remarks  pertaining  to  the 
history  of  these  examinations,  the  speaker  stated 
that  the  3 factors  determining  the  level  of  the 
energy  of  metabolism  in  the  normal  organism 
are  (a)  muscular  activities,  (b)  external  temper- 
ature, and  (c)  digestion  of  food.  A subject  re- 
moved from  the  influence  of  these  factors  would 
be  resting,  at  a comfortable  temperature  and  sev- 
eral hours  following  the  intake  of  food.  The 
metabolism  under  these  conditions  would  be  at 
Its  lowest  and  therefore  called  “basal  metabol- 
ism’’. It  is  the  basal  metabolism  which  is  used 
in  determining  the  effect  of  age,  body  weight, 
sex,  stature,  physical  development,  or  of  a dis- 
ease of  physiologic  effect  upon  heat  production. 
For  experimental  purposes  the  individual  used 
for  the  establishing  of  a standard  must  enjoy  the 
average  state  of  health.  The  methods  employed 
for  the  determining  of  these  experiments  are: 
(1)  Direct  calorimeter;  (2)  Tissot  method  which 
is  most  accurate  but  very  difficult  to  perform; 
(3)  measurement  of  the  oxygen,  or  the  closed 
system  (most  common);  (4)  by  measuring  car- 
bon dioxide  exhaled.  Some  of  the  factors  de- 
duced from  the  experiment  for  basal  metabolism 
demonstrate  that  woman  metabolizes  7 % lower 
than  men,  and  is  highest  at  puberty  after-  which 
there  is  a gradual  decline  towards  old  age. 

In  general  there  are  4 main  avenues  of  escape 
for  the  heat  which  is  produced  in  the  body  of  a 
warm  blooded  animal:  (1)  Warming  food  and 

air  which  enter  the  body;  (2)  vaporization  of 
water  and  set  free  carbon  dioxide  in  the  lungs; 
(3)  evaporation  of  water  from  the  surface  of  the 
body;  (4)  radiation  and  conduction  from  the  sur- 
face of  the  body.  The  speaker  stated  that  ex- 
ophthalmic goiter  embodied  an  increase  in  basal 
metabolism  inasmuch  as  thyroid  gland  is  one  of 
the  mainstays  in  heat  production.  Next  in  im- 
portance are  the  adrenals;  activities  of  these 
glands  can  be  measured  by  means  of  the  basal 
metabolism  experiment. 

The  following  drugs  have  been  demonstrated 
as  being  the  causative  factor  in  increasing  basal 
metabolism;  caffein,  aspirin,  atropin  and  cam- 
phor. What  constitutes  abnormal  metabolism 
depends  upon  the  method  used  and  ' different 
standards  in  the  various  methods  employed. 

Dr.  King  feels  that  elevated  basal  metabolism 
is  an  important  element  in  hyperthyroidism.  In 
exophthalmic  goiter  the  basal  metabolism  reaches 
an  extreme  degree  and  it  has  been  demonstra- 
ted that  the  administration  of  iodin  reduces  this 
metabolic  rate.  This  is  an  exceedingly  valuable 
therapeutic  test  in  borderline  cases.  In  toxic 
adenoma,  basal  metabolism  is  rarely  above  50%; 
average  being  30%  plus. 

This  chemico-physiologic  procedure  can  be  fre- 
quently used  as  an  aid  in  diagnosis  and  treatment. 


Following  an  operation  for  exophthalmic  goiter 
the  determining  of  the  basal  metabolism  rate 
should  be  continued  to  detect  a recurrence  of 
symptoms.  Dr.  King  emphasizes  the  practical 
usefulness  of  this  procedure  in  detecting  under- 
activity of  the  thyroid;  when  a rate  below  10% 
is  effected  the  zone  is  an  abnormal  one. 

At  the  menopause,  the  rate  of  basal  metabol- 
ism is  usually  low  and  this  is  due  to  a physio- 
logic under-activity  of  the  ovaries.  The  follow- 
ing conditions  present  a low  basal  metabolism: 
Cretinism,  colloid  goiter,  adiposa-genitalis,  un- 
der-nutrition, especially  in  dyspepsia  and  neu- 
rasthenia, chronic  eczema  and  ichthyosis.  These 
conditions  improve  with  the  administration  of 
thyroid  extract  and  it  is  best  to  keep  the  basal 
metabolism  rate  just  below  normal. 

Dr.  King  mentioned  that  some  individuals 
with  hypothyroidism  cannot  absorb  thyroid  ex- 
tract taken  by  mouth.  These  should  receive  the 
glandular  extract  by  hypodermic  medication. 

In  the  discussion  of  Dr.  King’s  dissertation,  Dr. 
Stone  of  the  University  of  Pennsylvania,  Gradu- 
ate School  of  Medicine,  praised  his  work  and  his 
original  investigations  of  basal  metabolism.  Dr. 
Stone  stated  that  a certain  method  is  used  in 
differentiating  between  renal  glycosuria  and  true 
diabetes.  He  feels  that  this  procedure  can  be 
determined  without  placing  the  patient  in  the 
hospital  but  only  if  certain  standards  are  strict- 
ly adhered  to.  At  present,  he  said  that  experi- 
ments are  being  conducted  at  the  Philadelphia 
General  Hospital,  demonstrating  the  general  ef- 
fect of  basal  metabolism  in  drug  addicts. 

Further  discussion  followed  by  Drs.  Kern,  Bel- 
las, Burel  and  Scanlan. 


Atlantic  City  Hospital  Staff. 

The  Atlantic  City  Hospital  Staff  held  its 
monthly  meeting  on  the  evening  of  January  15, 
at  8:30,  at  the  Hotel  Breakers.  The  meeting 
was  called  to  order  by  the  President,  William 
C.  Westcott. 

Due  to  the  absence,  on  account  of  illness,  of 
Doctors  Richard  Bew  and  Theodore  Senseman, 
Medical  and  Surgical  Directors  respectively,  Dr. 
W.  J.  Carrington  reported  that  the  recommenda- 
tion of  the  Staff  regarding  the  appointments  ad- 
vised at  the  previous  meeting  had  been  passed 
upon  by  the  Board  of  Governors. 

Letters  from  Doctors  Samuel  Gorson  and  Karl 
M.  Scott,  were  read  in  which  they  made  ap- 
plication for  positions  on  the  Staff.  It  was 
moved  and  properly  seconded  that  those  letters 
be  set  aside  until  a later  date. 

Dr.  Samuel  L.  Salasin  moved  that  a vote  of 
confidence  of  the  Staff  be  expressed  to  Dr.  W.  E. 
Darnall  regarding  his  integrity  and  ability.  A 
rising  vote  by  the  entire  Staff  followed. 

Dr.  Darnall  expressed  his  profound  and  grate- 
ful appreciation  for  this  rising  and  unanimous 
vote  of  confidence.  He  recommended  the  adop- 
tion of  blanks  to  be  used  in  obtaining  signa- 
tures for  operation  or  medical  procedures  to  be 
used  for  patients  entering  the  Atlantic  City  Hos- 
pital. 

Dr.  W.  P.  Conaway  stated  that  he  had  already 
instructed  his  attorney  to  prepare  such  a blank 
and  furthermore  seconded  the  previous  motion 
that  the  Staff  adopt  this  blank  system  and 
recommend  to  the  Board  of  Governors  its  general 
usage. 

Dr.  W.  C.  Wescott  appointed  the  following 
committee  to  pass  upon  an  appropriate  permis- 
sion slip:  Doctors  Edgar  Darnall,  Theodore  Sense- 
man,  W.  P.  Conaway  and  Richard  Bew. 
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Following  a general  discussion,  Dr.  Norman  J. 
Quinn  presented  the  following  motion:  “That 

the  chiefs  of  the  various  services  confer  with  the 
interne  committee  in  order  to  devise  and  formu- 
late plans  whereby  greater  efficiency  may  be  dis- 
played and  a more  satisfactory  relationship  be- 
tween the  internes  and  chiefs  be  created.’’ 

Dr.  Theodore  Senseman  was  appointed  Chair- 
man of  this  special  conference. 

The  Scientific  Program  was  instituted  by  Dr. 
Robert  A.  Kilduffe,  Director  of  the  Daboratories, 
his  subject  being  “Report  of  the  Laboratory  for 
1925”.  This  report  covered  a period  of  9 months, 
from  April  to  December  inclusive. 

Following  a preliminary  talk  based  upon  the 
relationship  of  the  laboratory  to  the  various 
services.  Dr.  Kilduffe  presented  the  complete 
statistical  report  and  advanced  several  criticisms 
which  embodied  the  following  points:  (1)  A more 
intensive  experience  for  the  resident  physicians 
in  laboratory  training.  (2)  Advisability  of 
routine  bacteriologic  survey  of  the  milk  and 
water  supply  of  the  hospital,  of  sterile  supplies 
and  checking  up  on  the  operating  technic.  (3) 
A more  thorough  method  in  the  transmission  of 
reports  and  their  completion.  (4)  A more  rapid 
transmission  of  tissue  reports.  (5)  Making  the 
laboratory  more  comprehensive  and  broader  as 
an  investigating  center  and  emphasizing  the  fact 
that  greater  opportunity  for  clinical  investiga- 
tions are  available.  In  closing  Dr.  Kilduffe  ac- 
knowledged the  cordial  cooperation  extended 
from  several  sources  and  expressed  the  hope 
that  the  laboratory  had  only  begun  to  ap- 
proximate its  usefulness  to  the  hospital  and 
community,  and  that  the  future  will  show  still 
further  advancement  and  improvements. 

Dr.  Kilduffe’s  excellent  presentation  was  dis- 
cussed by  Doctors  Darnall,  Carrington,  Scanlan, 
Andrews,  Wescott,  Marvel,  Jr.,  Pilkington  and 
Quinn. 

The  Scientific  Program  was  continued  by  Dr. 
Walt  P.  Conaway  with  a report  of  the  Gyneco- 
logic Service  from  August  1 to  December  1,  1925. 
During  this  period  there  were  72  admissions,  53 
white  and  19  colored.  Of  these  patients,  69 
were  operated  on;  53  white  and  16  colored,  and 
there  were  136  major  and  minor  operations. 
There  were  2 deaths.  The  total  number  of  hos- 
pital days  was  739,  making  an  average  of  10.6 
days  per  patient.  Three  were  discharged  as 
cured  without  operation.  There  were  18  incom- 
plete abortions,  2 of  which  were  criminally  pro- 
duced. There  were  4 infected  wounds  and  sev- 
eral stitch  abscesses;  2 of  these  wounds  showed 
the  colon  bacillus  and  2 showed  staphylococci. 
The  first  death  occurred  from  acute  gastric  di- 
lation, 3 days  after  hysterectomy  for  a fairly 
large  fibroid  with  very  adherent  pyosalpinx.  The 
second  death  was  caused  by  general  peritonitis 
and  occurred  8 days  after  operation  for  a small 
uterine  fibroid  about  the  size  of  an  orange,  but 
with  very  dense  pelvic  adhesions  and  chronic 
salpingitis. 

An  especially  interesting  case  was  that  of  a 
young  colored  woman,  who  gave  a history  of 
having  been  ill  only  about  a week  from  internal 
inflammation  following  a cold.  She  was  admitted 
late  one  afternoon  and  died  during  the  night. 
A diagnosis  of  acute  peritonitis  was  made  on  ad- 
mission, and  operation  advised  against  at  that 
time.  Postmortem  revealed  a ruptured  pus 
tube  and  general  plastic  peritonitis.  There  was 
no  evidence  of  trauma  in  the  uterus,  and  the 
appendix  was  apparently  normal.  The  other 
tube  was  an  unruptured  pyosalpinx. 

A case  of  more  than  usual  interest  was  that 


of  an  Italian  woman  35  years  of  age,  pregnant 
at  term,  who  was  admitted  to  the  hospital 
August  8,  suffering  from  lobar  pneumonia  and 
acute  nephritis.  An  examination  by  Dr.  Ireland 
revealed  an  additional  complication  of  placenta 
previa.  She  was  referred  to  this  service  by 
Drs.  Chew  and  Andrews.  All  of  these  gentle- 
men agreed  that  it  was  advisable  to  relieve  her 
of  her  pregnancy.  The  seriousness  of  her  con- 
dition on  account  of  the  pulmonary  and  renal 
complications,  as  well  as  the  abnormal  presenta- 
tion, of  course  rendered  any  surgical  procedure 
all  the  more  hazardous.  Instead  of  inducing 
labor,  it  was  felt  that  a celiohysterotomy  gave 
her  more  chances  of  recovery.  She  was  operated 
on  August  11  and  a living  male  child  removed 
which  weighed  about  6 pounds.  The  diagnosis 
of  central  placenta  previa  made  by  Dr.  Ireland 
was  confirmed  at  operation.  The  baby  was  re- 
vived after  some  difficulty  and  the  patient  made, 
surprisingly,  an  uneventful  recovery.  The  pneu- 
monia and  nephritis  rapidly  cleared  up  and  she 
left  the  hospital  August  27  with  her  baby,  both 
in  good  condition  and  only  16  days  after  opera- 
tion. 

Dr.  Conaway  said,  of  another  case,  I think  you 
will  enjoy  hearing  the  story  of  one  of  my  private 
patients,  Mrs.  A.  E.  H.,  43  years  old,  who  was 
under  my  care  from  August  6 to  November  5. 
Her  history  was  that  of  a sufferer  from  irregular 
attacks  of  uterine  bleeding  for  about  8 years. 
Two  years  ago  she  was  given  the  Vivavi  treat- 
ment with  a promise  of  cure  in  a few  weeks. 
There  was  no  improvement  of  course  from  this 
treatment  and  she  was  admitted  to  the  hospital 
on  August  6 with  the  diagnosis  of  a severe 
secondary  anemia  from  a large  uterine  fibroid. 
A blood  examination  on  admission  showed  only 
16%  hemoglobin,  2,100,000  red  cells  and  3140 
white  cells.  The  red  cells  exhibited  a marked 
anisocytosis  and  poikiolocytosis.  A consultation 
by  Doctors  Bew  and  Scanlan  confirmed  my 
opinion  as  to  the  advisability  of  hysterectomy  at 
that  time.  She  was  given  a blood  transfusion, 
620  c.c.,  by  the  Unger  method  on  August  12. 
On  August  15,  100  milligrams  of  radium  was  in- 
serted in  the  uterus  and  allowed  to  remain  there 
24  hours.  On  August  19  her  hemoglobin  was 
25%  and  her  red  cells  3,500,000.  On  August  23 
her  -hemoglobin  was  24%  and  her  red  cells 

3.300.000.  She  was  allowed  to  return  home  on 
August  29,  and  was  given  a modified  rest  cure 
for  a few  weeks  in  hopes  of  improving  her  gen- 
eral condition.  On  October  14  she  was  read- 
mitted to  the  hospital  for  operation.  Her  hemo- 
globin on  admission  this  time  was  35%,  red  cells 

3.190.000,  and  white  cells  3200.  I operated  on 
her  October  15  and  did  a hysterectomy,  double 
salpingectomy,  left  oopherectomy,  and  append- 
ectomy. During  the  operation,  300  c.c.  of  saline 
solution  was  given  intravenously.  There  was 
considerable  cyanosis  all  during  the  operation 
but  she  reacted  very  promptly  and  made  an  un- 
eventful recovery.  On  November  4 her  blood 
count  showed  2,950,000  red  cells,  5000  white  cells 
and  but  42%  hemoglobin.  She  was  discarged 
on  November  5.  I saw  her  in  my  office  last 
week,  and  she  had  gained  18  pounds  in  weight, 
and  feels  well. 

Mrs.  B.  H.,  white,  aged  28,  para  three  gave 
a history  of  an  attack  of  gall  stones,  about  1 
year  ago.  September  16  she  had  a sudden  severe 
pain  in  the  upper  right  quadrant.  A hypodermic 
of  codein  *4  gr.  seemed  to  relieve  this  pain.  At 
10  a.  m.  the  same  day  there  was  some  rigidity 
and  pain  at  the  gall-bladder  region.  At  9:30 
p.  m.  the  pain  was  much  worse  and  a hypo- 
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dermic  of  morphin  % gr.  was  given.  The  next 
day  about  9 a.  m.  the  pain  had  ceased  and  at 
1 p.  m.  she  said  she  felb  well.  There  was  some 
swelling  of  the  abdomen,  her  pulse  very  rapid 
and  thready,  and  some  thirst.  She  was  admitted 
to  the  hospital  at  3 p.  m.  The  swelling  of  the 
abdomen  gradually  increased,  pulse  became 
weaker  and  more  rapid  and  her  general  con. 
dition  was  one  of  profound  shock  from  some  in- 
ternal abdominal  castastrophe.  Vaginal  examina- 
tion was  negative.  After  several  consultations 
it  was  decided  to  do  an  exploratory  laparotomy. 
This  was  done  about  midnight  and  a ruptured 
common  bile-duct  was  found.  There  were  sev- 
eral quarts  of  greenish  yellow  fluid  in  the  ab- 
dominal cavity  but  the  gall-bladder  was  small 
and  apparently  normal.  She  died  about  2 hours 
later. 

Dr.  Conaway’s  cases  were  discussed  by  Doctors 
Carrington,  Andrews,  Kilduffe,  Darnall,  Uzzell, 
and  Wescott.  Dr.  Wescott  outlined  the  method 
of  radium  application,  as  used  in  the  Curie  In- 
stitute in  Paris,  as  witnessed  by  him  on  recent 
occasions.  Dr.  Conaway  closed  the  discussion 
with  an  outline  of  the  technic  of  radium  ad- 
ministration as  witnessed  by  him  at  a recent 
meeting  of  the  New  York  Obstetric  Society,  held 
at  the  General  Memorial  Hospital  in  New  Yrork 
City. 

The  following  officers  were  unanimously 
chosen  to  serve  for  the  year  of  19  26:  President: 
Richard  Bew.  Vice-President:  Samuel  L.  Sala- 
sin.  Secretary:  Joseph  H.  Marcus.  Treasurer: 
Joseph  Poland.  Program  Committee:  W.  J. 

Scanlan.  Interne  Committee:  W.  J.  Carrington 
and  David  B.  Allman.  Nurses’  Committee: 
Theodore  Senseman,  W.  E.  Darnall  and  E.  C. 
Chew.  Chairman  of  the  Building  Committee: 
Theodore  Senseman. 


BERGEN  COUNTY. 

H.  B.  Wolowitz,  M.D.,  Reporter. 

The  regular  February  meeting  was  held  at  the 
Hackensack  Hospital,  on  Tuesday  evening. 
February  9.  At  this  time  a resolution  was  passed 
thanking  the  Board  of  Freeholders  for  their 
efficiency  in  keeping  the  county  roads  clear  in 
spite  of  the  heavy  snowfalls. 

Dr.  J.  Finley  Bell,  of  Englewood,  was  elected 
to  the  newly  created  office  of  historical  secretary. 
Dr.  John  E.  Pratt,  of  Dumont,  was  made  an 
honorary  member  of  the  society. 

The  paper  of  the  evening  was  presented  by 
Oswald  Swinney  Lowsley,  A.B.,  M.D.,  F.A.C.S.. 
on  “Major  Operations  Upon  Organs  of  the 
Genito-Urinary  Tract  Under  Regional  Anesthe- 
sia.’’ 

Regional  anesthesia  as  a method  of  rendering 
the  patient  insensible  to  pain  during  major  uro- 
logic  operations,  has  won  a fixed  and  permanent 
place  in  our  clinic.  As  our  experience  increases 
our  enthusiasm  grows. 

During  the  first  year  and  a half  the  surgeons 
of  the  department  were  obliged  to  give  the  anes- 
thetic themselves.  This  is  entirely  unneccessary, 
and  has  been  corrected  by  the  employment  of  an 
anesthetist.  The  administration  of  regional  anes- 
thesia is  not  a trick  performance.  It  is  based 
on.  sound  anatomic  principles  and  anyone  will- 
ing to  make  a careful  study  of  the  various  pro- 
cedures necessary  can  accomplish  it. 

We  feel  very  strongly  that  there  is  a firm 
place  established  in  the  science  and  art  of  medi- 
cine by  the  trained  Doctor  Anesthetist.  In  order 
to  maintain  the  high  place  attained  in  our  midst, 
he  must  perfect  himself  in  every  type  of  anes- 


thesia, including  all  kinds  of  inhalations,  colonic 
ether  and  regional,  as  well.  It  is  not  proper  or 
fitting  that  the  surgeon,  who  should  be  busy 
doing  research  work  in  his  spare  time,  should 
be  obliged  to  administer  routine  anesthesias  of 
any  description. 

Most  procedures  in  surgery  seem  to  be  fairly 
well  standardized  with  the  possible  exception  of 
operations  in  the  thoracic  region  and  upon  the 
brain.  Therefore  it  seems  reasonable  to  pre- 
sume that  the  next  great  advance  in  surgery  will 
be  along  the  line  of  anesthesia.  Our  personal 
opinion  is  that  this  will  take  the  form  of  dis- 
coveries of  new  anesthetic  agents  of  less  toxicity 
and  better  methods  of  administering  them.  Prac- 
tice makes  perfect  in  this  field,  as  in  all  others. 
We  feel  that  the  last  25  cases  that  we  personally 
injected,  were  more  thoroughly  anesthetized  than 
the  first  25.  We  also  feel  sure  that  our  regular 
anesthetist  does  them  better  than  we  do. 

Sacral  anesthesia  was  originated  by  Cathelin 
and  Durant  in  19  02,  who  sought  to  relieve  sexual 
neuroses  and  incontinence  of  urine  by  injections 
into  the  sacral  canal.  Since  this  beginning,  many 
modifications  have  been  suggested  and  methods 
perfected  by  a large  number  of  active  workers, 
so  that  now  we  are  able  to  do  any  major  opera- 
tion upon  the  bladder,  prostate,  urethra,  or 
sexual  organs  under  its  influence. 

Three  years  after  publication  of  the  original 
work  by  Cathelin  and  Durant,  Hugo  Sellheim 
reported  his  experimental  work  on  surgery  of 
the  abdomen.  It  was  not  until  1911,  however, 
that  paravertebral  anesthesia  was  applied  to 
urologic  surgery.  In  that  year  Lawen  success- 
fully performed  nephrotomy  on  an  old  man  under 
its  influence.  Much  clinical  and  experimental 
work  has  been  done  in  Europe  since  the  humble 
beginning  mentioned  above.  This  was  inter- 
rupted during  the  World.  War,  but  received  new 
impetus  immediately  thereafter. 

In  America  interest  has  not  been  widespread. 
Several  pioneers  have  written  articles  from  time 
to  time,  but  the  profession  as  a whole,  has  been 
slow  to  adopt  the  methods  described.  The  for- 
mation last  year  of  the  American  Society  of 
Regional  Anesthetists  seems  to  be  an  important 
step  forward  in  the  dissemination  of  knowledge 
regarding  this  most  important  milestone  in  the 
march  of  surgical  progress. 

Illustrative  Cases. 

Case  1.  J.  L.  Van  B.:  Papillary  Carcinoma 

of  the  kidney.  Date  of  admission:  October  22, 
19  24.  Date  of  discharge:  November  18,  19  24. 

Complaint:  Hematuria.  Nothing  in  history  of 
any  importance.  Right  kidney  palpable  and 
movable  with  some  tenderness  on  deep  pressure. 

Cystoscopy:  Urea  estimation  on  right  side  1G 
gm.  per  1.,  on  the  left  17  gm.  per  1.  Phenol- 
sulphonephthalein  on  the  right  side  1%,  on  the 
left  side  5%,  total  amount  collected  for  10 
minutes.  The  microscopic  examination  on  the 
right  side  showed  few  red  blood  cells,  and  an 
occasional  epithelium  cell,  and  the  left  side 
showed  the  same. 

X-Ray:  There  was  a big  shadow  above  the 
pelvis  of  the  right  kidney,  apparently  connected 
with  the  kidney  shadow.  No  evidence  of  stone. 

Pyelogram1:  Showed  a filling  defect  in  the  up- 
per calix  on  the  right.  At  the  ureteropelvic 
junction  there  was  a right-angle  kink,  and  below 
this  a narrowing  of  the  ureter,  just  below  the 
ureteropelvic  junction,  and  also  a narrowing 
further  down. 

Diagnosis:  Tumor  of  kidney. 

Suggestion : Nephrectomy. 
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Operation:  Right  nephrectomy.  Paraverte- 

bral anesthesia.  Superficial  and  deep  tissues 
bled  freely.  Many  large  veins  found  coursing 
through  the  fatty  capsule  over  kidney.  Kidney 
was  delivered  with  much  difficulty.  It  was  found 
to  have  a tumor  on  its  upper  pole  about  the 
size  of  a grapefruit.  There  was  much  difficulty 
encountered  in  placing  the  clamp  on  the  pedicle. 
Two  double  catgut  sutures  were  placed  about 
the  pedicle.  Cigarette  drain  placed  down  to  the 
pedicle.  Wound  closed  in  layers.  Patient  left 
hospital  16  days  after  operation  in  apparently 
perfect  physical  condition. 

Pathologic  Diagnosis:  Papillary  carcinoma  of 
kidney. 

Case  2.  J.  F.:  Ureteral  calculus.  Date  of 

admission:  January  5,  1925.  Date  of  discharge: 
January  22,  1925. 

Patient  first  entered  hospital  for  hypertrophied 
prostate,  and  had  a perineal  prostatectomy. 

Two  years  later  he  was  admitted  for  hydro- 
nephrosis and  abscess  of  left  kidney,  for  which 
a pyelotomy  incision  and  drainage  was  done 
under  regional  anesthesia.  It  was  known  at.  this 
time  that  he  had  a stone  in  his  left  ureter  caus- 
ing obstruction.  The  kidney  being  in  an  acute 
stage,  it  was  deemed  advisable  to  relieve  the 

hydronephrosis  and  abscess,  with  the  hopes  of 
restoring  the  kidney  function.  Four  months 

after  this,  the  patient  returned  to  the  hospital 
with  a clean  kidney  wound,  which  was  draining 
urine  freely,  thus  showing-  that  the  kidney  had 
been  restored  to  function.  At  this  time  the 

problem  was  to  remove  the  stone  from  the  ureter, 
and  close  the  sinus,  thus  causing  the  urine  to 
go  through  its  normal  channel  from  the  kidney. 

Operation:  Ureterotomy  for  stone — Paraverte- 
bral anesthesia.  Gibson's  golf-stick  incision 
was  made  down  to  the  peritoneum,  which  was 
stripped  back  and  the  ureter  exposed.  The  stone 
being  found,  the  ureter  was  opened  directly 
over  it,  and  the  stone  removed.  It  measured 
about  1 14  cm.  in  diameter.  The  ureteral  probe 
was  then  passed  through  the  opening  downward 
to  the  bladder,  and  upward  to  the  kidney.  A 
drain  was  placed  at  the  site  of  the  ureterotomy, 
and  the  wound  closed  in  layers.  The  patient  re- 
covered uneventfully,  and  walked  out  of  hos- 
pital 34  days  after  operation  with  no  sinus  and 
with  normal  function  of  both  kidneys  as  proved 
by  cystoscopy. 

Case  3.  H.  M.:  Vesical  diverticulum,  Vesi- 

cal calculi  and  suprapubic  sinus. 

Date  of  admission:  January  20,  1925.  Date  of 
discharge:  March  2,  1925. 

Patient  entered  hospital  complaining  of  supra- 
pubic sinus,  which  had  been  open  2 years  fol- 
lowing operation  for  bladder  stone,  at  which 
time  no  stones  were  found. 

Cystoscopy  and  Cystogram:  Revealed  3 divert  - 
iculas  extending  from  the  posterior  wall  of 
bladder,  all  of  which  were  filled  with  stones. 

Operation:  Cystotomy  and  resection  of  diverti- 
culas;  sacral  and  parasacral  local  anesthesia. 
Usual  suprapubic  incision  was  made.  Bladder 
opened  along  its  entire  anterior  wall.  The  di- 
verticulas  were  each  resected  in  toto,  and  the 
opening  left  in  the  bladder  wall  was  closed  with 
plain  catgut.  Bladder  was  then  closed  around 
the  suction  drainage  tube.  After  2 weeks,  suc- 
tion drainage  was  removed,  and  the  suprapubic 
sinus  allowed  to  close.  Recovery  of  the  patient 
was  uneventful  and  complete.  After  being  in 
hospital  for  50  days,  patient  walked  out  in  ap- 
parent good  health.  Had  complete  control  of  his 
urine.  "Was  voiding  in  a normal  manner. 


Case  4.  J.  S.  O'D.:  Enlargement  of  postate. 
Date  of  admission:  January  29,  1925.  Date  of 
discharge:  March  1,  191!  5.' 

Patient,  a man  62  years  old,  entered  hospital 
complaining  of  complete  retention  for  1 week, 
and  inability  to  empty  bladder  for  2 years. 
Nothing  of  importance  in  the  history.  No  ab- 
normal physical  findings,  except  for  a large 
prostate  and  rales  in  the  apex  of  the  left  lung 
Suprapubic  cystotomy  was  done,  and  the  pa- 
tient allowed  to  drain  for  13  days.  Then  a peri- 
neal prostatectomy  was  done  under  sacral  ana 
parasacral  anesthesia.  The  patient’s  wounds 
healed  by  first  intention,  his  recovery  was  un- 
eventful, and  he  walked  out  of  hospital  in  ap- 
parently perfect  health,  2 0 days  after  the  peri- 
neal prostatectomy.  He  was  voiding  normally, 
had  complete  control  of  his  urine,  and  was  able 
to  completely  empty  his  bladder.  Pathologic- 
diagnosis:  Hypertrophied  prostate. 

Case  5.  C.  P.:  A Peri-urethral  scar  and  ure- 
thral stricture.  Date  of  admission:  January  8. 
1925.  Date  of  discharge:  January  13,  1925. 

Patient,  an  Italian  man,  4 6 years  old,  fairly 
well  developed.  FTfteen  years  before  he  had 
stones  removed  from  each  kidney.  One  year 
ago  he  entered  hospital  with  an  impacted  stone 
in  the  posterior  urethra  and  infiltration  of  urine 
in  scrotum  and  perineum,  tissues  were  gang- 
renous. 

A urethrotomy  was  done,  and  the  perineum 
and  scrotum  incised  in  numerous  places.  He  re- 
covered from  this  with  a sinus  in  the  posterior 
urethra,  anterior  to  which  there  was  an  impassi- 
ble stricture.  He  entered  hospital  in  this  condi- 
tion with  a large  area  of  firm  scar  tissue  in  the 
region  of  the  sinus  and  stricture. 

Operation:  Resection  of  scar  tissue  and  ure- 

thral cinus;  local  anesthesia.  The  old  scar  tissue 
was  resected,  and  No.  18  French  rectal  tube  was 
inserted  through  the  urethra  and  anchored  in 
place.  Patient  left  hospital  5 days  later  wearing  a 
retention  catheter  to  report  to  out-patient  depart- 
ment for  observation.  One  month  later  the  sinus 
was  completely  closed  and  No.  26  sound  passed 
easily.  At  present  the  patient  is  having  sounds 
passed  once  every  2 weeks,  and  has  had  no 
trouble  with  his  stricture.  He  now  takes  a No. 
3 OF.  sound  without  difficulty.  This  patient  for 
past  15  years  has  passed  small  stones.  At  pres- 
ent he  has  stones  in  both  kidneys  but  by  repeated 
dilatations,  he  has  been  enabled  to  pass  the  small 
ones,  and  his  kidney  function  is  good.  Perhaps 
at  a later  date,  if  the  patient  agrees,  the  larger 
stones  will  be  removed  from  the  kidneys. 

Conclusions. 

(1)  Operations  upon  every  organ  in  the  gen- 
ito-urinary  system  are  practicable  under  regional 
anesthesia. 

(2)  The  supreme  advantages  are:  (a)  That 

the  patient  may  take  fluids  up  to,  during  and 
immediately  after  operation.  (b)  The  blood 
pressure  is  not  elevated  as  it  is  in  any  type  of 
inhalation  anesthesia,  or  depressed  as  it  is  in 
spinal,  therefore  there  is  very  little  bleeding  dur- 
ing the  operation.  (c)  The  anesthesia  persists 
for  many  hours  after  administration  thereby 
eliminating  pain  and  frequently  rendering  the 
administration  of  opiates  unnecessary  as  a post- 
operative procedure. 

(3)  The  supreme  disadvantage  is  that  what 
is  injected  cannot  be  extracted,  therefore  it  must 
be  given  slowly  and  one  must  stop  at  the  slight- 
est evidence  of  toxicity. 

(4)  That  great  group  of  lung  complications 
including  “ether  pneumonia"  is  eliminated. 
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(5)  The  convalescence  of  the  patient  begins 
when  the  last  suture  is  tied  and  is  shortened  very 
considerably. 

(6)  The  mortality  rate  is  reduced  to  a mini- 
mum. 

(7)  Regional  anesthesia  is  the  work  of  the 
professional  anesthetist  and  not  of  the  surgeon. 


CAMDEN  COUNTY. 

Grafton  E.  Day,  M.D.,  Reporter. 

The  regular  February  meeting  of  Camden 
County  Medical  Society  was  held  at  the  Camden 
City  Dispensary  on  Tuesday  afternoon,  9th  inst., 
with  President  Elwell  in  the  chair.  The  minutes 
of  the  October  and  December  meetings  were  read 
and  approved. 

Dr.  A.  Haines  Dippincott  reported  concerning 
several  measures  before  the  Assemly,  affecting 
physicians. 

A letter  of  appreciation  for  flowers  sent  was 
read  from  Mrs.  Kelchuer,  widow  of  Dr.  W.  I. 
Kelchuer. 

Dr.  R.  K.  Bush,  Merchantville,  was  elected  to 
membership.  Dr.  Lester  C.  Wilson,  Camden,  was 
proposed  for  membership. 

Dr.  B.  A.  McAlister,  Secretary  of  the  State 
Board  of  Medical  Examiners,  reported,  reading- 
extracts  therefrom,  on  Assembly  Bills  19  6 and 
250,  which  were  declared  vicious.  These  referred 
to  chiropractors  and  osteopaths. 

Dr.  Lippincott  moved,  and  it  was  carried  unani- 
mously, that  we  disapprove  Bills  196  and  250, 
and  that  the  secretary  be  instructed  to  so  notify 
our  Senators  and  Assemblymen. 

Dr.  Samuel  S.  Ivellern  then  read  a paper  on 
“Some  Aspects  of  Maxillary  Sinusitis”,  with  lant- 
ern demonstration.  Drs.  Klein,  L.  B.  Hirst,  Lee 
and  Elwell  discussed  the  paper. 

Councilor  Marcus  W.  Newcomb  told  of  medical 
conditions  in  his  district.  At  the  close  of  the  bus- 
iness and  scientific  session  dinner  was  served. 


ESSEX  COUNTY. 

Alfred  Stahl,  M.D.,  F.A.C.S.,  Reporter. 

A stated  meeting  of  the  Essex  County  Medical 
Society  was  held  Thursday  evening,  February  11, 
1926,  at  the  Academy  of  Medicine,  at  Newark, 
New  Jersey.  Some  250  members  attended. 

Dr.  Lawrason  Brown,  of  Sarenac  Lake,  New 
York,  read  a paper  on  diagnosis  of  Pulmonary 
Tuberculosis.  Dr.  Brown  was  entertained  at  din- 
ner by  the  Council  at  the  Elks’  Club,  preceding 
the  meeting. 

Dr.  Pinneo  reported  concerning  the  Welfare 
Committee,  stating  that  a great  deal  of  work  was 
being  done  by  the  committee  at  Trenton,  but  as 
yet  he  could  only  report  progress. 

The  following  physicians  were  duly  elected  to 
membership  in  the  society: 

Winifred  D.  Banks,  6 North  Munn  Avenue,  East 
Orange;  E.  Mayfield  Boyle,  392  Washington 
Street,  Newark;  Henry  C.  Cassini,  174  Hunterdon 
Street,  Newark;  Herbert  M.  Ill,  188  Clinton  Ave- 
nue, Newark;  E.  Clarence  Kern,  45  Park  Street, 
Montclair;  Sol  I.  Lurie,  336  Belmont  Avenue, 
Newark;  William  K.  Pudney,  11  Seymour  Street, 
Montclair;  Robert  F.  Roh,  117  South  Orange  Ave- 
nue, Newark;  Edward  Warren  Ripley,  11  Sey- 
mour Street,  Montclair;  James  B.  Shannon,  56 
Church  Street,  Montclair;  Elias  Shayness,  158 
Clinton  Place,  Newark;  Joseph  Skwirsky,  130 
Watson  Avenue,  Newark;  S.  Leonard  Spinner,  175 
Ferry  Street,  Newark. 


HUDSON  COUNTY. 

M.  I.  Marshak,  M.D.,  Reporter. 

The  Hudson  County  Medical  Society  met  on 
February  2,  1926,  at  the  Jersey  City  Hospital, 
with  Dr.  J.  F.  Londrigan  presiding. 

The  guests  present  were  Dr.  L.  I.  Harris,  Health 
Commissioner  of  New  York  City,  and  Drs.  S.  B. 
English,  of  Glen  Gardner;  J.  R.  Morrow,  of  the 
Bergen  County  Sanitorium;  J.  Runnels,  of  the 
Union  County  Sanitorium;  B.  Harmon,  of  the  Es- 
sex County  Sanitorium,  and  Dr.  Dorn,  of  Glen 
Gardner. 

A motion  was  made  and  passed  to  have  mem- 
bership cards  printed  and  distributed  to  all  mem- 
bers of  the  society  in  good  standing.  A resolution 
to  request  information  in  regard  to  a physician’s 
exchange  from  the  Telephone  Co.  was  passed. 
The  State  Welfare  Committee  reported  that  they 
will  give  active  support  to  only  2 bills.  The  Doc- 
tor’s Title  Bill  and  the  Bill  on  Medical  Expert 
Testimony.  The  last  bill  will  be  introduced  under 
the  auspices  of  the  State  Bar  Association.  They 
will  also  recommend  that  the  Legislature  pass  a 
bill  for  compulsory  vaccination  of  all  dogs  against 
rabies;  and  one  for-  the  compulsory  vaccination 
of  all  school  children  against  small-pox.  A mo- 
tion was  made  that  each  member  of  the  society 
be  informed  in  regard  to  these  bills  by  giving 
them  proper  space  in  the  Bulletin 

Dr.  B.  S.  Poliak  then  read  the  paper  of  the 
evening  on  “Masked  Tuberculosis”.  This  was  a 
plea  for  more  accurate  diagnosis  of  tuberculosis, 
and  better  training  in  colleges  and  hospitals  in 
tuberculosis  diagnosis  and  management.  He 
stressed  the  difficulties  sometimes  encountered  in 
differentiating  between  tuberculosis  and  various 
other  diseases.  The  first  group  of  the  latter  be- 
ing the  continuous  fevers,  like  typhoid,  and  the 
intermittant  fevers  such  as  malaria  and  rheu- 
matic fever.  Patients  with  heart  symptoms,  both 
objective  and  subjective,  form  the  second  group. 

The  third  group  consist  of  diseases  causing 
digestive  and  alimentary  tract  disturbances,  and 
dyspepsias;  while  the  nervous  system  diseases 
and  manifestations,  such  as  neurasthenia  and  the 
various  endocrine  gland  disturbances  form  an- 
other group.  He  further  stated  that  there  is  a 
definite  tuberculous  albuminuria  which  is  clear- 
ed up  by  rest  in  bed;  that  the  symptom  complex 
of  simple  anemia  may  mask  a tuberculosis,  es- 
pecially in  children.  Next  to  syphilis,  tubercu- 
losis should  be  suspected  in  all  cases  of  amenor- 
rhea without  traceable  cause.  He  claimed  that 
physical  signs  are  frequently  not  in  keeping  with 
the  pathologic  developments  and  that  tuberculosis 
may  be  present  for  a long  time  without  showing- 
manifest  signs  and  symptoms,  therefore  exceed- 
ing care  in  history  taking  is  necessary.  X-rays 
will  show  disease  in  the  lungs  before  the  tubercle 
bacillus  can  be  demonstrated  in  the  sputum. 

The  four-reel  moving  picture  film  on  tuber- 
culosis was  then  shown.  It  shows  in  a graphic 
way,  the  anatomy,  the  histology,  the  process  of 
tubercle  bacillus  invasion  in  the  lung,  and  tu- 
bercle formation.  By  showing  many  films  taken 
of  a case  which  progressed  rapidly,  they  were 
able  to  show  the  rapid  extension  of  a lesion  into 
the  lung,  with  final  destruction.  This  film  was 
produced  after  many  years  of  work  by  Lewis 
Gregory  Cole,  of  New  York.  The  society  had  the 
privilege  of  viewing  this  film  through  the  courtesy 
of  the  Board  of  Managers  of  the  Hudson  County 
Tuberculosis  Sanatorium,  of  which  Dr.  G.  K. 
Dickinson  is  president. 

Drs.  Harris,  Dickinson,  English,  Runnels  and 
Poliak  discussed  the  paper.  The  discussion 
stressed  the  following  points:  Detection  of  cases 
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is  one  of  the  most  difficult  problems  in  public 
health  work.  This  at  times  is  most  difficult  be- 
cause patients  wait  for  long  periods  after  the  on- 
set of  symptoms  before  consulting  their  physi- 
cians, despite  the  intensive  campaign  of  educa- 
tion which  has  been  going  on  for  the  past  20 
years.  Tuberculosis  is  measureably  decreasing. 
In  this  diminution  we  are  aided  by  the  improve- 
ment in  economic,  housing  and  social  conditions. 
One  test  of  great  aid  in  diagnosis  is  proper  tem- 
perature readings.  A low  grade  constant  fever, 
which  temperature  is  not  stable,  easily  being  af- 
fected by  exercise,  is  very  suspicious  of  tubercu- 
losis. There  are  an  increasing  number  of  accu- 
rate diagnoses  by  practitioners  in  recent  years. 
A patient  10  pounds  or  more  under  weight  with 
a rise  in  temperature  after  2 p.  m.,  with  or  with- 
out cough,  should  be  considered  suspiciously 
tuberculous.  The  difficult  cases  require  a great 
deal  of  thought,  time  and  work,  in  order  to  ar- 
rive at  a diagnosis.  A very  difficult  problem  to 
work  out  is,  whether,  a patient  with  an  old  healed 
lesion  is  having  a breakdown  or  some  acute  or 
subacute  intercurrent  disease.  Subacute  and 
chronic  pelvic  conditions  in  women  are  often  mis- 
taken for  tuberculosis. 

Tiic  Osier  Clinical  Society. 

M.  I.  Marshak,  M.D.,  Reporter. 

This  society  met  at  the  Union  League,  Janu- 
ary 20,  192  6,  with  Dr.  Londrigan  presiding. 

The  following  cases  were  presented  by  Dr. 
Julius  Heilbrunn:  (1)  “Congenital  Neurocytema’’, 
and  (2)  “Congenital  Lues’’. 

Dr.  Heilbrunn  reported  the  following  in  the 
case  of  “Congenital  Lues”. 

This  patient  was  the  only  child  living  of  4;  the 
other  3 died  within  3 days  of  their  birth.  On  ad- 
mission, the  child  showed  a hydrocephalus  of 
2 inches,  craniotabies,  poor  mentality  and  de- 
velopment, a palpable  spleen,  nystagmus,  sinking 
in  of  the  bridge  of  the  nose,  a ham-colored  dis- 
coloration of  the  skin  which  was  preceded  by  a 
maculopustular  rash,  wide  open  fontanelles,  a 
4 plus  Wassermann,  fissured  anus  and  a specific 
chorioretinitis,  though  there  was  no  involvement 
of  the  optic  nerve.  The  only  complaint  was  a 
“cold  in  the  head”  which  had  lasted  2 months. 
The  treatment  consisted  of  1/10  gr.  of  calomel 
t.i.d.  with  intramuscular  injections  of  sulphars- 
phenamin.  The  prognosis  depends  on  the  nutri- 
tional element.  In  this  case,  it  seems  good. 

Dr.  Rosenstein  questioned  the  factor  of  hydro- 
cephalus. Dr.  Heilbrunn  feels  that  this  is  due  to 
syphilitic  meningitis  and  will  clear  up.  Dr.  M. 
Shapiro  thought  that  treatment  of  the  mother 
with  salvarsan  in  the  breast-fed  case  should  give 
good  results.  Dr.  Leo  Koppel  advocated  the  use 
of  neutralneosalvarsan  and  mercury  inunctions 
and  felt  that  treating  the  infant  directly  is  a more 
logical  and  successful  method. 

Dr.  Heilbrunn  also  reported  the  following  cases: 

A 3 months’  old  child  with  complaint  only  of  a 
suddenly  enlarged  abdomen.  This  was  a progres- 
sive enlargement  of  one  week's  duration.  There 
were  present  vomiting,  restlessness  and  some 
fever.  The  examination  showed  a well  developed 
child  having  very  prominent  veins  on  the  abdo- 
men, marked  distension,  a very  large  liver,  fluid 
in  the  left  flank,  edematous  extremities,  and  a 
mass  in  the  left  abdomen,  made  out  by  rectal  ex- 
amination. The  x-rays  showed  increased  shadows 
of  the  liver  and  spleen,  marked  increase  of  gas 
in  the  intestines,  the  stomach  displaced  to  the 
left  and  downward,  with  a general  gastrointes- 
tinal hypomotility.  The  blood  count  was  red  cells 


3.344.000,  white  cells  11,800.  Hemoglobin  8 gm. 
per  100  c.c.,  with  a color  index  of  48%.  The  dif- 
ferential diagnosis  had  to  take  in  congenital  lues, 
Eanti's  disease,  Van  Tack’s  anemia,  Hodgkin's 
disease  and  tuberculous  peritonitis.  Banti’s  dis- 
ease and  Hodgkin's  disease  were  ruled  out  by  the 
age  of  the  patient,  Van  Tack’s  anemia  by  the 
blood  picture,  tuberculous  peritonitis  by  a nega- 
tive Von  Pirquet  reaction  and  lues  by  a negative 
Wassermann.  The  patient  died  in  6 days  and 
autopsy  disclosed  a retroperitoneal  congenital 
neurocytoma  with  metastases  in  the  liver,  both 
adrenals,  retroperitoneal  glands  and  testicles. 

Dr.  Miner  presented  a case  of  “Demoid 
Tumor”,  one  of  Kronkenberg  tumor  and  a pa- 
tient who  had  his  spleen  removed  for  pernicious 
anemia  in  1924: 

Case  1 : Demoid  tumors  have  been  classi- 
fied as  fibroids,  myxosarcoma,  etc.  The  differen- 
tial diagnosis  is  difficult.  They  may  feel  like 
fatty  tumors  or  cold  abscesses.  Demoids  are 
usually  found  in  the  sheath  of  the  rectus  muscle 
above  the  umbilicus. 

Case  2:  Kronkenberg  tumor,  a rare  type 

of  ovarian  malignancy,  was  named  by  Kron- 
kenberg in  1896  as  fibrosarcoma-carcinomatoid. 
They  are  generally  bilateral,  grow  slowly  and 
consist  of  large  polyhedral  mucoid  cells. 

Death  is  caused  by  extension  and  recurrences. 
In  this  case,  the  only  symptom  present  was 
menorrhagia.  On  opening  the  abdomen,  a fib- 
roid type  of  tumor  of  the  ovary  was  found  and 
removed.  On  section  it  proved  to  be  a Kron- 
kenberg tumor.  It  was  unilateral  and  up  to  this 
time,  one  year  after  operation,  has  not  recurred 
or  metastasized. 

Case  3:  This  patient  was  shown  to  the  society 
one  year  ago.  He  is  still  in  good  health,  looks 
well,  feels  well  and  has  worked  regularly.  His 
last  blood  count  a few  months  ago  showed 

4.000. 000  red  cells  with  no  pathologic  cells.  Be- 
fore operation  the  count  was  at  times  less  than 
one  million. 

Dr.  M.  Shapiro  presented  a case  of  multiple 
extragenital  chancre.  These  chancres  developed 
on  the  cheek  and  lips  of  the  patient  about  6 
weeks  after  having  been  kissed.  The  original 
lesion  of  which  photographs  were  shown  looked 
like  gumma  with  mixed  infection.  The  Was- 
sermann was  4 plus.  The  patient  was  treated 
with  salvarsan  with  quick  results.  He  drew  at- 
tention to  the  fact  that  there  was  no  scarring 
of  the  mucous  membrane,  though  there  was  dis- 
tinct scarring  on  the  cheek. 

Dr.  Leo  Koppel  thought  that  both  lesions 
were  due  to  the  one  infection.  The  marked 
scarring  was  due  to  mixed  infection. 

Dr.  M.  Frank  read  the  paper  of  the  evening 
on  ‘‘Spastic  Paraplegia”.  Next  to  static  condi- 
tions and  infantile  paralysis  it  produces  the 
largest  group  of  cases  in  the  clinics.  It,  there- 
fore, becomes  an  important  economic  problem. 
Spastic  paralysis  is  characterized  by  motor  weak- 
ness, spasticity,  loss  of  coordination  and  paralysis. 
It  results  in  atrophy,  contractions  and  deformity. 
Etiologically,  there  are  2 varieties,  congenital 
and  acquired.  Pathologically,  there  are  hemi- 
plegic, paraplegic,  diplegic,  general  and  mono- 
plegic  types.  The  results  of  the  brain  lesions 
are  cysts,  brain  softening,  atrophy  and  sclerosis. 
There  are  also  secondary  changes  in  the  lateral 
pyramidal  tracts  of  a degenerative  nature.  The 
mentality  in  these  patients  varies  from  normal 
to  complete  idiocy.  The  progress  is  slow.  The 
paraplegics  and  diplegics  die  before  20,  the  hemi- 
plegics  sometimes  live  till  4 0.  The  milder  cases 
improve  mentally  and  physically  under  proper 
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treatment,  which  consists  of  surgical  and  manip- 
ulative management  and  training. 

Twelve  case  histories  were  cited;  5 were  hemi- 
plegics,  4 paraplegics,  1 case  of  diplegia  and  2 
cases  of  general  paralysis;  7 were  congenital. 
One  case  followed  a protracted  labor,  1 a difficult 
forceps  delivery,  1 was  premature  and  the  rest 
were  normal  delivery.  One  case  followed  an  at- 
tack of  diphtheria,  1 is  probably  due  to  a be- 
ginning dementia  praecox  and  1 has  a hydro- 
cephalus. Eight  have  a normal  mentality,  1 is 
a hopeless  idiot  and  the  other  3 are  mentally 
deficient.  Under  treatment  the  improvement  has 
been  slow  in  all  with  varying  amounts  of  suc- 
cess. The  results  are  not  very  gratifying  if  we 
take  into  consideration  the  ultimate  ability  of 
these  patients  to  be  self-reliant  and  self-support- 
ing. 

Discussing  this  paper  Dr.  Linden  stated  that  a 
Wassermann  of  the  parents  should  be  taken  in 
every  case.  Treatment  of  the  parents  will  pre- 
vent future  cases.  The  condition  is  frequently 
due  to  lack  of  brain  tissue  development. 

Dr.  Levine  stated  that  treatment  depends  on 
the  etiology.  Disease  in  the  gestating  mother 
should  be  properly  treated.  The  treatment  con- 
sists of  surgery,  orthopedic  procedures  to  cor- 
rect malposition  of  joints  and  the  necessary  phy- 
sical training.  The  progress  is  usually  slow.  He 
advised  against  the  use  of  electric  stimulation. 

Dr.  Doran  stated  that  this  is  really  an  in- 
coordination between  the  nerve  and  muscular 
systems.  The  characteristic  signs  are  inco- 
ordination, hypertonia  and  increased  reflexes. 
Muscle  weakness  and  wasting  come  late  in  the 
disease  and  are  followed  by  atrophy  due  to  fibril- 
lation and  over  activation.  The  orthopedic  con- 
dition is  really  an  end-result  or  is  a complication. 
The  disease  is  really  one  of  the  nervous  system 
and  should  be  so  handled.  The  w'ork  of  Royal 
and  Hunter,  section  of  the  posterior  root  fibers 
at  their  exit  from  the  spinal  column,  is  highly 
experimental  but  seems  to  be  of  some  clinical 
value.  There  has  been  no  corroborative  work 
done  as  yet  on  Hunter’s  ideas. 

Dr.  Heilbrunn  stated  that  Dr.  Sharpe  of  New 
Y'ork,  recently  issued  an  article  dealing  with  5100 
such  cases.  He  found  that  12%  showed  signs 
of  intracranial  pressure.  More  attention  should 
be  paid  to  diagnosing  intracranial  hemorrhage 
at  birth.  Lumbar  puncture  on  100  consecutive 
births,  shows  10%  with  evidence  of  intracranial 
hemorrhage,  with  bloody  spinal  fluid  under  pres- 
sure as  shown  by  a manometer.  The  number 
of  hemorrhage  cases  was  as  frequent  in  normal 
as  in  forcep  delivery. 

Dr.  Leo  Koppel  stated  that  lues  does  not  play 
any  important  part  in  these  cases.  The  Wasser- 
mann test  therefore  is  of  little  importance. 

Dr.  Rosenstein  stated  that  cases  of  spastic 
paralysis  following  diphtheria  are  exceedingly 
rare.  Diphtheritic  paralysis  is  flaccid  in  type  and 
usually  clears  up. 

Dr.  Frank  closed  the  discussion.  He  agrees 
with  Dr.  Koppel,  that  syphilis  plays  a minor  part 
in  spastic  paralysis.  Dr.  Royal’s  operation  can 
only  be  used  in  the  plastic  type  of  case.  So  little 
work  has  been  done  with  this  operation  that  it 
would  be  a fallacy  to  hold  out  too  much  hope 
because  of  it.  Many  cases  are  not  due  to  intra- 
cranial hemorrhage  or  pressure,  but  are  due  to 
maldevelopment  of  the  brain.  In  the  case  fol- 
lowing diphtheria  he  is  inclined  to  believe  that  it 
was  no  doubt  coincident. 


MERCER  COUNTY. 

A.  Dunbar  Hutchinson,  M.D.,  Reporter. 

The  following  is  a report  of  the  several  meet- 
ings of  the  Mercer  County  Society  for  the  month 
of  February: 

A special  meeting  of  the  Mercer  County  Medi- 
cal Society  was  called  by  the  President  on  Janu- 
ary 22,  for  the  purpose  of  taking  suitable  action 
following  the  death  of  B.  Henry  Tadeusiak,  M.D., 
on  January  2 0. 

The  President,  Dr.  Comfort,  after  stating  the 
purpose  cf  the  meeting,  called  upon  Dr.  Sica, 
who  gave  a very  interesting  account  of  the  dis- 
tinguished service  that  Dr.  Tadeusiak  had  rend- 
ered, not  only  to  his  county,  but  spokre  feeling  of 
the  great  sacrifice  that  he  endured  in  his  untiring 
devotion  to  his  countrymen  in  their  fight  for 
freedom.  Several  of  the  members  expressed  the 
sentiment  of  the  society,  with  reference  to  the 
high  ideals  and  strict  professional  ethics  that 
guided  the  doctor  in  his  career  and  surrounded 
him  with  a large  circle  of  sincere  friends. 

The  President  appointed  a committee  of  three, 
composed  of  Drs.  Sica,  Haggerty  and  Ackley,  to 
draw  up  suitable  resolutions. 

The  secretary  was  empowered  to  arrange  for 
a floral  remembrance.  Honorary  bearers:  Drs. 
Douress,  Sista,  Haggerty,  Sica,  Higgins  and  Con- 
nelly. 

Another  special  meeting  was  held  on  February 
4,  for  the  purpose  of  taking  action  relative  to' 
Assembly  Bills  71  and  161. 

Following  a discussion  the  secretary  was  in- 
structed to  draw  up  a letter  embodying  the 
principal  features  in  the  letter  of  Dr.  Reik  (relat- 
ing the  obnoxious  points  in  these  two  bills),  this 
letter  to  be  printed  on  the  stationery  of  the  so- 
ciety, and  at  the  suggestion  of  Dr.  Scammell,  4 
copies  to  be  mailed  to  each  member  of  this  society 
for  his  signature  and  remailed  in  his  personal 
envelope  to  each  of  our  representatives  at  the 
State  House,  with  such  added  comment  as  he 
might  care  to  append. 

The  society  went  on  record  as  unanimously 
opposed  to  such  legislation,  and  authorized  the 
secretary  to  so  inform  the  representatives. 

The  society  held  its  regular  monthly  meeting 
in  the  Carteret  Club  on  February  10,  President 
Comfort  presiding.  Drs.  P.  H.  Corrigan  and  R. 
J.  Cottone  were  elected  members. 

Dr.  B.  B.  Vincent  Lyon,  of  Philadelphia,  gave 
a most  interesting  lecture,  illustrated  with  slides, 
on  the  subject,  “The  Evolution  of  Early  to  Late 
Gall  Tract  Diseases,  With  a Brief  Consideration 
of  Its  Genesis,  Diagnosis  and  Treatment”. 

Dr.  Lyon  read  a thoroughly  scientific  paper, 
and  was  well  repaid  by  the  very  enthusiastic 
discussion  that  followed.  Several  of  the  mem- 
bers, particularly  interested  in  this  line  of  work, 
taking  a very  active  part  in  the  “ ’round  robin” 
that  was  created  by  this  intensive  study  of  the 
subject. 

An  enjoyable  luncheon  followed,  about  50 
members  being  present. 


MONMOUTH  COUNTY. 

D.  F.  Featherston,  M.D.,  Reporter. 

At  the  regular  meeting  of  the  Monmouth 
County  Medical  Society  held  February  25  in  the 
Berkley-Carteret  Hotel,  a symposium  on  disease 
of  the  gall-bladder  was  given.  The  first  paper 
of  the  evening  was  by  Dr.  John  Maher,  of  Long 
Branch,  on  the  “Surgical  Treatment  of  Gall- 
Bladder  Disease”,  which  was  followed  by  a dis- 
cussion of  the  medical  treatment  by  Dr.  O.  R. 
Holters,  of  Asbury  Park.  Dr.  W.  G.  Herrman. 


154 


JOURNAL  OF  THE  MEDICAL 


SOCIETY  OF  NEW  JERSEY 


March,  1926 


of  Asbury  Park,  then  took  up  the  use  of  x-rays 
as  an  aid  in  the  diagnosis  of  the  condition,  and 
Dr.  C.  A.  Pons,  of  Red  Bank,  Pathologist  to  Mon- 
mouth Memorial  Hospital,  Long  Branch,  spoke 
of  the  pathology  of  the  gall-bladder. 

Discussion  was  opened  By  Dr.  Harry  B.  Slo- 
cum, of  Long  Branch,  who  was  followed  by  Dr. 
Frank  A.  Altschul,  of  the  same  city.  The  sub- 
ject was  then  given  to  the  meeting  at  .art*  for 
general  expression  of  opinion. 

At  the  business  meeting  which  preceded,  the 
report  of  the  committee  on  periodic  health  ex- 
amination was  accepted. 

Dr.  Joseph  H.  Byran,  of  Asbury  Park,  a mem- 
ber of  the  State  Board  of  Medical  Examiners, 
brought  to  the  attention  of  the  members  several 
bills  which  are  before  the  House  and  Senate  and 
.urged  cooperation  in  that  these  bills  were  of 
vital  importance  to  the  profession.  One  bill  in 
particular  was  brought  up,  which  as  introduced 
by  Assemblyman  Peter  Dodd,  of  Neptune, 
has  as  its  object  the  granting  of  license  to  prac- 
tice chiropractic  to  men  who  are  veterans  of 
the  World  (War  and  sons  of  Spanish  War  veter- 
ans without  examination  by  the  board.  This,  it 
was  pointed  out,  would  affect  only  3 men  in  the 
state  and  it  was  considered  by  those  present  un- 
wise to  permit  passage  of  such  personal  legis- 
lation. 

A committee  was  appointed  by  the  president. 
Dr.  Harvey  Brown,  of  Freehold,  to  confer  with 
the  Welfare  Committee  on  legislative  matters 
which  effect  the  profession  and  to  report  at  such 
time  as  the  services  of  the  entire  body  are  need- 
ed; the  committee  consists  of  Drs.  Joseph  H. 
Byran,  James  A.  Ackerman,  James  A.  Fisher  and 
O.  R.  Holters,  all  of  Asbury  Park. 

At  the  suggestion  of  Dr.  Earl  C.  Wagner,  the 
county  physicians  are  to  be  canvassed  for  appli- 
cation for  membership  in  the  county  society  as 
there  are  a few  men  scattered  throughout  the 
county  who  are  not  members  of  the  organiza- 
tion; an  effort  will  be  made  to  bring  them  in. 

A buffet  lunch  was  served  following  the  meet- 
ing. 


PASSAIC  COUNTY. 

Ridgewood  Medical  Society. 

H.  S.  Willard,  M.D.,  Reporter. 

The  regular  monthly  meeting  of  the  Ridgewood 
Medical  Society  was  held  at  the  residence  of  Dr. 
Chas.  W.  Harreys  on  Wednesday  evening,  Febru- 
ary 17.  Dr.  Wrilliajn  Spickers,  of  Paterson,  was 
the  guest  of  the  society  and  presented  a most 
interesting  paper  on  “Local  Anesthesia  in  Gen- 
eral Surgery’’,  stressing  particularly  the  value 
of  paravertebral  and  spinal  anesthesia  and  de- 
tailing his  methods  of  administration. 

The  paper  was  widely  discussed  by  the  mem- 
bers present  and  a vote  of  thanks  was  extended 
to  Dr.  Spickers  for  his  excellent  presentation  of 
the  subject  and  as  appreciation  of  the  original 
work  he  has  done  in  this  direction. 

There  followed  a general  discussion  relative 
to  the  value,  as  a health  measure,  inoculation  of 
dogs  against  rabies.  The  question  is  particularly 
trite  with  the  members  of  the  society  because  of 
the  fact  that  the  village  of  Ridgewood  has  for 
more  than  a year  required  by  law  the  inoculation 
of  all  dogs  before  licenses  are  issued,  and  there 
is  a movement  on  foot  to  repeal  this  law  because 
of  propaganda  being  spread  throughout  the 
northern  part  of  the  state  by  the  opponents  of 
vaccination  and  serum  treatment  generally. 

The  society  went  on  record  in  a resolution  to 


the  effect  that  the  local  Board  of  Health  and 
Village  Commissioners  be  requested  not  to  re- 
peal the  present  ordinance,  and  that  it  was  the 
sense  of  the  society  that  the  inoculation  of  dogs 
against  rabies  was  a public  health  measure  of 
great  value,  and  that  the  marked  reduction  in 
the  number  of  cases  of  rabies  in  the  village  dur- 
ing the  past  2 years  was  amply  justification  for 
the  feeling  that  vaccination  was  of  considerable 
value  and  should  at  least  be  given  further  trial. 

There  was  an  announcement  made  by  one  of 
the  members  to  the  effect  that  a charter  for  a 
hospital  in  Ridgewood  has  been  obtained  and 
that  a Board  of  Governors  has  been  selected 
to  carry  out  plans  necessary  for  the  eventual 
establishment  of  a local  hospital.  The  society 
expressed  itself  as  in  entire  sympathy  with  the 
move  and  expressed  the  hope  that  the  hospital 
would  be  an  asured  fact  in  the  not  far  distant 
future. 

The  usual  social  hour  followed,  after  which 
adjournment  was  taken. 


UNION  COUNTY. 


Resolution  on  the  Death  of  Dr.  Cladek. 

Whereas,  It  has  pleased  Almighty  God  in  His 
infinite  wisdom  to  remove  from  our  midst  our 
esteemed  and  beloved  fellow  practitioner  Walter 
E.  Cladek,  we  the  members  of  the  Union  County 
Medical  Society  in  special  session  desire  to  ex- 
pi  ess  our  feelings  in  the  following  resolutions: 

Be  it  resolved,  That  in  the  loss  of  Dr.  Cladek 
the  medical  profession  of  Union  County  and  the 
eilv  of  Rahway  have  lost  a loyal  friend,  a sympa- 
thetic counsellor,  a man  of  great  integrity  and 
beauty  of  character,  and  also  one  of  unusual' 
medical  ability  whose  ideals  and  ethics  were  on 
the  highest  level. 

Be  it  also  resolved,  That  the  community  in 
which  he  worked  and  lived  and  where  he  has 
practiced  medicine  for  nearly  fifty  years,  giving 
unstintingly  of  his  time,  strength  and  talents,  has 
suffered  an  irreparable  loss.  Whenever  his  serv- 
ices were  desired,  night  or  day,  by  rich  or  poor, 
they  were  cheerfully  given;  this  first  thought  be- 
ing the  welfare  of  his  patient.  During  his  long 
professional  life  he  has  ministered  willingly  to 
those  who  were  unable  to  compensate  for  his 
services  except  with  gratitude. 

Be  it  also  further  resolved,  That  the  members 
of  Union  County  Medical  Society  extend  their 
heartfelt  sympathy  to  the  bereaved  family  in 
their  great  loss  and  that  these  resolutions  be 
spread  on  the  minutes  of  the  Society  and  that  a 
copy  be  sent  to  the  local  papers  and  to  the 
fa  mily. 

G.  L.  Orton, 

(Signed)  F.  W.  Sell, 

G.  S.  Laird. 


A Blue  Monday  Novel. 

“Will  you  marry  me?’’ 

“No.” 

They  lived  happily  ever  after. 

—Wally  Jay. 


The  Ruling  Passion. 

Doctor  No.  1 — Did  you  hold  the  mirror  to  her 
face  to  see  if  she  was  still  breathing? 

Doctor  No.  2 — Yes,  and  she  opened  one  eye, 
gasped,  and  reached  for  her  powder  puff. — Syd- 
ney Bulletin. 
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SOME  PHASES  OF  THYROID 
DISEASE. 


Frank  H.  La  hey,  M.D., 

Boston,  Mass. 

f 

I have  selected  for  this  discourse  several 
clinical  aspects  of  the  goiter  problem,  particu- 
larly malignant  degeneration  of  adenomas,  in- 
trathoracic  goiter,  the  goiter  which  causes 
pressure,  and,  thyroid  toxicity.  We  have  seen 
in  the  clinic  such  a number  of  cases  of  car- 
cinoma of  the  thyroid  arising  from  carcino- 
matous changes  in  benign  adenomas  that  we 
Relieve  all  adenomas  in  patients  over  30  years 
if  age  should  be  removed  as  a prophvlactic 
measure  against  the  occurrence  of  this  possi- 
bility. Of  all  the  adenomas,  of  the  thyroid 
that  we  have  seen,  around  3%  have  shown 
malignancy  on  pathologic  examination,  and  of 
:hose  cases  in  which  the  malignancy  had 
moken  through  the  capsule  at  the  time  when 
he  patient  came  to  operation,  not  one  patient 
s alive  today. 

The  distinguishing  clinical  features  of  mal- 
gnancy  of  the  thyroid  are  its  stony  hardness, 
i consistency  similar  to  that  of  the  malignancy 
n the  prostate,  and  a change  in  the  mobility  of 
he  gland.  The  thyroid  in  its  normal  state  is 
readily  movable  from  side  to  side  and  may 
even  be  elevated  from  its  bed  by  proper  ma- 
neuvers. When,  however,  it  has  become  mal- 
gnant,  there  is  firm  fixation ; the  only  motion 
teing  the  ascent  and  descent  of  the  gland  with 
.wallowing.  T here  is  but  one  other  condition 
n the  thyroid  with  which  this  feature  is  asso- 
ciated and  with  which  it  may  be  confused ; that 
is  lignous  or  woody  thyroiditis.  Loss  of  dis- 


creteness is  also  a clinical  feature  of  malignant 
degeneration,  an  adenoma  which  has  previous- 
ly been  of  definite  outline  fusing  into  the  sur- 
rounding tissue  with  loss  of  its  definition. 
When,  also,  an  adenoma  has  existed  benignly 
for  some  years  with  no  change  in  the  voice 
and  then,  with  no  apparent  cause,  hoarseness 
appears,  one  should  seriously  suspect  the  on- 
set of  malignancy;  the  loss  of  voice  being  due 
to  penetration  of  the  posterior  capsule  of  the 
adenoma  and  involvement  of  the  recurrent 
laryngeal  nerve  by  the  carcinomatous  process. 
We  have  repeatedly  stated  our  views  regard- 
ing adenoma  of  the  thyroid,  as  follows  : Since 
a definite  percentage  of  adenomas  of  the  thy- 
roid become  malignant;  since  there  are  rto 
clinical  signs  whereby  one  may  diagnose  this 
condition  before  it  has  ruptured  through  the 
capsule  and  involved  the  deep  cervical  glands 
and  surrounding  structures ; and  since,  when 
the  condition  is  recognizable  clinically  it  is 
practically  hopeless  surgically;  then,  the  plan 
of  management  of  this  condition  is  clear.  All 
adenomas  should  be  removed  before  they  be- 
come malignant;  that  is,  any  adenoma,  re- 
gardless of  whether  it  presents  symptoms, 
should  be  removed  in  patients  beyond  thirty 
years  of  age. 

Cases  of  intrathoracic  goiter  rarely  come  to 
our  clinic  having  been  diagnosed  by  the  at- 
tending physician,  largely,  I believe,  because  of 
a lack  of  familiarity  with  this  condition  and 
the  clinical  features  which  distinguish  it.  In 
every  case  of  goiter  one  should  carefully  pal- 
pate for  the  lower  poles  of  the  thyroid  on 
either  side  of  the  neck.  If  the  lower  limit  of 
the  thyroid  on  one  side  cannot  be  outlined, 
but  continues  downward  to  disappear  behind 
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the  sternum  or  clavicle,  intrathoracic  goiter 
should  be  suspected.  The  upper  chest  should 
be  painstakingly  percussed  for  that  dulness 
which  accompanies  many  cases  of  intrathorac- 
ic type  in  goiter  of  any  considerable  size  or  of 
nodular  character.  In  all  such  cases,  also, 
x-ray  pictures  of  the  upper  chest,  should  be 
taken  to  demonstrate  particularly  whether  there 
is  deviation  of  the  trachea.  Since  most  intra- 
thoracic goiters  are  either  cysts  or  adenomas 
of  the  thyroid,  they  rarely  fail  to  be  situated 
to  one  side  or  other  of  the  trachea,  and  to 
cause  that  structure  to  deviate  from  its  nor- 
mal position  in  the  middle  line. 

Patients  with  intrathoracic  goiter  may  or 
may  not  show  signs  of  tracheal  pressure;  a 
majority  do,  but  we  have  often  been  surprised 
to  observe  what  extensive  intrathoracic  goit- 
ers may  exist  without  symptoms.  When 
tracheal  pressure  with  respiratory  difficulty 
exists,  it  frequently  appears  intermittently, 
with  intervals  of  comparative  freedom  from 
difficulty,  the  attacks  being  due  very  likely  to 
changes  in  the  size  of  the  intrathoracic  tumor 
secondary  to  mild  infection  or  edema.  Since 
these  intrathoracic  goiters  often  reach  such 
size  within  the  thorax  that  it  is  extremely 
difficult  to  extricate  them  from  their  position 
within  the  chest;  since  their  removal  entails 
opening  and  draining  of  the  superior  mediasti- 
num, with  the  danger  of  mediastinitis ; and, 
since  they  are  prone  to  appear  in  the  later 
years  of  life  when  the  operation  is  not  en- 
dured as  well  as  in  earlier  years ; we  have 
urged  not  only  the  removal  of  all  intrathoracic 
goiters  before  they  become  large,  but  removal 
also  of  all  low-lying  adenomatous,  colloid  or 
cystic  goiters  before  they  become  intrathoracic 
in  location. 

Symptoms  resulting  from  pressure  by  a 
goiter  are  largely  respiratory  in  character, 
secondary  to  pressure-narrowing  of  the  trachea 
or  larynx.  There  have  been  a few  cases  in 
which  patients  complained  of  difficulty  in 
swallowing  which  vanished  with  removal  of 
the  goiter,  but  they  have  been  the  exception. 
We  have  repeatedly  seen  deep  intrathoracic 
prolongations  of  thyroid  tissue,  even  with  seg- 
ments wrapped  around  the  trachea;  also  com- 
plete intrathoracic  adenomas  located  entirely 
within  the  mediastinum  with  no  signs  of  eso- 


phageal obstruction.  In  a similar  way,  al- 
though we  have  often  seen  adenomatous  goiter 
insinuate  itself  beneath  the  great  vessels  of 
the  neck,  we  have  never  seen  cerebral  symp- 
toms secondary  to  pressure  upon  the  great  ves- 
sels. Dilatation  of  the  superficial  thoracic 
veins,  on  the  other  hand,  has  been  frequently 
associated  with  intrathoracic  goiter,  due,  no 
doubt,  to  interference  with  drainage  of  the 
venous  tributaries  of  the  thyroid  into  the  in- 
ternal jugular,  or  obstruction  to  the  return 
flow  of  those  veins,  by  goiter  of  such  size  as 
to  fill  the  upper  thoracic  aperture  and  limit 
the  space  to  be  occupied  by  the  internal  jugu- 
lar. Such  dilated  superficial  thoracic  veins  are 
tortuous  in  character  and  spread  over  the  an- 
terior chest  wall.  In  a few  such  cases,  par- 
ticularly when  malignant  in  character,  we  have 
also  observed  edema  of  the  face  secondary  to 
this  venous  back  pressure. 

Pressure  upon  the  trachea  or  larynx  is  one 
of  the  most  common  of  the  complications  of 
goiter.  We  have  had  the  opportunity  of  ob- 
serving all  grades  of  this  complication  ranging 
from  the  very  slightest  degree  up  to  complete 
obstruction  with  unconsciousness  resulting 
from  complete  suffocation.  1 his  obstruction 
is  due  to  bilateral  collapse  of  the  trachea,  to 
unilateral  tracheal  collapse,  to  anteroposterior  - 
collapse,  or  to  laryngeal  pressure  secondary  to 
an  encircling  goiter. 

Respiratory  s'tridor  is  constantly  associated 
with  tracheal  obstruction,  varying  from  the 
very  slight  variety  noticeable  only  by  listen- 
ing carefully  and  closely  to  the  patient’s  in- 
take of  breath  up  to  the  labored  crowing  of 
the  almost  completely  obstructed  individual. 
We  have  seen  the  trachea  so  narrowed  from 
side  to  side  by  the  lateral  pressure  of  bilateral 
adenoma  that  it  was  almost  impossible  to  find 
an  opening  in  the  flattened  trachea  into  which 
to  introduce  a tracheotomy  tube.  In  the  same 
manner,  due  to  loss  of  resiliency  and  collapse 
of  the  tracheal  rings,  we  have  been  compelled 
to  insert  lateral  guy-stitches  in  either  side  of 
the  collapsed  trachea  and  into  the  sternomas- 
toids  on  either  side  to  hold  the  trachea  suffi- 
ciently open  to  permit  air  enough  to  enter  so 
that  the  patient  could  breathe. 

One  of  the  types  of  goiter  often  causing 
marked  stridor  is  the  encircling  goiter,  usually 
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of  the  colloid  type  and,  so,  frequently  not  sus- 
pected of  causing  respiratory  obstruction.  In 
this  type  the  upper  poles  of  the  thyroid  pass 
behind  the  larynx,  overlapping  each  other  and 
completely  encircling  that  structure ; then 
causing  pressure  from  behind  where  the  larynx 
is  without  a rigid  wall  to  protect  it  from  pres- 
sure. 

We  strongly  urge  that  operation  be  imme- 
diately advised  in  any  case  of  goiter  showing 
any  degree  of  pressure,  no  matter  how  mild. 
While  the  ability  of  the  trachea  to  reopen  and 
stay  open  after  removal  of  the  goiter  causing 
pressure,  is  remarkable,  the  burden  of  a lim- 
ited capacity  for  intake  of  air  is  a consider- 
able one,  and  one  which  is  borne  badly  by  pa- 
tients who  are  already  handicapped,  as  these 
patients  often  are,  by  toxicity,  age,  or  cardiac 
lesions. 

We  distinguish  2 types  of  thyroid  toxicity, ' 
— primary  hyperthyroidism  or  exophthalmic 
goiter,  and  secondary  hyperthyroidism  or  toxic 
adenoma.  Since  we  know  of  no  physiologic 
evidence  which  indicates  that  there  is  but  one 
secretion  from  the  thyroid,  we  assume  that 
both  of  these  conditions  originate  from  the 
same  cause — hyperthyroidism — and  that  pri- 
mary hyperthyroidism  comes  from  excessive 
secretion  of  the  gland  itself,  while  secondary 
hyperthyroidism  comes  from  an  excessive  se- 
cretion of  the  thyroid  cells  within  the  ade- 
noma, and  that  primary  hyperthyroidism  may 
■ e cured  by  removal  of  four-fifths  to  five- 
sixths  of  the  entire  thyroid,  and  the  other  form 
by  removal  only  of  the  adenoma.  Having- 
stated  thus  the  difference  in  origin  and  in  op- 
erative treatment,  we  may  speak  of  toxicity  as 
including  both  groups. 

the  diagnosis  of  thyroid  toxicity  in  frankly 
toxic  cases,  for  example  with  goiter,  exophthal- 
mos, tachycardia,  tremor,  and  loss  of  weight, 
is  of  course  simple.  We  wish,  however,  to 
speak  more  particularly  of  the  less  frank  case, 
perhaps  without  exophthalmos,  and  goiter  with 
uncertain  tremor,  often  with  little  or  no  loss 
of  weight.  These  are  the  patients  often  with 
markedly  neurotic  symptoms,  without  frank 
evidences  of  thyroidism,  who  tax  our  clinical 
astuteness  to  determine  satisfactorily  whether 
their  symptoms  are  in  part  thyroidism  and  in 
part  neurosis,  or  whether  they  are  wholly  neu- 


rotic in  origin.  These  cases  are  particularly 
trying  since  we  know  well  from  experience 
that  markedly  intense  thyroid  toxicity  may  ex- 
ist in  the  presence  of  a thyroid  of  normal  or 
less  than  normal. size.  It  becomes  doubly  dis- 
quieting, however,  if  the  patient  has  a goiter 
with  marked  nervousness  together  with  tachy- 
cardia, and  yet  lacks  the  other  convincing  clin- 
ical features  of  the  disease  with  which  to  make 
certain  the  diagnosis  of  hyperthyroidism,  such 
as  exophthalmos,  loss  of  weight,  tremor,  ir- 
ritability, sweating,  etc.  It  is  in  those  cases 
that  one  must  be  extremely  critical,  as  opera- 
tive procedures  in  such  a neurotic  case,  if  of 
nonthyroid  origin,  not  only  fail  to  improve  the 
condition  but  actually  intensify  the  symptoms. 
It  is  in  such  borderline  cases  that  repeated 
basal  metabolic  estimations  are  of  such  great 
value. 

Basal  metabolism  is  an  estimation  of  the 
heat  production  of  the  body,  and  hyperthy- 
roidism is  a disease  associated  with  marked 
increase  in  heat  production.  It  is  clear,  then, 
that  basal  metabolism  estimations,  if  possible 
errors  resulting  in  untrue  basal  mefabolic  es- 
timations can  be  eliminated,  are  of  very  great 
importance  in  the  diagnosis  of  this  condition. 
In  a review  of  5200  basal  metabolic  estima- 
tions on  1600  patients,  published  by  Dr.  Sara 
M.  Jordan,  of  our  clinic,  last  year,  we  have  ar- 
rived at  certain  definite  conclusions,  the  most 
important  of  which  is  that  we  have  not  seen 
active  hyperthyroidism  exist  in  the  absence  of 
an  elevated  basal  metabolic  rate.  The  next  one 
is  that  in  the  presence  of  hyperthyroidism  and 
its  associated  increased  metabolism,  we  have 
not  seen  a clinical  cure  of  the  disease  except 
where  the  basal  metabolic  rate  has  come  back 
to  normal.  These,  we  believe,  from  an  ex- 
tensive experience  with  the  disease,  are  2 de- 
pendable postulates  in  hyperthyroidism.  In 
patients  suffering  from  neurotic  conditions 
which  closely  simulate  thyroidism,  we  have 
frequently  observed  the  first  few  basal  meta- 
bolism tests  to  be  elevated,  due  usually  to  an 
improper  adjustment  of  the  neurotic  individual 
to  the  test  and  representing  a false  basal  meta- 
bolic reading.  We  have  found,  however,  in 
such  individuals,  that  with  the  test  repeated 
daily,  the  rate  gradually  comes  to  normal  as 
the  patient  becomes  accustomed  and  adjusted 
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to  it  until  the  reading  represents  a true  basal 
rate.  From  the  above  facts,  it  is  evident  that 
careful  basal  metabolic  readings,  with  the  pa- 
tient in  the  hospital  and  with  the  test  repeated 
daily  for  several  days,  are  often  largely  the 
determining  factor  as  to  the  presence  or  ab- 
sence of  thyroidism  in  the  borderline  neurotic 
cases  without  convincing  clinical  evidence  of 
thyroid  toxicity. 

In  the  diagnosis  of  thyroid  toxicity,  we  wish 
again  to  stress  particularly  the  fact  that-  the 
most  intensely  toxic  thyroid  patients  whom  we 
have  observed  have  not  had  any  goiter.  A very 
large  percentage  of  the  cases  of  primary  hy- 
perthyroidism or  exophthalmic  goiter  which 
we  see  have  a thyroid  gland  of  only  average 
or  normal  size.  A definite  number  have  a 
gland  which  is  smaller  than  normal.  Exo- 
phthalmos is  often  entirely  absent  but  staring 
or  fixation  of  the  eye  in  some  degree  is  rarely 
absent.  Tremor  when  present  is  coarse,  as  a 
rule,  and  quite  characteristic.  It  is  often  not 
present  characteristically  in  borderline  or  less 
intense  cases.  Tachycardia,  except  in  the  pa- 
tient seen  in  bed  and  after  a period  of  rest, 
is  rarely  absent,  and  based  upon  an  average, 
determined  from  the  day-to-day  rate,  is  ap- 
proximately in  proportion  to  the  intensity  of 
the  intoxication.  One  should  be  careful,  how- 
ever, to  recall  that  resting  rates  do  not  repre- 
sent average  rates  as  related  to  normal  activ- 
ity. 

There  are  many  secondary  features  of  the 
disease,  a history  of  which  either  in  the  pres- 
ent or  past  is  of  value  in  arriving  at  a diag- 
nosis of  this  condition  in  doubtful  cases,  such 
as  changes  in  the  disposition  to  one  of  irrita- 
bility,  unexplained  losses  of  weight,  often  in 
spite  of  a good  food  intake,  myasthenia,  an 
increased  feeling  of  heat,  changes,  largely  a 
lessening,  in  menstrual  flow,  and  a history  of 
repeated  so-called  “nervous  breakdowns”. 
These  suspicious  clinical  indications  in  the 
doubtful  cases,  plus  a persistently  elevated 
basal  metabolic  rate,  justify  diagnosis  of  the 
disease  and  permit  one  with  reasonable  as- 
surance to  urge  the  relief  of  symptoms  by  sur- 
gery. 

Regarding  the  treatment  of  thyroid  toxicity, 
we  know  of  no  drug,  including  iodin,  which 
will  lower  the  basal  metabolic  rate  to  normal 
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and  keep  it  there,  and  this  is  the  critical  and 
essential  test  of  the  cure  of  hyperthyroidism. 
There  is,  therefore,  in  our  opinion  no  drug 
treatment  which  may  even  occasionally  be  ex- 
pected to  cure  hyperthyroidism.  The  test  of 
cure  which  we  have  set  for  surgery  is  that  it 
must  relieve  symptoms  and  reduce  basal  meta- 
bolic rates  to  normal  and  maintain  the  rate  at 
normal  for  at  least  a year.  As  we  have  stated 
above,  it  has  been  our  experience  that  if  the 
basal  rate  is  not  lowered  to  normal  and  main- 
tained. there,  clinical  symptoms  of  the  disease 
do  not  entirely  disappear  and  it  becomes  evi- 
dent that  an  insufficient  amount  of  thyroid 
tissue  has  been  removed  and  more  must  be 
taken  out.  Medical  treatment  of  thyroid  tox- 
icity, other  than  drug  treatment,  is  based  al- 
most solely  upon  rest ; diet,  other  than  being 
sufficient  in  calories  to  meet  the  increased  de- 
mands of  metabolism,  playing  little  if  any  part 
in  cure.  Rest,  in  the  treatment  of  thyroid- 
ism, is  of  value  largely  through  diminishing 
combustion  by  limiting  the  need  for  heat  pro- 
duction. It  protects  the  heart  from  the  ill  ef- 
fects of  excessive  rates,  although  in  severely 
toxic  cases  rapid  rates  persist  in  spite  of  com- 
plete rest.  Medical  rest  is  for  the  most  part 
a disappointingly  expectant  form  of  manage- 
ment of  thyroidism.  We  have  operated  upon 
3200  goiters  now,  and  of  the  toxic  cases  few 
have  failed  to  have  tried  the  effects  of  pro- 
longed rest  without  success.  It  is  a passive, 
largely  futile,  and  at  times  dangerous  form  of 
treatment.  Rarely  does  a year  go  by  that  we 
do  not  see  patients  who  have  been  put  to  bed 
while  in  a stage  of  thyroid  intoxication  which 
would  have  permitted  of  subtotal  thyroidec- 
tomy with  safety,  yet  who  during  their  resting 
period  have  gone  on  to  such  stages  of  marked 
intoxication  that  death  resulted.  One  must  re- 
call that  thyroidism  is  characterized  by  remis- 
sions of  the  disease  and  that  care  must  be  ex- 
ercised lest  a natural  remission  be  attributed 
to  one  of  the  valueless  methods  of  treatment. 

X-rays  and  radium,  in  the  treatment  of  this 
disease,  are  not  to'  be  classed  with  surgery,  be- 
cause of  their  high  percentage  of  failures  to 
cure,  the  high  percentage  of  recurrences  in 
the  cases  relieved,  and  the  lack  of  any  definite 
knowledge  of  the  amount  of  thyroid  tissue 
which  is  prevented  from  functioning  and  the 
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proportion  which  continues  functioning  under 
this  form  of  treatment.  It  is  further  of  dis- 
advantage in  that  it  does  not  determine  the 
type  of  tissue  or  goiter  dealt  with  and  does  not 
discover  retrotracheal,  retrolaryngeal  and,  in 
many  cases,  intrathoracic  goiters  as  does  sur- 
gery. 

Since  toxic  goiter  can  so  rapidly  become 
converted  into  such  a serious  state  that  there 
is  very  grave  danger  of  the  patient  dying  in 
spite  of  any  form  of  treatment;  since,  as  we 
have  shown  and  I will  speak  of  later,  persis- 
tence of  thyroid  toxicity,  particularly  in  pa- 
tients past  40  and  in  any  patients  with  a heart 
which  is  at  all  damaged,  predisposes  to  auricu- 
lar fibrillation  and,  as  a consequence,  cardiac 
decompensation ; and  since  these  complications 
definitely  increase  the  risk  in  the  case;  then, 
as  we  have  often  stated,  the  best  form  of 
treatment  for  this  condition  is  the  one  which 
most  quickly,  most  certainly,  most  completely 
and  most  permanently  removes  the  toxicity. 
We  are  convinced  that  all  forms  of  treatment 
for  this  disease  other  than  surgery  fall  far 
short  of  these  requirements. 

We  have,  through  the  work  of  Dr.  B.  E. 
Hamilton,  the  cardiologist  to  our  clinic,  de- 
scribed and  discussed  in  the  literature  a group 
of  toxic  thyroid  cases  associated  with  conges- 
tive heart  failure  which  we  have  termed  thyro- 
cardiacs.  This  we  believe  is  one  of  the  most 
striking  of  all  the  thyroid  groups,  and  one  in 
which  surgery  offers  the  most  brilliant  possi- 
bilities, converting,  as  it  so  frequently  does, 
he  absolute  cardiac  irregularity  which  often 
^companies  thyroid  intoxication,  to  regular- 
ity, and  restoring,  as  it  also  does  so  often,  to 
full  ability  those  patients  who  had  associated 
-hjroidism  and  cardiac  decompensation.  Dr. 
Hamilton  has  repeatedly  stated  that  there  is  no 
oai allel  situation  in  cardiology  whereby  it  is 
possible  by  means  of  a surgical  operation  to 
emove  a burden  which  drives  the  heart  so 
iard  and  which  is  so  well  calculated  to  pro- 
luce  auricular  fibrillation  and  cardiac  decom- 
pensation. 

Rapid  rate  predisposes  to  auricular  fibrilla- 
ion , auiicular  fibrillation  plus  rapid  rate, 
shortening  the  intervals  or  rest  periods  of  the 
Peart,  predisposes  to  decompensation.  We 
-vish  to  urge  particularly  that  any  patient  with 


congestive  heart  failure  and  goiter,  or  any  pa- 
tient with  congestive  heart  failure  and  any  of 
the  stigmas  of  goiter  in  the  present  or  past, 
be  most  carefully  searched  for  the  possibility 
of  the  association  of  thyroidism  with  these 
lesions.  A great  number  of  these  thyrocardi- 
acs,  in  our  experience,  have  come  to  the  clinic 
undiagnosed,  due  to  the  fact  that  the  conges- 
tive failure  so  completely  overshadowed  the 
picture  of  hyperthyroidism  that  this  condition 
was  not  thought'  of.  These  cases  are  also 
made  more  difficult  to  diagnose  by  the  fact  that 
they  frequently  have  no  goiter  and  are  apa- 
thetic rather  than  activated,  as  is  usually  the 
case  in  hyperthyroidism.  Careful  observation, 
however,  will  reveal  some  of  the  clinical  fea- 
tures of  thyroidism,  and  basal  metabolism  will, 
when  it  is  possible  to  employ  it,  show  a per- 
sistently elevated  rate. 

Surgical  treatment  of  these  cases  has  showrr 
a remarkably  low  mortality.  We  have  now 
operated  upon  over  125  cases  of  thyroidism 
and  congestive  heart  failure  with  but  3 deaths. 
A majority  of  the  cases,  following  removal  of 
the  thyroidism,  have  regained  their  compensa- 
tion to  such  a degree  as  to  be  able  to  earn  their 
living  and  to  go  about  their  daily  affairs.  It  is 
indeed  a most  gratifying  group, — those  breath- 
less, bed-ridden,  edematous  individuals,  re- 
stored to  active,  capable  and  reasonably  nor- 
mal persons. 

Before  closing  my  remarks  regarding  thy- 
roid toxicity,  I wish  to  say  a few  words  about 
the  employment  of  iodin  in  the  treatment  of 
goiter. 

There  are  certain  basic  facts  about  the  use 
of  iodin  in  goiter  which  it  would  be  well  for 
any  one  to  have  in  mind,  and  they  are  as  fol- 
lows : Iodin  is  of  value  in  goiter  only  in  2 con- 
ditions: (1)  As  a prophylactic  measure  against 
the  occurrence  of  endemic  goiter,  particularly 
in  children  in  a region  where  goiter  is  preva- 
lent, as  along  the  Great  Lakes  front  and  in  the 
Middle  West.  In  such  a situation,  but  very 
small  doses  of  iodin  should  be  employed,  2 gr_ 
of  sodium  iochd  m a week  every  six  months- 
I his  has  been  shown  by  Kimball  and  Marine 
to  be  sufficient  to  protect  against  goiter  and 
more  than  this  is  of  no  value  and  may  do  harm 
should  there  be  adenoma  within  the  glands  of 
those  taking  larger  doses  over  longer  periods 
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of  time.  (2)  Iodin  is  of  value  in  preparing 
exophthalmic  goiter  cases  for  surgical  proced- 
ures. It  is  not  a curative  measure.  It  should 
definitely  be  borne  in  mind  that  Lugol’s  Solu- 
tion, or  any  other  form  of  iodin,  does  not  bring 
about  a cure  in  exophthalmic  goiter.  Our  ex- 
perience with  it  is  that  for  a period  of  about  2 
weeks  it  produces  a definite  improvement  in 
the  clinical  symptoms.  For  the  next  2 weeks 
there  is  no  further  progress  in  the  improve- 
ment, and  following  that  the  intensity  of  the 
symptoms  returns  to  the  level  at  which  they 
were  previous  to  administration  of  the  iodin. 

Lugol’s  Solution  is  given  in  doses  of  10 
drops  3 times  a day,  with  the  patient  in  bed  at 
rest,  usually  for  8 to  12  days  previous  to  the 
operation.  As  a rule,  within  this  time  the  pa- 
tient has  made  as  much  gain  and  the  basal 
metabolism  has  been  lowered  as  much  as  it 
will  be  lowered  by  the  treatment.  The  dosage 
is  continued  immediately  after  the  operation 
and  continued  for  1 month  after  the  patient 
leaves  the  hospital,  to  protect  against  possible 
return  of  the  hyperplasia. 

Dr.  Cattell,  of  our  clinic,  in  a recent  paper 
on  the  effect  of  iodin  on  thyroid  tissue,  has 
demonstrated,  as  was  first  shown  by  Dr.  Ma- 
rine, that  the  effect  of  iodin  on  the  hyperplas- 
tic thyroid  tissue  of  exophthalmic  goiter  is  to 
convert  it  to  the  colloid  or  resting  type.  This, 
he  has  demonstrated,  actually  occurs  in  87.9% 
of  cases.  He  lias  demonstrated  also,  however, 
that  the  functional  action  of  the  gland  is  not 
accurately  correlated  with  the  histologic  pic- 
ture, as  toxicity,  as  proven  by  clinical  signs 
and  basal  metabolic  rates,  still  persists  even 
when  the  gland  shows,  microscopically,  com- 
plete regression  under  the  administration  of 
iodin. 

We  wish  to  protest  strongly  against  the 
promiscuous  use  of  iodin  as  it  is  now  employed, 
and  we  wish  to  recall  to  your  minds  forcibly 
the  fact  that  in  non  toxic  adenomatous  goiter 
the  use  of  iodin  is  distinctly  harmful,  convert- 
ing many  of  these  simple  adenomas  into  toxic 
adenomas,  as  demonstrated  bv  Kocker  many 
years  ago.  Iodin  can  not  be  administered 
safely  unless  one  is  sure  that  he  is  not  dealing 
with  an  adenomatous  goiter. 

Few  goiters  now  come  to  our  clinic  without 
having  had  iodin  in  some  form  before  entrance, 


and  most  cases  are  upon  iodin  feeding  at  the 
time  of  entrance.  This  is  a distinct  disadvan- 
tage, depriving  us  of  the  immediate  pre-opera- 
tive benefit  which  is  obtained  in  the  exophthal- 
mic case  which  has  not  had  iodin  and,  on  the 
other  hand,  so  clouding  the  clinical  picture  in 
borderline  cases  that  definite  decisions  can 
sometimes  be  reached  only  after  the  patient 
has  been  off  iodin  for  some  time,  a situation 
similar  to  the  doubtful  myxedema  case  upon 
thyroid  extract  feeding. 

We  strongly  urge  that  iodin  be  not  employed 
in  toxic  goiter  until  the  type  of  goiter  be  de- 
termined by  one  who  is  capable  of  ascertaining 
its  type  with  reasonable  certainty ; that  border- 
line cases  shall  not  be  fed  iodin  until  the  diag- 
nosis is  settled ; and  that  in  patients  sent  for 
operation,  unless  the  case  be  a desperate  one 
with  death  threatening,  the  use  of  iodin  be  de- 
ferred until  in  the  hands  of  the  surgeon  who 
is  to  operate. 


THE  VALUE  OF  THE  X-RAY  IN 
DIAGNOSIS. 

E.  E.  Downs,  M.D., 

Swedesboro,  N.  J. 

During  recent  years,  each  department  of  sci- 
ence in  our  medical  laboratories  has  contributed 
much  to  make  diagnosis  more  accurate  and 
therefore  treatment,  whether  medical  or  sur- 
gical, more  intelligent. 

In  this  advancement  the  x-ray  has  played  an 
important  role.  The  perfecting  of  modern 
transformers,  Coolidge  tubes,  the  Bucky  dia- 
phragm and  improved  fluoroscopes,  together 
with  the  new  screens  and  rapid  films,  have 
added  new  possibilities  in  Roentgen  ray  diag- 
nosis, so  that  structures  which  were  formerly 
not  visualized  can  now  be  outlined. 

That  the  x-ray  is  indispensable  in  fractures 
and  dislocations  is  now  an  established  fact  and 
only  requires  mention.  Yet,  we  often  examine 
a part  carefully,  and  finding  none  of  the  cardi- 
nal symptoms  of  fracture,  such  as  deformity, 
over-riding  or  crepitus,  are  content  to  make  a 
diagnosis  of  sprain  until  the  roentgenogram 
(which  should  be  taken  in  at  least  2 directions) 
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discloses  a subperiosteal  fracture ; we  then 
realize  the  importance  of  raying  all  question- 
able injuries.  It  has  been  my  practice  when- 
ever possible  to  set  fractures  under  the  fluoro- 
scope.  But  the  fluoroscopic  examination  of  a 
bone  without  the  making  of  films  is  inadequate 
and  should  be  decried,  as  a subperiosteal  frac- 
ture will  thus  frequently  be  missed;  and  fur- 
thermore, there  is  no  permanent  record  which 
affords  much  protection  in  medicolegal  work. 
The  fluoroscope  is  most  useful  in  locating  and 
also  in  extracting  foreign  bodies ; this  latter 
can  often  be  accomplished  under  the  screen. 

In  the  diagnosis  of  osteomyelitis  during  the 
acute  stage,  the  x-ray  is  practically  useless.  It 
is  not  until  the  disease  has  advanced  to  bone 
destruction  and  sequestras  are  formed,  that 
the  shadows  appear  on  the  films.  In  subperi- 
osteal inflammations,  a soft  skiagram  may 
show  the  separation  of  the  periosteum,  which 
is  a great  help  to  the  surgeon  in  the  localiza- 
tion of  the  exact  area  involved.  Tuberculosis 
of  the  bones,  syphilitic  lesions,  malignancy, 
callus  formation  and  rachitis  can  be  demon- 
strated by  carefully  made  films.  Localization 
of  focal  infection  has  been  greatly  simplified 
by  use  of  roentgenograms  of  the  teeth,  sinuses 
and  antrums. 

I am  inserting  a paragraph  here  which  is  a 
digression  from  the  subject,  relative  to  the 
ownership  of  x-ray  films.  To  whom  do  the 
films  belong.-"  If  a person  is  referred  to  a 
pathologist  no  demand  is  made  for  smears  or 
other  pathologic  specimens.  The  pathologist 
makes  a report  which  is  considered  sufficient. 
\ou  have  all  had  patients  come  to  you  with  a 
set  of  films  which  had  been  taken  at  some  lab- 
oratory and  delivered  to  the  patient.  They  are 
usually  of  a neurotic  class  who  display  the  films 
before  first  one  and  then  another  physician  for 
interpretation.  They  tell  you  that  Dr.  Smith 
said  this,  and  Dr.  Jones  said  that,  while  the 
doctor  who  made  the  films  told  them  some- 
thing entirely  different.  Dr.  Trostler  of  Chi- 
cago, in  an  article  in  the  May  number  of  the 
Radiological  Review,  contends  that  radiograms 
are  a part  of  a laboratory  record.  The  French 
Government,  in  1916,  forbade  the  delivery  of 
roentgenograms  to  wounded  soldiers.  If  in 
the  case  of  bone  work  a roentgenogram  is 
mailed  to  a physician  for  reference,  it  should 


be  returned  to  the  radiologist  for  filing,  so 
that  his  records  may  be  complete. 

A statement  by  Dr.  W.  T.  Mayo,  that  only 
about  1 person  in  10  with  gastric  symptoms 
has  a gastric  lesion,  is  worth  remembering. 
In  other  words,  90%  of  our  cases  of  indiges- 
tion are  of  extragastric  origin. 

The  Roentgen  ray  offers  much  in  differen- 
tial diagnosis,  whether  the.  cause  be  focal  in- 
fection in  the  sinuses  and  teeth,  aneurysm, 
pleural,  pulmonary,  mediastinal  or  cardiac  dis- 
ease, eventration,  renal  or  vesical  calculi,  dis- 
eased gall-bladder  or  appendix,  or  a diverticu- 
lum, a systematic  x-ray  examination  will  al- 
ways aid  the  clinician  in  locating  the  offender. 
It  is  necessary  to  bear  in  mind  that  radiology 
alone,  without  careful  history  and  physical  ex- 
amination, will  often  lead  to  error.  When  we 
are  examining  a patient  clinically,  we  should 
call  upon  the  x-ray  laboratory  just  as  we  do- 
upon  the  chemical  or  pathologic  laboratories. 

Dr.  Carmen,  the  noted  roentgenologist  of 
the  Mayo  Clinic,  says  that  there  are  3 possi- 
bilities, namely:  (1)  Each  clinician  should 
make  his  own  x-ray  determinations.  (2)  The 
clinician  and  radiologist  should  make  a joint 
examination  or  go  over  their  respective  find- 
ings at  a personal  conference.  (3)  The  clini- 
cal findings  should  be  submitted  to  the  roent- 
genologist so  that  he  may  correlate  his  findings 
with  all  other  data.  If  one  of  these  methods 
is  not  used  gross  error  results,  and  the  x-ray 
is  unjustly  criticized.  For  example,  a clincian 
receives  a report  from  the  x-ray  laboratory,  of 
a gastro-intestinal  examination  to  the  effect 
that : The  stomach  is  of  a fish  hook  shape ; po- 
sition, normal ; mobility,  limited ; motility,  of 
3 wave  type ; a one-third  6 hour  retention ; 
filling  defect  of  duodenal  cap.  Unless  he  is 
acquainted  with  the  work,  he  would  know  lit- 
tle more  than  he  did  before  the  examination. 
The  history  and  clinical  data  together  with  the 
gastric,  fecal  and  blood  analyses,  would  es- 
tablish the  diagnosis. 

In  a brief  way  I will  describe  the  technic 
used  in  conducting  a gastro-intestinal  exami- 
nation, that  the  value  of  these  findings  may  be 
better  appreciated  and  understood. 

The  night  prior  to  the  examination  the  pa- 
tient is  given  a laxative,  preferably  castor  oil. 
Salines,  while  they  cleanse  thoroughly,  cause 
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more  gas  and  are  therefore  not  satisfactory. 
Jn  the  morning  a 6 hour  meal  is  given  accord- 
ing to  the  method  of  Haudek,  consisting  of  60 
gm.  of  a cooked  wheat  cereal  and  60  gm.  of 
barium  sulphate,  to  which  skimmed  milk  and 
sugar  are  added  to  make  the  meal  more  palat- 
able. Cream,  being  a fat,  retards  digestion 
and  should  therefore  be  removed.  At  the  end 
of  the  6 hours  the  patient  reports  for  examina- 
tion. In  gastro-intestinal  work  much  more 
can  be  accomplished  by  fluoroscopic  than  by 
film  work,  but  both  are  necessary.  In  a series 
of  24  films,  as  was  the  former  practice,  with 
a one-half  second  exposure,  the  gastro-intes- 
tinal tract  is  visualized  only  12  seconds,  while 
with  the  screen  it  may  be  safely  viewed  for  10 
or  12  minutes.  Filling  defects  which  might 
appear  in  each  film  may  be  obliterated  by  pres- 
sure or  massage  over  the  abdomen  while  the 
fluoroscopic  examination  is  being  made.  The 
mobility  of  the  stomach  and  intestines  can  be 
determined ; also  the  phenomena  of  peristalsis 
and  anti-peristalsis. 

The  patient  is  placed  behind  the  screen  in  a 
dark  room.  . A period  of  8 to  10  minutes  is 
necessary  to  produce  proper  dilatation  of  the 
pupils  before  the  roentgenologist  should  begin 
work.  The  red  light  is  used  when  necessary. 
This  tires  the  red  reflex  and  makes  the  green 
light  more  distinct. 

The  chest  is  first  examined,  noting  the 
movements  of  the  ribs  and  diaphragm,  the  po- 
sition and  size  of  the  heart  and  aorta  and  med- 
iastinal shadows,  or  any  pathologic  shadows 
in  the  lungs  or  pleura.  As  the  screen  is  low- 
ered and  the  abdominal  contents  viewed,  the 
presence  or  absence  of  any  residue  in  the 
stomach  from  the  6 hour  meal  is  next  deter- 
mined ; the  normal  stomach  should  be  entire- 
ly empty  at  this  time.  The  position  of  the 
head  of  the  meal  in  the  intestinal  canal  should 
have  reached  the  cecum  and  not  advanced  be- 
yond  the  hepatic  flexure. 

The  screen  meal  which  has  been  previously 
prepared  is  now  given.  This  consists  of  120 
gm.  of  barium  sulphate  in  a suitable  vehicle — 
such  as  malted  milk  or  water — to  which  has 
been  added  4 gm.  of  bicarbonate  of  soda.  1 his 
is  given  to  reduce  gastric  acidity  and  thereby 
relax  the  pylorus.  The  quantity  should  be 
from  250  to  700  c.c.  As  the  meal  is  swallowed 


its  course  through  the  esophagus  is  carefully 
watched  for  the  presence  of  any  deformity  of 
contour,  obstruction,  cardiospasm  or  diverti- 
culum. When  the  stomach  begins  to  fill  it  is 
necessary  to  make  many  observations,  and 
have  them  recorded  at  the  time  they  are  made, 
so  that  a complete  description  can  be  filed  for 
reference  when  going  over  the  findings  in  sum- 
marizing the  case.  First  the  position,  form 
and  size  of  the  stomach  are  noted.  From 
x-ray  examinations  it  has  been  determined  that 
all  these  vary  normally  in  different  individuals, 
depending  on  the  habitus.  A very  satisfactory 
classification  of  habitus  has  been  made  by  Dr. 
Walter  E.  Mills  of  the  University  of  Wash- 
ington. 

Mills  describes  3 types,  and  I will  define 
these  because  they  are  of  advantage  to  the 
clinician  as  well  as  the  radiologist:  (1)  The 
hypersthenic;  robust  frame,  great  body  weight 
and  musculature,  deep  thorax,  ribs  running 
almost  horizontally,  with  obtuse  epigastric 
angle,  and  stomach  located  high  in  the  abdo- 
men and  of  steer-horn  type.  (2)  The  asthenic 
or  habitus  enteropticus ; in  distinct  contrast  to 
the  former;  this  shows  weak,  spare  muscula- 
ture, long  chest,  acute  epigastric  angle,  the 
stomach  low  and  usually  of  fish  hook  shape. 
(3)  The  sthenic  or  normal  habitus;  resembles 
the  hypersthenic  but  the  characteristics  are 
less  prominent  and  the  stomach  is  high  and 
tone  good. 

It  is  therefore  seen  that  the  stomach  must 
vary  with  the  habitus  of  the  individual,  and  a 
normal  position  in  an  asthenic  patient  would 
amount  to  a ptosis  in  a hypersthenic  case. 
These  variations  wall  likewise  apply  to  the 
form  and  size. 

The  tone  of  the  stomach  is  noted,  and  is 
divided  by  Schlesinger  into  4 classes — hyper- 
tonic, orthotonic,  hypotonic  and  atonic.  The 
contour  is  carefully  observed,  watching  for 
any  irregularity,  filling  defect  or  niche.  The 
shape  of  the  gas  bubble  assists  in  visualizing 
the  upper  pole.  The  mobility  is  determined 
by  manipulation,  bearing  in  mind  that  the 
stomach  is  supported  by  the  esophagus  and 
gastraphrenic  ligament  at  its  cardiac  end,  and 
the  hepatoduodenal  ligament  just  beyond  the 
pylorus.  There  is  probably  no  part  of  the  ex- 
amination as  fascinating  as  watching  the  phe- 
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nomena  of  peristalsis,  and  through  its  study, 
much  can  be  learned  of  the  efficiency  of  the 
stomach. 

The  escape  of  the  meal  past  the  pylorus  and 
the  filling  of  the  duodenal  bulb  is  an  important 
index,  not  only  to  gastric  and  duodenal  path- 
ology, but  to  gall-bladder  disease  with  adhe- 
sions and  distortions.  Since  most  lesions, 
whether  benign  or  malignant,  of  the  upper 
alimentary  canal  occur  in  this  neighborhood, 
determinations  of  major  significance  can  be 
made  by  use  of  the  palpatory  manipulation 
during  the  fluoroscopic  examination. 

At  the  end  of  24  hours  the  patient  returns 
for  further  observation  of  the  intestinal  canal, 
when  obstructions,  diverticuli  and  chronic  ap- 
pendices are  often  visualized.  In  some  cases 
more  frequent  observations  are  necessarv;  in 
others,  a complete  reexamination.  This  is 
especially  true  when  the  patient  is  nervous, 
and  an  apparent  pyloric  stenosis  may  prove  to 
be  only  a spastic  contraction  which  disappears 
after  the  administration  of  belladonna  or 
bromides.  Opaque  enemas  are  used  in  exam- 
ining the  colon  and  sigmoid  for  obstructions. 

During  the  past  year  a valuable  work  has 
been  done  in  studying  the  gall-bladder  by  the 
intravenous  use  of  the  tetrabromide.  These 
experiments  have  occasioned  several  untoward 
results,  and  for  this  reason  I have  not  sub- 
jected any  patients  to  this  procedure.  The 
tetra-iodophenolphthalein  sodium  salt  is  now 
receiving  much  attention  as  it  has  thus  far 
been  attended  with  less  danger  and  more  opac- 
ity. I am  using  it  in  pills  made  for  oral  ad- 
ministration. 

Much  has  been  accomplished  in  genito- 
urinary radiology  by  injection  of  the  ureters 
with  sodium  iodide.  This  can  only  be  done 
by  the  combination  of  cystoscopy  and  radiol- 
ogy. For  this  reason  the  work  is  confined  to 
hospitals,  where  urologist  and  radiologist  can 
work  cooperatively. 

My  purpose  in  this  paper  has  been : 

(1)  To  emphasize  the  importance  of 
x-rays  in  diagnosis. 

(2)  To  impress  upon  you  the  advisability 
of  having  radiograms  made  of  all  suspicious 

injuries. 


(3)  To  mention  the  advantages  of  fluoro- 
scopy in  combination  with  radiology. 

(4)  To  show  you  the  necessity  of  correlat- 
ing clinical  and  other  laboratory  findings  with 
the  x-ray  determinations  before  offering  a 
diagnosis. 

(5)  To  briefly  outline  the  technic  of  chest 
and  abdominal  examinations,  that  you  may 
better  appreciate  the  advantages  of  routine 
x-ray  analysis  in  obscure  cases. 


THE  DIAGNOSIS  OF  TUBERCULOSIS, 

Joseph  R.  Morrow,  M.D., 

Superintendent  of  the  Berg'en  County  Hospital. 

The  diagnosis  of  tuberculosis  is  a very  im- 
portant Subject.  My  good  friend  and  colleague^ 
Dr.  Poliak,  often  refers  to  it  as  “The  Tuber- 
culosis Problem’’.  Tuberculosis  is  indeed  a 
problem,  and  we  in  institutions,  who  are  in- 
gaged  with  the  many  phases  of  tuberculosis 
from  day  to  day,  consider  tuberculosis  as  one 
of  the  most  serious  problems  confronting  the 
medical  profession,  not  only  from  the  stand- 
point of  diagnosis  and  treatment,  but  with 
complexities  in  its  economic  and  domestic  re- 
lations. 

Statistics  clearly  indicate  that  there  is  a sub- 
sidence in  case  incidence  of  tuberculosis.  How- 
ever, there  are  still  many  cases  of  tuberculosis 
that  will  require  our  close  attention.  We,  as 
physicians,  know  that  tuberculosis  is  quite  dif- 
ferent from  other  diseases.  It  has  its  distinc- 
tive characteristics.  The  most  important  of 
these  characteristics,  and  one  which  is  often 
lost  sight  of,  is  the  insidious  nature  of  the  dis- 
ease, and  in  most  cases,  the  gradual  onset 
whereby  it  installs  itself  by  stealth.  After 
cavitation  and  expectoration  of  large  quanti- 
ties of  tubercle  bacilli  laden  sputum,  pulmon- 
ary hemorrhages,  and  other  classical  symp- 
toms which  accompany  this  malady,  the  diag- 
nosis in  most  instances  is  an  easy  matter.  The 
majority  of  tuberculosis  cases  are  not  diag- 
nosed until  much  structural  changes  and  tis- 
sue involvement  have  taken  place.  A fact 
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worth  constant  repitition  is  that : “the  detec- 
tion of  early  lesions  materially  enhances  the 
probability  of  the  patient’s  recovery”. 

Although  tuberculosis  is  pathologically  dis- 
similar from  other  diseases,  a differential  diag- 
nosis is  often  difficult  to  make.  The  process 
©f  repair,  the  formation  of  fibrosis  and  depo- 
sition of  calcium  in  the  pulmonary  lesions  are 
within  themselves  characteristic,  and  offer 
many  interesting  phases  in  the  study  of  this 
phenomenon.  It  is  unfortunate  that  many  of 
©ur  cases  of  tuberculosis  are  seen  only  after 
pathologic  changes  are  such  as  to  relegate  them 
to  moderately  advanced  and  advanced  cases. 
The  patient  himself  often  does  not  realize  that 
he  has  anything  other  than  a bad  cold  and 
therefore  delays  a physical  medical  examina- 
tion by  a physician  until  there  have  developed 
progressive  tissue  changes. 

There  are  also  wide  variations  in  x-ray  and 
laboratory  examination  results,  and  while  posi- 
tive sputum  is  indicative,  a negative  sputum 
may  be  present  in  an  active  case  of  tubercu- 
losis with  extensive  involvement  and  may  be 
very  misleading.  There  is  remarkable  assis- 
tance rendered  by  x-ray  examinations,  but  we 
must  not  overlook  the  fact  that  the  early  lesions 
may  'not  be  apparent  in  the  x-ray  findings. 

The  early  case  of  tuberculosis  is  the  most 
difficult  patient  with  whom  the  doctor  has  to 
deal.  He  does  not  realize,  nor  can  we  expect 
him  to  appreciate  the  pathology  of  tuberculosis 
and  the  subtle  destructive  progress  accomany- 
ing  this  disease.  Therefore,  it  is  necessary  to 
consider  tuberculosis  especially  from  a psy- 
chologic standpoint.  It  requires  the  greatest 
amount  of  patience  and  tact  on  the  part  of  the 
physician  to  gain  the  confidence  of  the  patient 
to  such  an  extent  as  to  admit  of  proper  treat- 
ment. The  patient,  and  the  ones  interested  in 
the  patient,  should  be  given  a frank  opinion. 
However,  there  can  be  no  stereotyped  direc- 
tions for  the  amount  of  detailed  explanation 
for  a given  case,  each  patient  requiring  sep- 
arate study  and  individual  consideration. 

One  of  the  greatest  obstructions  to  the  early 
diagnosis  of  tuberculosis  is  the  attitude  of  the 
patients  themselves.  They  do  not  seek  nor  per- 
mit an  examination  as  early  as  desirable,  and 
after  an  examination  has  been  made,  the  ma- 
jority of  patients  openly  or  passively  rebel 


against  the  suggestion  of  a possibility  of  tu- 
berculosis. Parents,  relatives  and  friends  usu- 
ally doubt  the  diagnosis,  or  will  not  permit 
themselves  to  believe  that  a patient  has  the 
condition  the  doctor  describes.  Just  how  to 
diplomatically  reveal  to  the  patient,  or  to  the 
members  of  his  family,  the  possibility  or  likli- 
-hood  of  tuberculosis  is  a tedious  and  tactful 
undertaking,  requiring  the  utmost  courage, 
frankness  and  diplomacy. 

We.  who  are  accustomed  to  seeing  the  many 
terminal  cases  of  tuberculosis  that  present 
themselves  to  the  sanatorium,  are  impressed 
with  the  outstanding  fact  that  the  vast  major- 
ity of  patients  will  do  anything  and  everything 
possible  to  have  some  one  reverse  a diagnosis 
of  tuberculosis,  and  will  welcome  the  least 
ympathetic  element  of  doubt  as  to  their  con- 
iition.  To  gain  this  much-desired  reversal  of 
the  diagnosis  (which  they  view  as  a sentence 
passed  upon  them  and  theirs)  they  will  dis- 
regard their  physicians  entirely,  and  employ 
various  methods  to  secure  a favorable  expres- 
sion as  to  their  condition.  Then  they  begin  to 
search  for  some  one  to  tell  them  that  they  do 
not  have  tuberculosis,  but  they  have  “indiges- 
tion”, “run-down  condition”  or,  “a  weak  spot 
on  the  lung”.  The  history  of  these  patients 
will  almost  invariably  reveal  that  in  the  be- 
ginning their  doctors  had  truthfully  told  them 
they  considered  that  the  patients  had  tuber- 
culosis or  they  feared  that  tuberculosis  might 
he  an  underlying  condition  resposible  for  their 
symptoms;  whereupon,  the  physicians  are  often 
summarily  discharged,  and  the  patients  pro- 
ceed to  consult  others  in  quest  of  a favorable 
diagnosis  and  prognosis,  which  they  frenquent- 
ly  obtain  from  a chiropractor  or  some  other 
member  of  the  cults  who  will  assure  the  pa- 
tients that  they  do  not  have  tuberculosis  and 
that  the  doctors  do  not  know  what  they  are 
talking  about.  A goodly  fee  often  awaits  this 
unethical  one.  These  cases  finally  find  their 
way  to  county  and  state  institutions,  with  ad- 
vanced tuberculosis  and,  usually,  with  their 
financial  savings  exhausted  and  with  little  hope 
for  recovery. 

We  cannot  deny  that  this  is  a matter  of 
grave  concern.  I,  personally,  believe  that  the 
situation  should  be  seriously  considered  in  all 
medical  societies,  whereby  there  could  be  an 
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agreement  reached  expressing  the  consensus  of 
medical  opinion  concerning  the  diagnosis  and 
prognosis  of  early  tuberculosis.  By  such  means 
a frank  expression  and  description  could  be 
given  a patient  who  has  a suspicious  bron- 
chitis, cough  or  indigestion,  or  some  of  the 
other  manifestations  of  tuberculosis,  and  the 
physician  giving  the  same  would  feel  that  a 
like  opinion  would  be  given  in  cases  that  war- 
ranted it  by  other  physicians  who  might  be 
consulted,  thus  protecting  the  patient  and  safe- 
guarding the  interests  of  the  medical  pro- 
fession. 

Tuberculosis  is  a communicable  disease,  and 
with  that  knowledge,  it  is  gratifying  to  receive 
statistics  from  many  sources  that  tuberculosis 
is  surely  and  gradually  being  conquered. 

On  account  of  the  incubation  period  of  active 
tuberculosis  being  so  variable,  who  knows  when 
tuberculosis  infection  becomes  active  tuber- 
culosis? In  light  of  our  present  knowledge 
of  communicable  diseases,  we  know  that 
segregation  and  isolation  does  not  mean  what 
it  once  did.  It  does  not  demand  that  the  pa- 
tient be  banished  from  the  activities  of  life, 
or  confined  to  a pesthouse.  In  many  cases, 
home  treatment  can  be  secured  and,  under 
proper  regulations,  without  danger  to  the  other 
members  of  the  family.  Where  this  is  not 
possible  and  where  it  is  convenient,  every  case 
of  tuberculosis  should  have  sanitorium  care 
and  treatment,  and  have  opportunity  to  profit 
by  the  educational  rules  of  proper  living  gain- 
ed by  their  experiences  there.  Social  life  in 
institutions  can  be  made,  and  should  be  made, 
so  attractive  that  every  one  will  be  content  to 
remain  and  not  consider  themselves  exiles. 
Notwithstanding  the  fact  that  to  the  physician 
the  prognosis  may  be  doubtful,  and  the  mem- 
bers of  the  family  made  to  understand  the 
gravity  of  the  disease,  every  hope  and  assis- 
tance should  be  held  out  to  the  patient  to  stim- 
ulate the  “will  to  win”. 

It  is  sad  to  relate  that  there  is  no  specific 
medical  cure  for  tuberculosis.  Many  thera- 
peutic applications  are  available  for  relieving 
the  symptoms  and  improving  resistance  and 
favoring  factors  that  have  to  do  with  fibrosis 
and  calcifications,  resulting  in  arrested  cases. 
Climatology  is  an  intricate  study  with  many 
complex  phases.  That  humidity,  elevation  and 


other  atmospheric  conditions  will  affect  human 
beings,  sick  or  well,  favorably  or  unfavorably, 
we  cannot  deny,  but  the  change  of  climate  and 
higher  altitudes  have  been  much  over-rated, 
and  occupy  a place  of  greater  importance  in 
the  minds  of  patients  than  they  rightly  deserve. 
There  is  a phase  of  climatology,  however,  that 
we  can  use  to  the  fullest  extent,  depending" 
upon  the  facilities  at  hand  in  any  given  case, 
and  that  is  sunlight.  Sunshine  and  artificial 
sunlight  rays,  direct  and  diffused,  are  bene- 
ficial ; the  method  and  manner  of  its  applica- 
tion to  be  determined  by  the  case  in  question. 
Heliotherapy  gives  us  the  greatest  promise  in 
the  arrest  of  this  disease,  and  the  amount  of 
improvement  in  certain  types  of  tuberculosis 
is  really  marvelous.  In  pulmonary  tuberculosis, 
its  true  value  is  as  yet  undetermined.  In  any 
case  the  general  nutrition  and  well-being  of  a 
patient  is  stimulated  and  improved  by  air  and 
sunlight  exposure.  Care  must  be  used  in  this 
treatment  with  advanced  pulmonary  cases. 

It  is  our  mission,  and  I will  grant  you  a 
job  of  work,  to  properly  inspire  the  patients 
and  imbue  them  with  a “will  to  win”,  and  have 
them  use  for  their  slogan  : “A  winner  never 
quits  and  a quitter  never  wins”. 


PREVENTION  OF  RICKETS— A PUBLIC 
HEALTH  PROBLEM. 


Julius  Levy,  M.D., 

Pediatrician,  Newark-  Beth  Isreal  Hospital,  and 
Consultant,  Bureau  of  Child  Hygiene,  State 
Department  of  Health. 

Recent  studies  have  shown  that  rickets  is 
very  common  among  young  infants.  This  is 
particularly  true  among  those  children  who  are 
born  during  the  latter  part  of  summer  or  early 
fall.  Among  all  who  live  in  the  temperate  zone, 
it  has  been  found  that  rickets  rapidly  increases 
during  December,  January  and  February. 
This  condition  is  not  peculiar  to  the  poor  nor 
to  the  malnourished  or  undernourished  in- 
fant. It  is  frequently  found  among  babies  who 
on  superficial  examination  would  be  considered 
in  perfect  condition.  It  is  not  uncommon 
among  very  wellnourished,  breast-fed  babies 
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during  the  winter  months.  Very  careful  stud- 
ies made  during  the  past  year  have  shown  that 
rickets  begins  much  earlier  than  is  generally 
thought.  It  is  not  at  all  uncommon  to  find 
clinical  signs  by  the  third  month  of  life,  and 
hy  the  use  of  more  exact  methods  such  as 
chemical  examinations  of  the  blood  and  x-ray 
examinations  of  the  bones,  the  existence  of 
rickets  has  been  determined  by  the  first  month 
of  life.  It  has  been  found  that  rickets  is  most 
likely  to  develop  during  periods  of  very  rapid 
growth.  It  is  very  common  in  premature 
babies.  It  is  not  frequently  found  in  marasmic 
infants  with  stunted  growth.  Inasmuch  as  the 
greatest  impetus  for  growth  is  in  the  latter 
months  of  pregnancy  and  the  first  6 months 
of  life,  it  is  easily  understood  why  these  periods 
show'  the  greatest  incidence  of  rickets. 

Rickets  is  a serious  disease  more  from  a 
public  health  than  a medical  standpoint.  In  its 
mild  form  it  does  not  make  infants  acutely  ill 
but  predisposes  them  to  certain  defects  in  de- 
velopment that  interfere  permanently  with 
good  health  and  vitality.  In  early  infancy  it 
is  the  underlying  cause  of  convulsions.  Among 
babies  who  have  been  protected  against  rickets 
convulsions  are  exceedingly  rare.  It  produces 
soft  bones  which,  as  soon  as  they  are  required 
to  bear  weight,  become  deformed.  The  de- 
formities that  have  a particularly  serious  ef- 
fect on  health  and  life  are  those  of  the  chest 
and  pelvis.  Obstetricians  have  long  recognized 
that  a rachitic  pelvis  has  been  the  cause  of 
much  of  the  difficulty  of  labor  and,  therefore, 
bears  an  important  relation  to  our  maternal 
mortality  problem.  Studies  are  being  under- 
taken to  determine  the  incidence  of  rachitic 
pelvis.  There  is  a strong  impression  that  this 
condition  is  much  commoner  than  is  generally 
recognized  and  that  the  maternal  mortality 
problem  will  in  part  be  solved  when  rickets 
is  prevented  in  infancy. 

The  teeth  are  similar  in  structure  to  the  bones 
and  naturally  are  similarly  affected  by  nutri- 
tional disorders.  There  is  a growing  opinion 
that  defects  in  development,  irregularity  in 
shape,  size  and  position  are  closely  related  to 
the  calcium  deposition  in  the  teeth  before  they 
hare  erupted.  There  is  an  increasing  weight 
of  opinion,  based  on  careful  animal  experi- 
mentation, that  caries  of  the  teeth  is  primarily 
the  result  of  defective  structure  and  only  sec- 


ondarily the  result  of  infection  and  fermenta- 
tion of  the  mouth.  The  embryonal  formation 
of  decidious  teeth  begins  about  the  fifth  month 
of  pregnancy  and  the  development  of  the  sec- 
ondary set  is  most  active  before  the  fourth 
year.  A disturbance  in  the  calcium  phosphorus 
metabolism  in  the  mother  during  the  latter 
months  of  pregnancy  in  the  first  place  causes 
a marked  strain  upon  the  calcium  of  her  own 
tissues,  in  order  to  maintain  the  calcium  re- 
quirements of  the  growing  fetus.  If  the  sup- 
ply remains  inadequate,  it  intereferes  with  the 
proper  development  of  important  organs  and 
tissues  in  the  infant.  Inasmuch  as  rickets  be- 
gins as  early  as  the  first  month  of  life  and  is 
most  active  when  not  properly  controlled  in 
the  first  2 years  of  life,  it  is  obvious  that  the 
teeth,  which  are  undergoing  their  full  develop- 
ment during  this  period,  would  be  most  seri- 
ously affected.  While  there  is  no  desire  to  dis- 
courage propaganda  for  clean  mouths  and 
clean  teeth,  experimental  and  scientific  re- 
search proves  that  to  prevent  carious  teeth  it 
is  important  at  all  times  to  maintain  the  healthy 
and  normal  structure  of  the  teeth,  which  is 
determined  largely  by  calcium  deposition. 

Rickets  is  easily  prevented  and  easily  cured. 
It  does  not  occur  among  children  who  are 
adequately  exposed  to  the  direct  rays  of  the 
sun.  In  China,  where  famines  are  common 
and  children  die  of  marasmus,  rickets  is  rare. 
While  rickets  is  very  common  among  the 
negroes  living  in  northern  temperate  zones, 
it  is  practically  unknown  among  the  negroes 
of  Africa.  It  has  developed  very  rapidly  in 
the  temperate  zones  among  civilized  nations 
because  civilization  has  meant  clothing  and 
the  shutting  out  of  sunlight  through  crowded 
housing.  It  has  long  been  known  that  cod  liver 
oil  would  cure  rickets.  It  contains  an  anti- 
rachitic element  which  gives  it  the  same  ef- 
fect upon  the  calcium  metabolism  as  sunlight. 
It  has  definitely  been  proven  that  the  adminis- 
tration of  small  amounts  of  properly  stand- 
ardized cod  liver  oil  will  prevent  rickets  or 
readily  cure  it.  The  antirachitic  element  of 
cod  liver  oil  varies  considerably,  depending 
upon  the  time  of  the  year  in  which  the  fish  are 
gathered,  their  own  condition  and  many  other 
factors.  It  has  recently  been  thought  that  the 
cod  liver  oil  of  the  Norwegian  variety,  which 
for  a long  time  was  considered  of  very  fine 
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quality,  was  not  as  effective  as  fresh,  nearby 
oil,  because  it  was  sent  in  casks  partly  filled 
with  air  and  during  transit  the  antirachitic  ele- 
ment becomes  somewhat  changed,  perhaps  oxi- 
dized. This  is  being  modified  and  cod  liver  oil 
is  being  sent  over  with  the  cask  filled  partly 
with  nitrogen.  It  is  important,  therefore,  in 
ordering  cod  liver  oil  to  specify  a known,  care- 
fully assayed  brand,  several  of  which  are  pro- 
duced by  American  manufacturers  from  fish 
gathered  off  Cape  Cod  and  Newfoundland. 

With  the  recognition  that  rickets  is  so  gen- 
eral and  can  be  definitely  prevented  by  the 
feeding  of  cod  liver  oil,  it  would  seem  desir- 
able to  treat  cod  liver  oil  as  a food  rather  than 
a medicine  and  to  make  it  a part  of  an  infant’s 
diet  in  the  same  way  as  orange  juice  is  made 
part  of  the  diet  to  prevent  scurvy.  With  the 
recognition  of  the  importance  of  the  direct 
rays  of  the  sun,  particularly  during  the  latter 
months  of  fall  and  winter,  it  becomes  increas- 
ingly important  to  expose  part  of  the  body, 
even  for  short  periods  of  time  each  day 
throughout  this  period.  That  this  is  not  en- 
tirely impractical  in  this  part  of  the  country 
on  account  of  the  cold,  I have  been  able  to 
demonstrate  by  having  mothers  expose  a por- 
tion of  the  infant’s  body  as  early  as  1 month 
of  age  for  periods  of  time  varying  from  5 to 
30  minutes  through  the  winter.  This  is  best 
done  in  a room  with  direct  southern  exposure. 
It  can  be  begun  with  the  arm  or  leg  for  3 min- 
utes exposure  and  then  increased  each  day  by 
a few  moments.  The  importance  of  the  direct 
exposure  is  clear  when  we  consider  that  the 
ultra-violet  rays  of  the  sun,  which  are  the  only 
rays  that  seem  to  be  effective  in  preventing 
and  curing  rickets,  are  easily  absorbed  by  glass 
and  do  not  penetrate  very  deeply  and,  there- 
fore, are  made  ineffective  by  coverings. 

We  have,  then,  in  the  prevention  of  rickets 
a very  definite  and  important  public  health 
problem.  No  child  should  be  permitted  to  ac- 
quire rickets  through  inability  of  the  parent 
to  supply  it  with  either  cod  liver  oil  or  sunlight. 
Until  mothers  are  educated  to  the  importance 
of  these  factors,  it  may  be  desirable,  through 
clinics  and  baby  keep-well  stations,  to  dis- 
tribute cod  liver  oil.  The  cost  would  indeed  be 
a small  sum  for  the  prevention  of  all  the  seri- 
ous defects  and  deformities  that  follow  in  the 
wake  of  rickets. 


THE  CHIEF  CAUSES  OF  UTERINE 
HEMORRHAGE,  AND  THEIR 
TREATMENT. 

Emil  Novak,  M.D., 

Baltimore,  Md. 

Gynecologic  Department  of  Johns  Hopkins 
Medical  School. 

(Summary  of  an  Address  before  the  Atlantic 
County  Medical  Society.) 

A discussion  of  the  symptom  of  uterine 
hemorrhage  must  of  necessity  make  more 
points  of  contact  with  the  field  of  gynecologic 
pathology  than  any  other  which  might  be  se- 
lected. In  a general  way  we  have  been  accus- 
tomed to  consider  abnormal  uterine  bleeding 
under  2 heads,  menorrhagia  and  metrorrhagia. 
In  the  case  of  the  former,  the  excessive  men- 
strual hemorrhage  obviously  represents  an 
aberration  of  the  normal  menstrual  mechanism. 
A familiarity  with  the  modern  conception  of 
menstrual  physiology  is  a sine  qua  non  to  a 
proper  understanding  of  the  mechanism  in- 
volved in  the  abnormal  types.  Menstruation 
is,  in  itself,  a form  of  uterine  hemorrhage, 
representing  the  only  example  in  the  body  of 
a perfectly  physiologic  type  of  hemorrhage. 
In  cases  of  intermenstrual  bleeding  the  funda- 
mental importance  of  a knowledge  of  the  nor- 
mal physiology  is  not  quite  so  obvious,  or  per- 
halps  so  great  as  with  menorrhagia,  but  even 
so  it  may  be  accepted  that  it  forms  the  natural 
point  of  departure  in  the  study  of  all  menstrual 
disorders. 

It  would  be  interesting,  if  time  permitted,  to 
review  the  advance  in  our  knowledge  of  the 
menstrual  phenomenon  from  the  early  era  of 
superstition  and  folk  lore  up  to  the  present 
day.  Certainly  it  may  be  said  that  more  real 
knowledge  on  this  subject  has  been  acquired 
in  the  past  quarter  century  or  so  than  had  been 
accumulated  in  many  centuries  preceding.  The 
basis  of  our  present  day  conception  is  that 
menstruation  is  due  to  an  internal  secretion 
produced  by  the  ovaries.  There  is  still  much 
discussion  as  to  the  constituent  of  the  ovary 
responsible  for  this  secretion.  There  is  little 
doubt  that  both  the  follicles  and  the  corpora 
lutea  are  important  in  this  respect.  Each 
month,  at  about  the  thirteenth  or  fourteenth 
day  of  the  menstrual  cycle,  i.e.,  about  10  days 
after  the  average  menstrual  cycle,  a mature 
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Graafian  follicle  discharges  an  ovum,  which 
soon  enters  the  tube  and  begins  its  passage  to- 
ward the  uterus. 

In  the  meantime  the  endometrium  begins  to 
prepare  for  its  possible  implantation  by  un- 
dergoing a slow  developmental  process,  so  that 
it  is  never  the  same  2 days  in  succession.  This 
gradual  hypertrophy  is  almost  surely  due  to 
the  endocrine  influence  of  the  growing  folli- 
cles. In  the  meantime  the  follicle  from  which 
the  ovum  escaped  has  become  a corpus  luteum, 
which  now  likewise  begins  to  grow  larger  and 
larger,  becoming  mature  several  days  before 
the  date  of  the  next  period.  At  this  time  the 
endometrium,  under  the  influence  of  the  cor- 
pus luteum,  undergoes  a striking  transforma- 
tion, showing  for  the  first  time  definite  secre- 
tory activity,  with  thickening  edema  and  in- 
creased vascularity  are  marked.  In  other 
words,  it  is  very  much  like  young  decidua.  The 
purpose  of  this  change  is  evidently  to  prepare 
for  the  reception  of  a possibly  impregnated 
ovum.  If  the  ovum  has  indeed  been  fertilized, 
the  hypertrophic  endometrium  remains  and 
becomes  real  decidua.  If,  on  the  other  hand, 
the  ovum  dies  before  fertilization,  the  corpus 
luteum  at  once  begins  to  retrogress  and  the 
endometrium  is  in  large  measure  cast  off, 
with  the  accompaniment  of  hemorrhage. 
Menstruation  is  thus  to  be  looked  upon  as  a 
dismantling  process  evoked  by  a failure  of  fer- 
tilization of  the  ovum. 

One  of  the  really  epochal  contributions  of 
recent  years  was  the  demonstration  by  Hitsch- 
mann  and  Adler  that  the  endometrium  passes 
through  a remarkable  cycle  of  histologic 
changes  at  different  phases  of  the  menstrual 
cycle.  We  now  know  that  histologic  pictures 
which  were  formerly  considered  distinctly 
pathologic  are  merely  normal  variations,  and 
without  a familiarity  with  these  physiologic 
variations  one  would  be  at  sea  in  the  micro- 
scopic examination  of  curettings. 

In  a previous  paper  I suggested  that  cases 
of  abnormal  uterine  bleeding  might  from  the 
standpoint  of  etiology  be  grouped  under  3 
heads,  as  follows : 

First,  those  due  only  to  definite  anatomic 
disease  in  the  pelvic  organs.  This  group  is 
best  represented  by  such  destructive  lesions 
as  cancer,  in  which  the  bleeding  is  due  to  ac- 


tual breaking  down  of  tissue  and  opening  up 
of  blood-vessels.  In  other  words,  it  occurs 
irrespective  of  the  physiologic  factor  of  men- 
struation, being  due  to  the  same  factors  which 
cause  bleeding  from  cancers  in  other  parts  of 
the  body. 

Secondly,  we  have  cases  due  to  combined 
anatomic  and  physiologic  factors.  There  is  a 
large  group  of  cases  in  which  bleeding,  as  in 
the  group  just  considered,  is  associated  with 
the  presence  of  definite  pelvic  lesions,  which 
obviously  are  of  some  importance  in  causing 
the  symptom.  On  further  study,  however,  it 
will  be  seen  that  some  additional  factor,  and 
that  a physiologic  one,  must  be  invoked  to  ex- 
plain the  bleeding.  The  best  illustration  of  this 
type  is  furnished  by  the  ordinary  form  of 
chronic  pelvic  inflammatory  disease.  The 
statement  has  usually  been  made  that  this  con- 
dition causes  bleeding  because  of  the  pelvic 
congestion  which  it  entails.  If  this  alone  were 
sufficient,  however,  one  would  expect  to  have 
bleeding  more  or  less  continuously,  which  is 
certainly  not  the  rule.  Furthermore,  in  the 
most  acute  forms  of  inflammatory  disease, 
where  the  congestion  is  most  intense,  menstru- 
ation is  not  only  not  excessive,  but  may  be 
absent  altogether.  Recent  studies  have  seemed 
to  indicate  that  the  cases  in  which  bleeding  is 
present  are  those  in  which  the  ovaries  are  defi- 
nitely involved  in  the  disease,  and  that  the 
bleeding  is  therefore  in  part  at  least  of  func- 
tional nature.  In  other  words,  both  structural 
and  functional  factors  are  here  concerned. 

Thirdly,  there  are  cases  in  which  the  bleed- 
ing is  due  to  a pathologic  physiology  alone. 
In  the  majority  of  cases  of  abnormal  uterine 
bleeding,  pelvic  lesions  are  to  be  found,  so  that 
the  first  2 groups  are  certainly  the  most  numer- 
ous.- This  is  contrary  to  the  findings  with 
amenorrhea,  where  a constitutional  or  endo- 
crine factor  is  much  more  frequent  than  a 
local  one.  There  is  a not  inconsiderable  group 
of  cases  in  which  uterine  hemorrhage  may  be 
present  even  though  the  most  careful  exami- 
nation of  the  pelvic  organs,  either  before  or 
at  operation,  shows  no  gross  abnormality.  In 
these,  as  will  be  discussed  belowr.  the  bleeding 
is  presumably  of  purely  functional  origin. 

A discussion  of  all  the  causes  of  uterine 
hemorrhage  would  of  course  be  impossible 
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within  the  limits  of  a single  short  paper.  It 
has  seemed  to  me  wiser  to  touch  briefly  upon 
a few  of  the  causes  which  are  especially  im- 
portant or  which  illustrate  the  general  princi- 
ples we  have  been  dicussing. 

Conditions  Associated  with  Pregnancy. 
With  the  obstetric  forms  of  hemorrhage  we  are 
not  here  concerned,  but  a very  large  group  of 
cases  is  encountered  as  a sequel  of  pregnancy 
or  as  an  accompaniment  of  certain  abnormal 
forms  of  gestation.  If  any  large  group  of 
cases  of  abnormal  bleeding  be  analyzed,  the 
cause  which  would  almost  surely  be  found 
most  frequently  is  incomplete  abortion.  Spon- 
taneous miscarriage  is  frequent  enough,  but  the 
great  frequency  of  induced  abortion  now-a- 
days  adds  vastly  to  the  number  of  cases  of 
postabortive  hemorrhage  encountered  by  the 
practitioner.  Speaking  generally,  the  persis- 
tence of  the  bleeding  is  indicative  of  a reten- 
tion of  embryonic  tissue.  The  passive  reten- 
tion in  itself  may  be  associated  with  much  less 
bleeding  than  is  seen  when  the  uterus  attempts 
to  expel  the  contents.  At  this  time  large  blood 
spaces  may  be  opened  up  and  bleeding  may  be 
profuse,  whereas  previously  there  had  been 
little  or  perhaps  none.  I have  seen  a large 
placental  cotyledon  retained  for  many  weeks 
after  delivery  without  much  bleeding,  pain,  or 
discharge,  but  with  the  occurrence  of  severe 
hemorrhage  when  finally  the  uterus  attempted 
to  expel  it. 

The  presence  of  placental  tissue  is  not  of 
course  per  se  an  indication  for  its  operative  re- 
moval. Indeed,  gynecologists  are  coming  more 
and  more  to  the  practice  of  noninterference  in 
such  cases.  In  certain  cases  I feel  that  gentle 
evacuation  is  still  the  better  plan ; as  where 
noninterference  may  mean  persistence  of  bleed- 
ing for  many  days  or  weeks.  The  long  dis- 
ability which  is  thus  entailed  is  enough  in  itself 
to  justify  the  procedure  in  certain  such  cases 
of  the  nonseptic  type.  There  are  of  course 
many  other  aspects  of  this  broad  question 
which  can  not  be  here  discussed,  but  it  may  be 
repeated  that  curettage  in  such  cases  is  usu- 
ally unnecessary  and  often  harmful. 

Tubal  pregenancy,  formerly  looked  upon  as 
a rarity,  we  now  know  to  be  extremely  com- 
mon. The  practitioner  who  is  alert  to  its  pos- 
sibility will  least  frequently  fail  to  diagnose  it. 


Bleeding  is  present  in  most  cases,  but  not  in 
all.  It  may  or  may  not  follow  a period  of 
amenorrhea.  Often  there  is  an  actual  antici- 
pation of  the  menstrual  date,  rather  than  a 
delay.  Usually  the  bleeding  is  of  the  scanty, 
“spottting”  type,  but  it  may  be  fairly  free.  It 
is  initiated  by  the  death  of  the  embryo,  as  I 
have  elsewhere  discussed.  When  amenorrhea 
is  present  in  a case  of  tubal  pregnancy,  there- 
fore, it  may  be  assumed  that  the  embryo  is 
stilly  living.  Bleeding  of  the  type  above  des- 
cribed, together  with  the  presence  of  a tender 
unilateral  mass,  should  always  make  one  sus- 
pect the  existence  of  a tubal  pregnancy.  One 
should  not  attach  too  much  importance  to  ab- 
sence of  the  signs  of  free  abdominal  hemor- 
rhage, for  this  is  present  in  only  a small  pro- 
portion of  cases,  the  so-called  tragic  or  cata- 
clysmic type. 

Two  forms  of  abnormal  pregnancy,  hyda- 
tidiform  mole  and  chorio-epithelioma  are  com- 
monly associated  with  bleeding,  but  as  they 
are  relatively  infrequent,  I shall  not  stop  to 
discuss  them  here. 

Neoplasm.  By  far  the  most  important  cause 
of  uterine  bleeding  is  cancer,  because  of  its 
dire  possibilities  to  the  patient.  Much  the 
most  frequent  type  is  squamous  cell  carcinoma 
of  the  cervix,  and  in  this  slight  bleeding  is 
likely  to  be  an  early  symptom.  It  often  occurs 
after  defecation,  coitus,  or  severe  exertion. 
There  aye  a few  cases  in  which  bleeding,  or, 
for  that  matter,  any  other  symptom,  may  not 
appear  until  the  disease  is  rather  far  advanced, 
such  patients  are  not  given  a chance  at  early 
recognition,  however  much  they  may  have 
been  touched  by  the  anticancer  campaign.  The 
importance  of  immediately  giving  heed  to 
bleeding  when  it  does  occur,  however,  can  not 
be  too  strongly  emphasized. 

The  recognition  of  andenocarcinoma  of  the 
body  of  the  uterus  is  somewhat  more  difficult, 
because  it  is  beyond  the  reach  of  simple  in- 
spection and  palpation.  It  usually  occurs  in 
women  who  have  passed  the  menopause. 
Bleeding  at  this  time  should  mean  a diagnos- 
tic curettage,  with  competent  microscopic  ex- 
amination of  the  tissue.  The  diagnosis  rarely 
presents  any  difficulty.  Other  well-known 
neoplastic  causes  of  bleeding  are  myomas, 
polypi  and  adnexal  tumors. 
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Inflammations.  The  same  may  be  said  of 
inflammatory  disease  of  the  pelvic  organs,  par- 
ticularly the  common  forms  of  adnexitis ; the 
bleeding  so  often  associated  with  this  has  al- 
ready been  discussed  as  presenting  a combina- 
tion of  structural  and  functional  etiology. 

Functional  Bleeding.  The  form  of  bleed- 
ing which  is  most  difficult  of  explanation  is 
that  which  is  seen  in  patients  who  present  no 
demonstrable  gross  abnormality  of  the  pelvic 
organs.  1 his  is  a relatively  large  group  of 
cases,  which  has  been  much  discussed  in  the 
literature  under  such  designations  as  function- 
al, idiopathic,  essential,  or  intrinsic.  Further- 
more, it  is  quite  certain  that  many  cases  of 
bleeding  which  have  been  explained  on  the 
basis  of  myopathic  change  and  arteriosclerosis 
really  belong  to  this  group  of  genuinely  func- 
tional cases.  Most  frequently,  bleeding,  of  this 
variety  occurs  at  or  near  the  menopausal  age ; 
it  is  not  infrequent  in  young  girls  at  or  short- 
ly after  inauguration  of  the  menstrual  func- 
tion, and  may  be  observed  at  any  age  during 
menstrual  life,  though  in  a general  way  it  is 
limited  to  the  later  period.  Such  bleeding  most 
often  takes  the  form  of  excessive  and  prolong- 
ed menstruation,  but  more  or  less  continuous 
uterine  bleeding  is  not  unusual.  It  is  not  char- 
acteristically associated  with  pain.  When  such 
bleeding  is  encountered  in  women  during  the 
cancer  epoch,  as  it  so  often  is,  its  importance 
becomes  great  because  of  the  obvious  neces- 
sity of  distinguishing  it  from  the  bleeding  of 
cancer.  Ibis  differentiation  is  usually  com- 
paratively easy.  The  common  cervical  form 
of  cancer,  i.e.,  squamous  cell  carcinoma,  can 
ordinarily  be  readily  diagnosed  by  inspection 
and  palpation,  aided  by  microscopic  examina- 
tion of  a clipping  if  necessary.  The  internal 
forms  of  cancer,  more  particularly  adeno- 
carcinoma of  the  body,  can  not  be  diagnosed 
without  diagnostic  curettage  and  careful  mi- 
croscopic examination.  Often  in  these  doubt- 
ful cases,  one  will  be  gratified  to  find  that  there 
is  no  sign  of  cancer,  but  that  the  uterine  muco- 
sa shows  a very  characteristic  picture  which 
we  have  come  to  associate  with  functional 
bleeding ; this  is  the  condition,  first  described 
by  Cullen,  and  designated  as  hyperplasia  of 
the  endometrium,  and  as  it  has  been  fully  dis- 
cussed in  previous  papers,  I shall  not  here  re- 


view its  pathology.  It  is  so  distinctive  that  it 
can  often  be  recognized  at  a glance  through 
the  microscope.  The  fact  that  it  occurs  only 
during  the  era  of  ovarian  functional  activity, 
that  it,  like  the  bleeding,  often  recurs  after 
curetting,  that  both  the  bleeding  and  the  hy- 
perplasia disappear  after  removal  of  the  ovar- 
ies or  after  radiotherapy — these  and  other  con- 
siderations leave  little  doubt  that  the  bleeding 
and  the  associated  endometrial  change  are  not 
related  as  cause  and  effect,  but  that  both  are 
due  to  the  same  underlying  cause,  a distur- 
bance of  ovarian  function.  Incidentally,  it 
may  be  added  that  the  ovaries  of  such  cases 
show  as  rather  characteristic  changes  an  ab- 
sence of  corpora  lutea  and  the  presence  of  a 
large  number  of  ripening  follicles. 

A final  word  may  be  said  as  to  the  manage- 
ment of  such  cases.  This  will  be  done  in  only 
a summarizing  fashion,  as  the  question  has 
been  more  fully  considered  elsewhere.  Mild 
types,  especially  those  seen  in  young  girls,  may 
tend  to  spontaneous  correction.  When  severe 
enough  to  cause  concern,  a curetting  is  indi- 
cated to  establish  the  diagnosis,  which  is  easy 
when  hyperplasia  of  the  endometrium  is  found, 
as  it  is  in  the  largest  number  of  cases.  Oc- 
casionally, it  may  be  lacking,  though  in  such 
cases  one  must  be  doubly  sure  that  no  obscure 
anatomic  cause  for  the  bleeding,  such  as  a 
small  fibroid  or  a polyp,  is  being  overlooked. 
The  curetting  usually  relieves  the  bleeding,  in 
some  cases  permanently,  but  in  a large  pro- 
portion, probably  at  least  one-half,  only  for  a 
time.  If  bleeding  recurs,  or  even  before  this, 
organotherapy  is  a rational  though  usually 
not  brilliantly  successful  measure.  Corpus  lu- 
teum  therapy  is  theoretically  indicated.  The 
preparation  should  be  one  containing  the 
lipoids,  and  should  be  suited  for  intramuscular 
injection.  I he  results  with  the  commercial 
extracts  now  available,  have  been  very  disap- 
pointing, but  it  is  probable  that  the  time  will 
come  when  really  potent  preparations  will  give 
far  more  striking  results. 

Thyroid  therapy,  especially  in  cases  show- 
ing definite  evidence  of  hypothyroidism,  is  at 
times  of  value,  and  so  is  the  hypodermic  em- 
ployment of  posterior  pituitary  extracts.  In- 
deed, I have  gotten  better  results  with  the  daily 
injections  of  pituitary  extract  than  with  an> 
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other  form  of  organotherapy.  The  problem 
now  is  one  which  concerns  the  biochemist  and 
the  manufacturer,  for  the  failure  of  organo- 
therapy is  probably  due  chiefly  to  lack  of  potent 
extracts,  rather  than  to  faulty  reasoning  as  to 
their  indications. 

In  women  at  or  near  the  menopausal  age, 
and  where  preservation  of  the  reproductive 
function  need  not  be  considered,  the  problem 
is  an  easy  one,  once  the  diagnosis  has  been 
made.  Here,  radiotherapy  finds  one  of 
its  most  valuable  indications,  for  the  bleeding- 
can  be  checked  with  almost  absolute  certainty. 
Radiotherapy  in  young  patients  is  not  to  be 
so  lightly  advised,  as  there  are  still  certain  con- 
siderations which  make  it  undesirable  except 
as  a last  resort.  Given  competently  and  in  pro- 
perly small  dosage,  the  risk  of  unfortunate 
sequels,  such  as  permanent  sterility,  is  prob- 
ably not  very  great.  The  alternate  plan,  aside 
from  the  organotherapy  already  spoken  of,  is 
a repetition  of  the  curettage,  perhaps  several 
times,  at  such  intervals  as  recurrence  of  the 
bleeding  may  necessitate.  Each  case  must  be 
judged  on  its  own  merits,  with  a full  consider- 
ation not  only  of  the  medical  problem  invol- 
ved, but  also  of  the  social  and  economic  fac- 
tors presented. 

Hysterectomy  is  now  rarely  necessary  for 
functional  hemorrhage  per  se,  although  at 
times,  especially  when  other  indications  are 
present  for  laparotomy,  it  is  a perfectly  proper 
procedure  in  the  case  of  women  at  or  near  the 
menopause. 


REFERRED  PAINS  OF  RECTAL 
ORIGIN. 

J.  F.  Montague,  M.D.,  F.A.C.S., 

Rectal  Clinic,  University  and  Belle  ne  Medical 
College,  New  York. 

In  the  general  practice  of  medicine  physi- 
cians not  infrequently  encounter  certain 
chronic  ailments  which  are  notoriously  intract- 
able to  treatment  and  which  appear  obscure  in 
their  etiology.  I refer  to  cases  of  sciatica, 
backache,  coccygodynia  and  a large  group  of 
so-called  “rheumatic  back  and  leg  pains”.  Now,. 


if  we  are  at  all  of  the  opinion  that  it  is  advis- 
able to  understand  the  factors  at  work  in  a 
condition  of  disease  before  attempting  treat- 
ment, then  such  cases  of  backache,  sciatica  and 
allied  vague  “rheumatic”  condition,  most  cer- 
tainly merit  serious  contemplation. 

The  current  explanation  of  these  conditions 
is  that  they  are  due  to  sacro-iliac  arthritis,  to 
“muscular  rheumatism”  or,  perhaps,  that  they 
are  due  to  neuritis.  There  is  little  doubt  but 
what  sacro-iliac  disease  and  sciatic  neuritis 
can  cause  just  such  pain,  yet  the  fact  remains 
that  these  conditions  are  often  conspicuously 
absent.  Then,  too,  of  late  years  there  has  been 
a tendency  to  ascribe  this  group  of  ailments 
to  “focal  infection”.  While  the  latter  is  always 
to  be  considered  as  a possibility,  it  must  yet  be 
conceded  that  it  is  often  the  refuge  of  an 
ignorant  or  thought-weary  mind.  When  we 
can  establish  an  explanation  on  the  basis  of 
definite  neural  pathways,  the  focal  infection 
explanations  seem  superfluous,  if  not  fanciful. 
The  medical  profession  is,  of  course,  well 
aware  of  the  fact  that  pain  may  be  referred 
to  the  lumbar  or  sacral  regions,  or  leg,  without 
the  existence  of  disease  in  these  areas.  Now 
if,  for  instance,  we  can  discover  a definite 
pathologic  condition  so  situated  as  to  be  ana- 
tomically capable  of  causing,  by  the  pheno- 
menon of  misreferred  sensation,  the  symptom 
of  which  the  patient  complains,  why  not  ac- 
cept this  explanation,  commonplace  as  it  may 
seem,  as  a working  basis  for  treatment?  Such 
a procedure  is,  at  least,  founded  on  demonstra- 
ble psychologic  facts.  Our  “focal  infection” 
explanation,  all  to  often  is  not. 

For  example,  let  us  take  the  instance  of  the 
coincindence  of  rectal  disease  and  lumbago, 
sacral  backache,  sciatica  or  rheumatic  leg  and 
heel  pains.  There  are  no  doubt  sufficient  case 
histories  illustrative  of  this  coincidence  in  your 
own  records  to  obviate  the  need  of  quoting 
others.  We  have  all,  no  doubt,  seen  cases  in 
which  these  clinical  conditions  appear  to  have 
had  a spontaneous  cure  when  the  rectal  con- 
dition had  been  subjected  to  treatment.  Indeed 
there  is  to  be  observed  a similar  parallel  be- 
tween the  intensity  of  referred  symptoms  and 
the  degree  of  pathologic  state  in  the  rectum. 

I have  frequently  had  patients  tell  me  that  the 
only  time  they  had  backache  was  when  their 
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hemorrhoids  were  down.  Then  again,  I have 
had  patients  suffering  with  fissure  in  ano  des- 
cribe definite  leg  pains  during  defecation,  fol- 
lowed by  aching  and  a sense  of  weakness  in 
the  leg  corresponding  with  the  local  soreness 
aroused  in  the  fissured  area  by  this  act.  In- 
stances of  this  kind  might  be  multiplied,  but 
these  observations  serve  to  raise  the  question 
as  to  whether  the  phenomena  observed  are 
mere  coincidences. 

Modern  physiology  furnishes  us  with  a lucid 
explanation  of  the  neural  physiology  involved. 
When  rectal  disease  is  present,  abnormal  af- 
ferent impulses  travel  via  the  sympathetic 
plexuses  to  come  into  synaptic  relation  with 
the  posterior  spinal  ganglion  or  posterior  horn 
cells  of  the  first  4 sacral  segments.  These 
segments  supply  certain  skin  areas  diagram- 
matically  indicated.  The  abnormal  stimuli 
travel  from  the  sacral  cord  to  the  cerebral  cor- 
tex and  there  arouse  the  sensation  of  pain.  The 
mind,  in  seeking  to  refer  this  pain,  misrefers 
the  sensation  to  the  skin  areas  supplied  by  these 
segments  since  they  are  the  usual  source  of 
painful  stimuli.  Thus  arises  that  group  of 
vague  “rheumatic”  pains  erroneously  known 
as  lumbago,  coccygody-nia  or  sciatica,  depend- 
ing upon  the  particular  area  of  misreference. 
Obviously,  treatment  attempting  permanent  re- 
lief of  these  conditions  must  be  directed  to- 
ward the  primary  cause,  namely,  rectal  dis- 
ease. 

There  is  perhaps  nothing  new  in  what  I have 
said  on  this  subject  but  in  this  case  it  is  re- 
surrected to  the  extent  of  almost  being  new; 
it  appears  to  be  so  thoroughly  lost  sight  of  that 
a restatement  is,  from  a logical  standpoint,  ac- 
ceptable. Obviously,  if  the  rectum  and  sig- 
moid are  never  examined  in  these  cases,  the 
relation  of  rectal  disease  to  misreferred  pains 
of  this  type  will  never  be  properly  appreciated ; 
but  when  the  matter  of  a rectal  examination  is 
neglected,  one  must  not  feel  unduly  offended 
if  a proctologist  successfully  treats  your  best 
case  of  sciatica  by  removing  a chronic  anal 
ulcer. 

The  conclusion  to  which  we  hasten,  after 
contemplation  of  this  type  of  case,  is  that  a 
thorough  rectosigmoidoscopic  examination  is 
an  essential  preliminary  to  treatment  of  these 
patients. 


THE  TREATMENT  OF  CERTAIN 
CARDIAC  EMERGENCIES. 


Harold  E.  B.  Pardee,  M.D., 

Assistant  Attending  Physician,  New  York  Hospi- 
tal, and  Associate  in  Medicine,  Cornell  Uni- 
versity Medical  School. 

(Read  before  the  Morris  County  Medical  So- 
ciety, Morristown,  N.  J.) 

It  may  be  interesting  to  review  the  treat- 
ment of  certain  emergencies  which  have  a com- 
mon cause  in  cardiac  disease.  Some  of  these 
conditions  are  very  serious,  others  are  merely 
startling  or  alarming  to  the  patient,  but  any- 
one of  them  may  serve  to  call  the  doctor  out 
at  uncomfortable  hours  of  day  or  night  and  so 
may  be  properly  spoken  of  as  an  emergency. 

One  of  the  most  alarming  emergencies  that 
a physician  is  called  upon  to  meet  is  an  attack 
of  acute  edema  of  the  lungs.  The  patient  is 
sitting  up  in  bed,  weak  and  exhausted,  rest- 
less, gasping  for  air,  looking  as  though  each 
breath  were  going  to  he  his  last.  He  usually 
raises  pinkish  frothy  sputum  and  examination 
will  reveal  that  the  lungs  are  full  of  the  num- 
erous fine  rales  and  rhonchi  that  are  typical 
of  pulmonary  edema.  You  may  wonder  per- 
haps that  I have  mentioned  pulmonary  edema 
as  cardiac  emergency  but  you  will  realize  on 
second  thought,  I am  sure,  that  it  is  always 
due  to  cardiac  failure  and  so  belongs  quite 
rightly  in  this  discussion. 

Edema  of  the  lungs  may  come  on  quite 
acutely  or  it  may  develop  rather  gradually  dur- 
ing. the  course  of  a few  hours  in  a patient  who 
has  some  other  sickness.  The  paroxysmal 
form  occurs  in  the  course  of  chronic  hyper- 
tension and  in  these  patients  the  blood  pressure 
will  be  found  well  above  200  mm.  It  may  oc- 
cur in  the  course  of  arteriosclerosis  of  the 
coronary  arteries,  sometimes  it  seems  likely 
that  it  is  not  due  to  thrombosis  but  to  a tem- 
porary functional  failure  of  the  heart.  In 
these  coronary  cases  the  blood  pressure  is  low,  ’ 
100  mm.  or  less,  or  if  it  has  been  previously 
elevated,  is  lower  than  its  accustomed  level  and 
probably  not  above  150  or  160  mm.  Exami-  ; 
nation  of  the  heart  in  such  a case  may  reveal  1 
no  abnormality,  except  a faintness  of  the  heart 
sounds.  Neither  enlargement  nor  murmurs  i 
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need  be  present,  though  occasionally  either  or 
both  will  be  found. 

Edema  of  the  lungs  may  occur  in  the  course 
of  pneumonia,  but  here  we  must  make  a sharp 
distinction  between  edema  with  its  many  fine 
crackling  rales  and  the  condition  found  when 
there  is  much  unexpelled  mucus  in  the  bron- 
chial tubes  and  many  coarse  and  fine  rhonchi 
or  sonorous  rales  are  heard. 

Edema  of  the  lungs  may  sometimes  be  the 
result  of  a period  of  cardiac  overstrain  in  a 
patient  who  already  has  valvular  disease  or 
chronic  myocardial  changes.  During  labor,  a 
woman  with  heart  disease  will  occasionally  de- 
velop an  acute  form  of  edema  of  the  lungs. 
Sometimes  a person  with  myocardial  changes 
will  bring  on  edema  of  the  lungs  by  some  un- 
usual effort,  perhaps  lifting  a heavy  weight, 
perhaps  an  unaccustomed  more  prolonged  ex- 
ertion. Not  infrequently  the  effort  of  walking 
up  a long  hill  or  against  a strong  wind  will  be 
the  cause  of  an  attack.  The  attack  will  some- 
times be  the  first  sign  of  myocardial  defect 
though  the  patient  will  usually  on  careful  ques- 
tioning admit  to  having  had  some  unusual 
dyspnea  or  precordial  discomfort  on  exertion 
for  a time  previous  to  the  attack. 

The  treatment  of  edema  of  the  lungs,  what- 
ever its  cause,  demands  rest  in  a comfortable 
position — an  easy  chair  is  usually  better  than 
bed — and  a hypodermic  of  Et  gr.  of  morphin 
sulphate  and  1/50  gr.  of  atropin  sulphate.  For 
further  treatment,  we  must  now  consider  both 
the  etiology  and  the  condition  of  the  patient. 
If  the  blood  pressure  is  very  high — above  200 

hypodermic  of  1/50  gr.  of  nitroglycerin 
may  work  a magic  change,  reducing  the  blood 
pressure  and  relieving  the  strain  upon  the 
heart.  In  patients  without  the  hypertension 
etiology,  nitroglycerin  does  no  good. 

If  the  veins  in  the  patient’s  neck  are  found 
to  be  distended  with  blood,  even  when  he  is  sit- 
ting erect  in  a chair,  it  indicates  that  there  is 
a considerable  degree  of  back  pressure  failure 
and  overdistention  of  the  heart  with  blood.  The 
veins  are  connected  directly  to  the  right  auricle 
and  so  the  pressure  in  them  may  be  taken  as  an 
indication  of  right  auricular  pressure.  When 
the  heart  fails  in  its  function  of  pumping  the 
blood  this  accumulates  in  the  veins  and  causes 
them  to  be  over  distended.  Thus,  we  may  mea- 


sure the  degree  of  cardiac  failure  by  the  height 
to  which  the  veins  must  be  raised  before  they 
empty.  If  we  observe  the  veins  at  the  bend  of 
the  elbow  and  gradually  raise  the  arm  from  its 
natural  position  out  to  the  side  and  upward, 
we  will  find  that  at  a certain  level  the  veins 
seems  to  be  no  longer  distended.  This  level 
measures  the  degree  of  back  pressure  in  the 
right  heart.  Normally,  the  veins  at  the  bend 
of  the  elbow  will  collapse  when  raised  to  the 
level  of  the  second  rib,  anything  further  than 
this  indicates  an  abnormal  pressure  within  the 
vein;  if  we  must  raise  the  vein  above  the  level 
of  the  clavicle  it  indicates  a rise  of  venous  pres- 
sure which  is  so  great  as  to  be  harmful  to  the 
cardiac  function.  Phlebotomy  is  the  best 
means  to  relieve  this  and  blood  should 
be  drawn  until  the  veins  of  the  neck  are  no 
longer  distended.  It  may  take  only  2 or  3 oz. 
to  do  this  or, 'perhaps,  as  much  as  5 to  10  oz. 
There  is  nothing  to  be  gained  by  taking  more 
than  an  amount  that  will  relieve  the  conges- 
tion but  we  must  take  at  least  enough  to  do 
this. 

If  there  is  much  cyanosis  and  if  the  above 
measures  do  not  promptly  relieve  it,  oxygen  in- 
halation should  be  used.  This  is  always  ad- 
visable with  pneumonia  patients.  The  theo- 
retic ideal  for  oxygen  inhalation  is  a mask 
which  may  be  placed  over  the  face,  or  a mouth 
piece  to  insert  in  the  mouth  similar  to  that 
which  is  used  in  the  army  gas  mask.  These 
things  are  often  not  well  tolerated  by  patients 
who  are  very  short  of  breath  so  that  it  is  often 
necessary  to  have  some  other  means  of  ad- 
ministering oxygen.  The  old  familiar  funnel 
on  the  end  of  a rubber  tube  has  been  fre- 
quently shown  to  have  very  little  avail  in  rais- 
ing the  oxygen  concentration  of  the  patient’s 
inhaled  air.  Each  expiration  blows  the  funnel 
empty  of  oxygen  so  that  the  inspiration  is 
practically  from  room  air.  The  most  satis- 
factory method  for  an  emergency  is  to  direct 
the  stream  of  oxygen  from  the  rubber  tube 
into  the  patient’s  nose  or  mouth,  whichever  he 
is  using  for  breathing.  For  more  prolonged 
use,  a bed  tent  consisting  of  half  barrel  hoops 
covered  with  a transparent  rubberized  silk 
should  be  placed  over  the  patientls  head  and 
shoulders  and  the  oxygen  delivered  beneath 
this.  If  it  is  allowed  to  run  in  at  the  rate  of 
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about  1 or  2 liters  per  minute  it  will  produce 
a satisfactory  concentration  of  oxygen  beneath 
the  improvised  tent.  Specially  purified  medi 
cal  oxvgen  is  not  necessary  for  this  purpose , 
ordinary  commercial  oxygen  is  much  cheaper 
and  quite  as  satisfactory. 

Digitalis  is  indicated  if  the  patient  has  val- 
vular disease  or  myocardial  disease  but  in  the 
purely  hypertension  cases  I see  no  reason  for 
it;  there  the  heart  is  normal,  and  if  relieved 
of  the  strain  of  hypertension  will  recover 
promptly  enough  of  itself.  Digitalis  will  be 
given  differently  depending  upon  whether  the 
patient  has  received  digitalis  or  any  of  its  al- 
lies at  any  time  within  the  previous  2 weeks. 
A patient  with  edema  of  the  lungs  who  has 
not  had  any  digitalis  within  2 weeks  may  be 
given  a large  intravenous  dose.  It  has  been 
found  recently  that  the  generally  administered 
doses  of  the  intravenous  digitalis  preparations 
are  much  too  small;  1 or  2 ampules  15  to  30 
minums — of  digitan  solution  or  digifolin  or 
digalen  is  so  small  a dose  as  to  be  practically 
useless.  In  working  with  digitalis  two  things 
have  been  found  to  give  an  early  indication  of 
digitalis  effect.  These  are  a slowing  of  the 
ventricles  when  auricular  fibrillation  is  pres- 
ent, and  a diminution  in  the  heights  of  the 
T wave  of  the  electrocardiogram.  Both  of 
these  changes  take  place  with  an  amount  of 
digitalis  much  less  than  needed  to  produce  the 
therapeutic  effect.  It  has  been  found  that  1 
or  2 ampules  of  these  drugs  is  less  than  the 
amount  which  will  affect  the  I wave  of  the 
electrocardiogram  or  slow  the  heart  rate  with 
auricular  fibrillation ; to  produce  the  slightest 
appreciable  effect  at  least  3 ampules  are  neces- 
sary; to  produce  a prompt  and  marked  effect 
we  need  an  amount  equal  to  1 minim  of  the 
solution  per  pound  of  the  patient’s  weight — 8 
ampules  for  a patient  of  120  lb.  and  10  am- 
pules for  a patient  of  150  lb. — and  it  should  be 
given  slowly  over  a period  of  2 or  3 minutes 
so  that  it  may  be  well  mixed  with  the  patient’s 
blood  and  not  arrive  in  the  heart  all  at  one 
time.  This  may  seem  an  impossible  dose  to 
you  but  I have  demonstrated,  to  my  own  satis- 
faction at  least  that  these  preparations  are  no 
stronger  than  good  tincture  of  digitalis  and 
that  they  do  not  produce  any  demonstrable  ef- 
fects in  doses  of  less  than  3 or  4 ampules,  25 


or  30  minims  per  pound  of  body  weight  of  the 
patient.  If  tincture  of  digitalis  is  given  by 
mouth  in  the  same  dose — I minim  per  pound 
of  body  weight— the  first  demonstrable  effects 
will  appear  in  from  2 to  4 hours  and  the  maxi- 
mum effect  of  the  dose  will  not  be  reached  un- 
til from  6 to  10  hours  after  administration. 
This  is  much  too  late  to  be  useful  for  an 
emergency.  The  intravenous  administration 
of  this  dose  of  the  digitalis  preparations  does 
not  produce  instant  effects  but  does  something 
by  15  minutes,  with  the  maximum  effect  be- 
tween 1 and  2 hours  after  administration. 

For  patients  who  have  been  receiving  digi- 
talis within  the  past  2 weeks  it  is  very  difficult 
to  decide  upon  the  intravenous  dose.  We  must 
err  on  the  side  of  giving  to  little  rather  than 
too  much  and  30  or  45  minim  doses  are  proper 
to  be  repeated  after  2 hours  if  it  seems  neces- 
sary. 

I cannot  leave  the  subject  of  intravenous 
digitalis  without  mention  of  ouabain,  the 
gamma  strophanthin.  This  drug  is  said  to  act 
very  quickly  and  should  be  given  in  a half 
milligram  dose  to  a patient  who  has  not  had 
any  digitalis  previously.  It  should  not  be 
given  at  all  to  one  who  has  already  been  tak- 
ing digitalis,  for  the  therapeutic  and  toxic 
doses  are  so  close  that  dangerous  poisoning 
may  result.  We  know  that  definite  effects  are 
produced  within  half  an  hour  after  adminis- 
tration but,  though  it  is  generally  credited  to 
act  quicker  than  digitalis  experimental  proof 
of  this  has  not  been  published. 

A word  about  the  use  of  adrenalin  in  these 
cases.  It  is  often  given  by  physicians  for  these 
attacks  because  of  the  patient’s  weak  pulse  and 
low  blood  pressure.  It  seems  to  me  to  be  ab- 
solutely contraindicated.  The  best  way  to 
strengthen  the  pulse  and  raise  the  blood  pres- 
sure should  be  to  help  the  heart  to  pump  out 
the  blood  coming  to  it,  and  yet  many  physi- 
cians have  told  me  of  recoveries  following  the 
use  of  adrenalin  and  attributed  by  them  to  its 
use. 

Another  cardiac  emergency  that  the  physi- 
cian meets  occasionally  is  due  to  thrombosis 
of  a branch  of  the  coronary  arteries  with  in- 
farction of  an  area  of  the  heart  muscle.  If 
the  patient  does  not  die  almost  instantly  of 
this,  the  picture  will  be  one  of  profound  shock 
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wi.h  almost  imperceptible  pulse,  pale  ashy 
grey  skin  and  profuse  perspiration.  There 
may  be  vomiting  or  nausea  or  much  eructation 
of  gas.  There  may  be  no  dyspnea  or,  if  many 
rales  develop  in  the  lungs,  dyspnea  may  be 
slight  or  moderate.  The  only  sensation  may 
be  an  oppression  in  the  lower  anterior  chest, 
or  there  may  be  precordial  pain  of  any  degree 
up  to  the  most  severe  pain  with  wide  radia- 
tion,— typical  angina  pectoris.  For  these  at- 
tacks morphin  and  atropin  should  be  given  by 
hypodermic  in  the  doses  mentioned,  and  the 
morphin  repeated  in  15  or  20  minutes  if  the 
first  dose  does  not  quiet  the  patient  and  give 
relief  from  the  discomfort.  These  patients  are 
best  off  in  bed.  They  do  not  usually  have  the 
orthopnea  that  accompanies  pulmonary  edema. 
Adrenalin  is  bad  here,  too,  I believe,  though 
it  is  sometimes  given  because  of  the  weak  pulse. 
This  weak  pulse  is  in  part  a life  saving  meas- 
ure. To  raise  the  arterial  pressure  too  much 
might  stop  the  circulation,  for  the  damaged 
heart  cannot  eject  the  blood  against  much  re- 
sistance. Nitroglycerin  is  not  indicated,  for 
the  blood  pressure  is  already  so  low  that  fur- 
ther reduction  would  be  harmful.  Absolute 
rest  is  all  we  can  do  to  tide  over  this  emerg- 
ency until  the  heart  itself  can  recover  its 
strength.  Relatively  slight  exertions,  such  as 
getting  in  or  out  of  bed,  can  easily  overstrain 
the  weakened  heart  and  the  patient  should  not 
be  moved  from  one  place  to  another  for  at 
least  several  hours  after  the  attack.  There 
is  great  danger  of  sudden  death  at  this  time. 

Another  type  of  cardiac  emergency  not  usu- 
ally so  serious  as  those  just  discussed  is  the 
severe  attack  of  precordial  pain.  The  pain 
may  be  due  to  coronary  narrowing,  to  aortitis, 
or  to  the  occurrence  of  many  premature  beats 
in  a person  with  a neurasthenic  hypersensibil- 
ity. Sometimes  tobacco  will  cause  precordial 
pain  by  producing  arrhythmia  and  coincidently 
raising  the  threshold  of  sensibility.  Pains  of 
many  sorts  and  varied  grades  of  intensity  are 
produced  by  these  things.  Though  the  pain 
is  sometimes  only  slight,  yet  at  other,  times  01- 
in  other  patients  there  may  be  a pain  that  is 
so  severe  and  radiates  so  widely,  a typical  an- 
gina pectoris,  that  the  patient  feels  he  is  in 
imminent  danger.  The  situation  of  the  pain 
helps  us  somewhat  with  the  diagnosis  but  we 


must  carefully  distinguish  between  the  site  o£ 
the  pain  itself  and  the  distribution  of  its  radia- 
tion. With  any  of  these  cases  the  radiation 
may  be  much  the  same,  across  the  chest,  about 
the  apex  beat,  to  the  left  shoulder,  the  left 
arm,  the  left  side  of  the  neck,  or  perhaps  to 
corresponding  places  on  the  right  side,  or  to 
both  sides.  This  radiation  is  unimportant,  but 
the  seat  of  the  pain  itself,  if  retrosternal  and 
below  the  level  of  the  third  rib  is  indicative 
of  a coronary  etiology ; if  retrosternal  and 
above  the  third  rib,  of  aortitis ; and,  about  the 
region  of  the  apex  beat  indicates  that  the  cause 
is  less  likely  to  be  organic  disease  of  the  heart 
than  an  abnormal  sensibility  with  or  without: 
the  complication  of  arrhythmia  or  tobacco. 

Treatment  for  the  patients  with  coronary 
disease  or  aortitis  consists  of  rest  and  nitro- 
glycerin given  as  a tablet  to  be  dissolved  in 
the  mouth.  For  severe  attacks  the  dose  should 
be  1/100,  though  1/200  gr.  is  usually  enough. 
Amyl  nitrate  by  inhalation  may  serve  better  in 
some  cases  but  the  severe  headache  that  may 
follow  makes  it  unsatisfactory  if  it  must  be 
given  often.  Morphin  is  not  necessary  for  the 
pain  and  has  no  beneficial  effect  unless  the  pa- 
tient is  very  restless  and  cannot  be  quieted  by 
other  means.  The  treatment  of  the  causal  con- 
dition is  important  with  these  patients  so  that 
a recurrence  of  the  attack  may  be  prevented. 
To  avoid  overexertion  and  the  eating  of  large 
meals,  to  regulate  the  bowels  so  that  stasis 
does  not  occur,  to  take  diuretin  if  the  cause  is 
coronary  disease,  and  to  have  thorough  anti- 
luetic  treatment  if  there  is  luetic  aortitis,  are 
the  chief  lines  to  be  followed. 

When  the  pain  is  due  to  a combination  of 
neurotic  hypersensibility  with  arrhythmia  or 
some  form  of  heart  disease,  the  best  treatment 
for  the  attack  is  aromatic  spirits  of  ammonia 
or  a fair  sized  dose  of  bromide,  say  30  gr. 
To  prevent  recurrence  with  these  patients  de- 
mands the  greatest  care.  They  must  be  re- 
lieved of  nervous  strain,  must  have  sufficient 
rest  and  careful  regulation  of  the  bowels.  Tak- 
ing some  mild  sedative  continuously  for  a 
while  and  receiving  definite  reassurance  of  the 
harmlessness  of  the  attack  will  each  do  its  part 
toward  effecting  a cure.  They  are  difficult 
cases  though  we  cannot  expect  them  to  recover 
promptly. 
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Paroxysmal  attacks  of  rapid  heart  action  are 
very  distressing  to  the  patient,  and  so  consti- 
tute another  form  of  emergency.  The  heart 
feels  as  if  it  were  fluttering,  or  spinning  like 
a top,  or  racing  and  the  abrupt  onset  and  ces- 
sation of  the  attacks  is  easily  appreciated  by  the 
patient.  We  must  distinguish  between  these 
attacks  and  simple  tachycardia  which  does  not 
start  or  stop  abruptly  and  which  is  due  to  a 
different  sort  of  cardiac  mechanism.  Parox- 
ysms  of  tachycardia  are  due  to  overirritability 
•of  a focus  in  the  heart  muscle  so  that  it  initi- 
ates a rapid  series  of  beats.  The  focus  may  be 
in  the  auricles,  ventricles  or  auriculo-ventricu- 
lar  node  but  in  each  case  the  result  is  a rapid, 
regular  heart  beat.  Auricular  flutter  may  also 
occur  in  a paroxysmal  form  and  result  in  a 
rapid  regular  heart  beat  which  is  practically 
impossible  to  tell  from  the  sort  of  tachycardia 
just  mentioned  unless  an  electrocardiogram 
can  be  obtained.  Auricular  fibrillation  may  oc- 
cur in  a paroxysmal  form  and  causes  a very- 
rapid  heart  rate  which  is  irregular.  By  this 
sign  it  is  easily  distinguished  from  the  other 
paroxysms  of  rapid  heart  action. 

Attacks  of  paroxysmal  tachycardia  may 
sometimes  be  stopped  abruptly  by  pressure 
upon  the  vagus  nerve  in  the  neck.  It  is  some- 
what of  a trick  to  press  upon  the  vagus  as  it 
lies  deeply  in  the  neck  in  the  angle  between 
the  larynx  and  the  vertebral . muscles.  It  is 
firmly  bound  within  the  carotid  sheath  how- 
ever, and  this  is  the  key  to  its  location — be- 
hind and  mesial  to  the  carotid  artery.  It  helps 
greatly  to  have  the  patient  lying  on  his  'back, 
with  the  head  in  a position  to  relax  the  sterno- 
mastoid  muscles  and  turned  slightly  away  from 
the  side  upon  which  you  are  pressing.  The 
thumb  is  better  than  the  fingers  for  this  pur- 
pose, using  the  left  thumb  for  the  right  vagus 
and  vice  versa,  pressing  it  in  mesial  to  the 
carotid  at  the  joint  just  below  the  hvoid  bone 
where  the  artery  is  most  superficial.  When 
you  are  certain  that  your  thumb  is  mesial  to 
the  artery  so  that  it  will  not  slip  away  when 
you  press  upon  it,  then  press  directly  back- 
ward catching  the  artery  between  your  thumb 
and  the  vertebral  muscles ; this  presses  upon 
the  vagus  nerve  and  the  pressure  does  not  need 
to  be  maintained  for  more  than  1 or  2 seconds 
to  produce  an  effect,  if  one  can  be  produced. 


A normally  beating  heart  will  always  be  slowed 
by  this  procedure  if  you  actually  succeed  in 
pressing  the  vagus  nerve.  When  paroxysmal 
tachycardia  is  present  this  is  often  stopped 
abruptly,  the  heart  pausing  for  a second  or 
two  and  then  resuming,  somewhat  irregularly 
at  first,  and  then  with  a normal  rhythm.  Some- 
times the  right  vagus  sometimes  the  left  will 
be  most  effective,  so  it  is  best  to  press  upon 
first  one  and  then  the  other  until  the  desired 
effect  is  obtained  trying  3 or  4 times  on  each 
side.  If  neither  is  successful,  then  the  induc- 
tion of  vomiting  should  be  tried,  using  ipecac 
or  apomorphin.  If  this  does  not  succeed,  mor- 
phin  sulphate  by  hypodermic  Id  to  ^ gr.  de- 
pending upon  the  weight  of  the  patient  should 
he  used.  I would  caution,  however,  against 
using  this  directly  after  apomorphin  because 
of  the  danger  of  respiratory  depression  by  the 
summated  effects  of  these  two  drugs. 

Occasionally  all  of  these  methods  will  fail, 
and  when  they  do  we  must  fall  back  upon  digi- 
talis. Start  with  a single  dose  of  the  tincture 
equal  to  one  minim  per  pound  of  body  weigh 
given  by  mouth  in  3 or  4 oz.  of  water.  If 
this  does  not  slow  the  heart  before  10  hours, 
give  30  minims  of  the  tincture  morning  and 
night  until  the  heart  rhythm  is  affected  or  un- 
til  vomiting  appears.  Whenever  under  this 
treatment  a previously  regular  rhythm  of 
about  150  per  min.  first  becomes  irregular  and 
then  becomes  regular  at  exactly  half  of  its 
former  rate  we  are  probably  dealing  with  auri- 
cular flutter. 

Paroxysmal  rapid  heart  due  to  auricular 
fibrillation  should  be  treated  with  digitalis  as 
outlined  above.  If,  however,  the  attack  has 
only  been  in  progress  for  an  hour  or  so  it  is 
safe  to  use  quinidin  sulphate,  giving  10  gr.  at 
once,  and  repeating  the  dose  after  4 hours  if 
the  first  has  not  stopped  the  fibrillation.  If 
fibrillation  is  still  present  4 hours  after  the 
second  dose  then  I would  give  digitalis  as 
just  described.  It  is  not  well  to  continue  quin- 
idin with  these  patients  as  you  would  when 
treating  ar  patient  with  a long  standing  fibrilla- 
tion for  I feel  that  it  is  better,  if  the  first  2 
doses  fail,  to  promptly  slow  the  heart  rate 
with  digitalis,  and  save  the  patient  from  the 
possibility  of  cardiac  failure  due  to  long  con- 
tinued rapid  beating. 
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In  closing,  I think  it  important  to  stress  3 
points : ( 1 ) Adrenalin  must  be  used  with  cau- 
tion in  the  presence  of  a weak  pulse  due  to 
cardiac  failure.  (2)  If  digitalis  is  to  be  given 
for  cardiac  emergencies  it  must  be  given  in- 
travenously and  in  much  larger  doses  than  we 
are  accustomed  to  use  or  we  will  not  obtain 
the  full  benefit  that  digitalis  is  able  to  give  un- 
til the  time  of  the  emergency  is  past.  (3)  I 
hope  that  you  will  not  use  these  does  intraven- 
ously unless  you  are  certain  that  yoi’ir  patient 
has  not  been  taking  digitalis  within  the  2 
weeks  preceding. 


PROPOSED  OPERATION  FOR  ABDUC- 
TOR PARALYSIS  OF  THE  HEP. 

Paul  C.  Colonna,  M.D., 

Assistant  Surgeon,  Hospital  for  the  Ruptured 
and  Crippled,  New  York,  N.  Y. 

Among  the  sequels  of  infantile  paralysis 
which  the  orthopedic  surgeon  is  called  upon  to 
treat,  none  leaves  the  patient  with  a more  pro- 
nounced gait  than  that  following  paralysis  of 
the  abductor  muscles  of  the  hip.  The  severe 
lurch  of  the  body  toward  the  affected  hip  with 
each  step  produces  a most  awkward  manner 
of  walking.  In  an  attempt  to  lessen  this  lurch 
toward  the  affected  side  several  types  of  op- 
eration have  been  devised.  Probably  the  one 
that  has  evoked  most  favorable  comment  has 
been  that  proposed  by  Legg,  who  changes  the 
insertion  of  the  tensor  fascia  lata  muscle  by 
placing  it  directly  into  the  outer  surface  of  the 
shaft  of  the  femur.  The  aim  of  the  surgeon 
should  be  to  permit  the  patient  to  walk  with- 
out that  characteristic  lurch,  and  this  can  be 
accomplished  with  a very  few  degrees  of  vol- 
untary abduction.  The  operation  devised  by 
Legg  would  seem  to  prove  that  only  a very 
small  amount  of  voluntary  abduction  at  the 
hip  is  necessary  for  walking,  for  it  is  incon- 


ceivable that  a small,  comparatively  weak  mus- 
cle such  as  the  tensor  fascia  lata  could  abduct 
to  any  real  degree  the  whole  lower  extremity. 

1 he  operation  proposed  by  the  author  has 
been  developed  on  several  cadavers  and  may 
be  of  value  in  cases  with  paralysis  of  the  hip 
if  the  quadriceps  femoris  muscle  is  active.  It 
is  proposed  to  take  advantage  of  a portion  of 
the  quadriceps  femoris  muscle  by  detaching’ 
the  long  head,  the  rectus  femoris,  from  its  two> 
origins  and  freeing  this  portion  from  its  bed 
for  a few  inches ; this  long  head  is  then  brought 
through  the  fascia  lata  and  is  placed  super- 
ficial to  the  tensor  fascia  lata,  after  which  ft 
is  inserted  into  the  crest  of  the  ilium  or  fascia 
covering  the  paralyzed  gluteus  medius  muscle. 

1 he  technic  of  operation  is  as  follows : An 
incision  is  made  along  the  anterior  half  of  the 
iliac  crest  and  extending  downward  on  the 
anterior  aspect  of  the  thigh  for  about  4 in., 
taking  note  of  the  lateral  femoral  cutaneous 
nerve  lying  on  the  fascia  lata  just  below  the- 
anteiioi  superior  spine.  Make  an  incision 
thi  ough  the  fascia  lata  along  the  posterior  bor- 
der of  the  sartorius  about  4 in.  in  length  and. 
letract  the  sartorius  outward  near  its  origin;, 
the  fibers  of  the  iliacus  being  retracted  in- 
ward, thereby  exposing  the  long  head  of  the 
quadriceps  femoris.  By  blunt  dissection  trace 
this  rectus  femoris  tendon  to  its  origin,  re- 
moving with  a chisel  a small  amount  of  bone 
with  the  head  arising  from  the  anterior  infer- 
ior spine.  This  tendon  is  removed  from  its 
bed  for  the  distance  of  about  3 in.,  when  a 
branch  of  the  femoral  nerve  is  seen  to  enter 
the  posteriomedial  surface  of  the  rectus  femoris 
muscle.  1 hen  pass  this  loosened  muscle 
through  the  fascia  lata  and  across  the  tensor 
fascia  femoris  muscle  and  with  the  lower  limb 
abducted  about  25°  suture  either  the  trans- 
planted tendon  into  the  fascia  lata  coverino- 
the  paralyzed  gluteus  medius  muscle  or,  by  a 
zigzag  tenotomy  of  the  rectus  tendon  ' so 
lengthen  it  as  to  allow  it  to  be  buried  in  a bony 
trough  made  in  the  crest  of  the  ilium.  Close 
the  subcutaneous  tissue  and  skin  with  plain 
catgut  and  apply  a long  bodied  spica,  with  the 
hmb  m about  25°  abduction. 
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3n  fWemoriam 


CLADEK,  Walter  E.,  93  West  Milton  Avenue,  Rahway,  New  Jer- 
sey, the  oldest  practicing  physician  of  that  city,  died  at  his  residence, 
February  5,  after  a brief  illness  of  pneumonia. 

Dr.  Cladek  had  reached  the  age  of  69  years  and  had  conducted  an 
extensive  practice  up  to  within  a week  of  his  death.  Few  physicians 
have  attained  to  such  prominence  in  Union  County  and  Dr.  Cladek’s 
general  popularity  is  well  attested  in  the  action  taken  by  the  Mayor  of 
Rahway,  who  issued  from  the  City  Hall  the  following  order:  “Out  of  re- 
spect to  the  memory  of  Dr.  Walter  E.  Cladek,  I direct  the  city  offices 
to  close  on  Tuesday,  February  9,  at  12  o’clock  noon  and  to  remain  closed 
for  the  remainder  of  the  day,  and  I request  the  officials  of  the  city  of 
Rahway  to  make  arrangements  to  attend  the  funeral  in  a body.” 

Dr.  Cladek  was  a member  of  the  Union  County  Medical  Society, 
the  Medical  Society  of  New  Jersey,  the  American  Medical  Association, 
the  Clinical  Society  of  the  Elizabeth  General  Hospital,  and  President  of 
the  Medical  Staff  of  the  Rahway  Hospital. 

The  deceased  is  survived  by  his  widow,  Anstis  Van  Campden  Cladek, 
two  daughters,  Mrs.  Douglas  G.  Stewart,  of  Wilmington,  Delaware,  and 
Mrs.  Rollins  W.  Moore,  of  Fanwood,  two  brothers,  George,  of  Newark 
and  William,  of  Perth  Amboy,  and  one  sister,  Sister  Maria  Digna,  of 
St.  Elizabeth  Hospital,  and  two  grandchildren. 


BURD,  William  J. — On  the  evening  of  Friday,  March  12,  1926, 
Dr.  William  J.  Burd,  former  President  of  the  Warren  County  Medical 
Society  and  for  35  years  an  active  practitioner  of  Belvidere,  New  Jersey, 
died  of  heart  disease  at  the  age  of  60  years. 

Dr.  Burd  was  a graduate  of  Lafayette  and  of  the  Medical  Depart- 
ment of  the  University  of  Pennsylvania.  He  was  District  Physician  of 
the  Pennsylvania  Railroad  and  Vice-President  of  the  Belvidere  Na- 
tional Bank. 
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OUR  ANNUAL  MEETING. 

Announcement  was  made  some  time  ago 
that  the  next  meeting  of  the  State  Society  will 
be  held  at  Haddon  Hall,  Atlantic  City,  June  17- 
18-19,  1926.  As  that  is  a very  busy  part  of 
the  season  at  this  popular  seaside  resort,  mem- 
bers should  promptly  apply  for  hotel  reserva- 
tions if  they  wish  a choice  of  rooms  and  satis- 
factory accommodations.  Even  more  import- 
ant is  the  necessity  for  beginning  now  to  make 
preparation  for  attending  that  convention.  If 
one  determines  well  in  advance  that  he  will  at- 
tend any  such  meeting,  on  a fixed  date,  it  be- 
comes a fairly  easy  matter  to  so  arrange  en- 
gagements as  to  keep  that  date  open  and  to 
make  all  other  work  fit  into  the  original  plan. 
If,  on  the  other  hand,  one  delays  decision  and 
waits  until  the  actual  time  of  meeting  ap- 
proaches, it  becomes  increasingly  difficult  to 
clear  the  way  of  encroaching  demands  upon 
this  time.  Determine  now  that  you  will  join 
your  confreres  this  year  at  the  annual  con- 
vention, mark  those  days  reserved  on  your  cal- 
endar and  then  let  nothing  interfere  with  such 
reservation. 

There  are  very  few  emergency  demands 
which  can  constitute  a legitimate  excuse  for 
failing  to  be  “among  those  present”  at  these 
annual  gatherings.  The  busiest  men  in  the 
profession  are  almost  always  able  to  find  time 
to  attend  society  meetings,  whether  these  be 
held  at  a near  or  a distant  point ; only  rarely 
does  the  “big  surgeon”,  the  “popular  consult- 
ant”, or  the  “successful  specialist”  miss  one  of 
these  meetings.  How  ridiculous  it  is  for  that 
practitioner,  general  or  special,  who  has  far 


too  much  less  demand  for  his  services,  to  claim 
that  he  has  not  time  to  spare  for  this  purpose. 
To  say  that  the  “big  fellow”  can  afford  to  take 
the  time,  and  that  the  man  who  has  not  yet 
attained  to  the  same  state  of  financial  success 
cannot  afford  to  leave  his  office  for  several 
days,  is  a most  fallacious  argument.  It  would 
be  well  for  the  latter  individual  to  consider 
how  the  former  reached  his  enviable  position. 
One  of  the  greatest  factors  in  success  is  the 
goodwill  and  the  confidence  of  one’s  profes- 
sional associates ; and  this  applies  as  well  to 
the  remote  country  practitioner  as  to  the  city 
specialist.  The  flow  of  confidence  and  trust 
and  of  professional  favors  is  not  entirely  in 
one  direction ; the  successful  specialists  have 
many  opportunities  for  speaking  a helpful 
word  in  behalf  of  the  general  family  physician 
and,  particularly,  for  extending  aid  to  the 
young  man  who  has  not  yet  “arrived  ’. 

We  should  look  upon  the  time  and  money 
spent  upon  attending  these  meetings  as  being 
in  every  sense  an  investment. 

Come,  let  us  fraternize  in  June;  let’s  get 
better  acquainted  personally  and  let  us  in  con- 
sequence, profit  socially,  professionally,  and 
ultimately  financially,  by  closer  communion 
one  with  another. 


ADJOURNMENT  OF  THE  STATE 
ASSEMBILY. 

In  the  last  issue  of  the  Journal  we  discussed 
some  of  the  legislation  pending  before  the  Gen- 
eral Assembly  and  expressed  the  hope  that 
much  of  it  would  not  be  enacted  into  law.  The 


180 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


April,  1926 


annual  legislative  conclave  ended,  in  so  far  as 
it  might  affect  medical  matters,  on  March  25, 
and  without  having'  passed  any  of  the  proposed 
laws  of  medical. import.  While  this  means  that 
some  desirable  legislation  was  defeated,  we 
may  feel  reasonably  well  satisfied  with  the  re- 
sult because  it  included  the  death  of  several 
pernicious  bills. 

The  “Doctor’s  Title’’  Bill  remained  buried 
in  the  Judiciary  Committee  of  the  House, 
where  it  was  referred  on  presentation,  along 
with  several  chiropractic  bills  and  the  proposed 
act  requiring  physicians  to  write  all  prescrip- 
tions in  triplicate  and  endorse  thereon  the  dis- 
ease condition  for  which  the  prescription  was 
given. 

The  smallpox  and  rabies  vaccination  bills 
failed  of  passage  despite  favorable  reports 
presented  by  the  public  health  committees  of 
the  Senate  and  House  respectively.  Both  bills 
offered  by  the  Board  of  Medical  Examiners, 
designed  to  effect  revocation  of  licenses  of 
midwives  or  physicians  convicted  of  criminal 
abortion,  reached  the  third  reading  file  of  the 
House,  but  only  in  the  last  hour  of  the  session 
and  too  late  for  any  action  by  the  Senate.  The 
sterilization  and  the  birth  control  bills  failed 
to  muster  sufficient  support  to  secure  a vote. 

The  most  interesting  contests  on  medical 
matters  developed  in  association  with  the  nat- 
uropathic, osteopathic  and  chiropody  bills. 
The  proposition  to  license  “naturopaths”  and 
to  appoint  one  of  their  number  on  the  Board 
of  Examiners  met  with  decisive  defeat  in  the 
House.  The  osteopathic  act  was  maneuver- 
ed through  the  House  by  a bare  majority 
vote — securing,  through  the  deft  manipula- 
tion of  its  spokeman,  31  affirmative  votes 
— but  it  died  in  the  public  health  commit- 
tee of  the  Senate.  One  of  the  chiropody  bills, 
defining  the  term  and  the  conditions  for  ex- 
amination, passed  the  House,  was  reported  out 
of  committee  in  the  Senate  during  the  after- 
noon of  the  last  day,  and  failed  to  reach  the 
calendar  for  final  action  only  through  being 
crowded  out  by  more  important  business.  The 
last  hours  of  the  session  were  thus  rendered 
somewhat  anxious  and  exciting  for  those  who 
were  defending  present  medical  standards. 

Since  we  could  not  secure  passage  of  desired 
legislation  this  year,  we  are  grateful  for  that 


degree  of  success  that  at  least  prevented  adop- 
tion of  undesirable  and  even  vicious  proposi- 
tions. 


THE  PHYSICIANS'  SHARE  IN  DE- 
TECTING BROTHELS. 

Recently  the  life  of  one  of  our  state  troop- 
ers was  sacrificed  while  obtaining  evidence 
against  a disreputable  road-side  brothel — one 
of  a number  of  foci  for  the  spread  of  venereal 
infections.  As  a result  of  this  dastardly  crime 
there  has  arisen  a demand  for  the  closing  of 
such  dives  throughout  the  state,  a demand 
voiced  by  the  Governor  who  has  declared  that 
every  law-defying  road  house  must  go.  It  is 
to  be  regretted  that  concerted  action  against 
these  places  had  to  be  purchased  at  so  high  a 
price. 

The  existence  of  numerous  houses  of  pros- 
titution has  been  made  known  to  the  State  De- 
partment of  Health  by  means  of  venereal  dis- 
ease case  reports  which  included  the  reputed 
source  of  infection  as  divulged  by  the  patient. 
For  the  past  3 years,  the  state  health  authori- 
ties have  brought  pressure  to  bear  upon  the 
police  officials  to  close  brothels  known  to  be 
harboring  venereally  infected  prostitutes;  as  a 
result  many  have  been  closed,  the  keepers  im- 
prisoned, and  the  prostitutes  sent  to  informa- 
tional institutions  for  medical  treatment  and 
rehabilitation.  It  was  in  the  investigation  of 
one  of  these  brothels  named  by  a venereal  pa- 
tient and  reported  by  a New  Jersey  physician 
that  the  trooper  met  his  death. 

The  busy  practitioner  often  considers  case 
reporting  a great  nuisance  and  sometimes  won- 
ders if  any  use  is  made  of  reports;  especially 
is  this  true  of  venereal  case  reports.  It  is  re- 
assuring to  know  that  reports  of  gonorrhea 
and  syphilis  do  serve  so  useful  a purpose. 
Physicians  have  done  the  state  an  inestimable 
service  in  making  these  returns  year  after 
year,  but  at  no  time  has  there  been  greater 
need  than  at  present  for  vigilance  in  learning 
of,  and  reporting,  sources  of  venereal  infec- 
tion. When  every  agency  is  devoted  to  the 
single  purpose  of  preventing  commercial  pros- 
titution, New  Jersey  physicians  will  not  neg- 
lect to  do  their  share  in  gathering  information 
so  vital  to  the  cause. 
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Jfletucal  economics 


ON  CONSULTATIONS  AND 
SPECIALISTS. 

Apart  from  single  handed  and  purely  indi- 
vidualistic effort,  cooperation  is  the  keynote  of 
human  as  well  as  of  mechanical  accomplish- 
ment. At  factory  or  foot-ball  the  parts  must 
coordinate  and  harmonize. 

In  hospitals,  medical  societies  and  other  pro- 
fessional organizations,  this  factor  is  recog- 
nized. But  in  the  more  loosely  knit  relation- 
ships of  professional  life  it  is  often  well  nigh 
lost  to  sight  and  mind. 

This  is  particularly  true  of  the  dealings  be- 
tween doctors  when  a consultant,  for  one  rea- 
son or  another,  is  called  in  to  see  a sufferer. 
Too  frequently  the  man  in  charge  of  a case  is 
slow  to  recognize  his  approach  to  deep  water ; 
or  he  does  not  properly  sense  the  growing  un- 
easiness of  a solicitous  family,  or  give  it  the 
due  consideration  to  which  it  is  fairly  entitled. 
Thus  a consultation  is  suggested  by  the  friends, 
and  the  practitioner  suffers  the  disadvantage 
of  losing  the  initiative,  and  at  times  of  losing 
the  privilege,  properly  his,  of  choice  of  a con- 
sultant whom  he  knows.  He,  of  course,  should 
be  the  one  not  only  to  have  originally  sug- 
gested the  conference,  but  to  select  a man 
whom  he  knows  to  be  best  suited  to  the  type 
of  illness  in  question,  and  best  adapted  to  meet 
that  particular  family,  as  well  as  one  with 
whom  he  feels  he  can  cooperate.  In  such  case 
he  still  retains  a steady  control  of  the  tiller. 

To  allow  himself  to  be  deprived  of  this  ad- 
vantage at  the  outset  shows  lack  of  foresight, 
and  men  of  a certain  rather  narrow  outlook, 
finding  themselves  in  such  a situation,  grow 
resentful — and,  foolishly  enough,  not  at  them- 
selves, but  at  the  family,  patient,  or  even  the 
consultant.  Thus  the  first  step  in  this  effort 
at  combining  intelligence  for  the  relief  of  ill 
health  is  one  of  dysharnrony,  and  the  final  cli- 
max is  complete  discord.  Little  of  the  good 
that  might  have  been  effected  has  eventuated. 

A consultation  should  be  of  use  not  alone  to 
the  patient,  but  to  both  doctors  parties  to  it. 
Every  such  meeting  should  teach  something  to 
those  concerned ; lack  of  a proper  rapproch- 
ment  spoils  it  all,  and  time,  money  and  effort- 
are  wasted  in  an  utterly  senseless  manner. 

A common  failing  of  the  city  consultant  in 
his  contacts  with  the  general  practitioner  is  a 
complete  ignorance  of  the  problems  of  the  lat- 
ter’s life,  and  often  a very  sketchy  knowledge 
of  general  medicine.  Called  for  a consultation 
by  the- practitioner,  he  brings,  as  he  should,  a 
highly  developed  special  knowledge  of  a lim- 


ited field  of  medicine.  Such  particularized 
knowledge  is  needed,  and  can  only  be  attained 
by  a man  who  devotes  his'  whole  time  to  one 
chosen  line  of  work. 

The  practitioner  of  any  specialty  in  medicine 
would  almost  invariably  be  a better  specialist 
had  he  served  a few  years  apprenticeship  at 
general  practice.  Too  often  he  has  associated 
himself  with  his  specialty  at  once  on  complet- 
ing his  hospital  internship,  and  therefore, 
while  an  adept  in  his  own  field,  he  is  apt,  with 
his  narrow  experience,  to  fail  sadly  in  grasp- 
ing some  of  the  broader  problems  of  the  cases 
upon  which  he  is  called  in  to  give  advice. 

The  general  practitioner,  whose  field  covers 
more  or  less  the  entire  scope  of  medical  work, 
is  in  no  branch  so  profound  or  erudite  as  his 
confrere  the  specialist.  One  of  his  important 
functions  in  treating  disease  is  to  know  his 
own  limitations,  and  to  recognize  as  early  as 
possible  when  and  where  he  needs  help ; then 
to  secure  it.  His  intellectual  capacity,  indeed 
his  intellectual  achievement,  is  often  as  great 
as,  if  not  actually  greater  than  that  of  the  man 
whom  he  summons  for  counsel.  His  import- 
ance to  the  patient  should  be  greater  without 
question.  Nevertheless,  too  frequently  the 
specialist  approaches  him  with  the  air  of  a deity 
descending  from  Olympic  heights  to  converse 
with  a mere  mortal.  The  learned  one  assumes 
a condescending  tolerance  for  the  ignorance  of 
the  other,  and  castigates  him,  if  not  openly  and 
on  the  spot,  at  any  rate  to  his  own  cronies  on 
his  return  to  town. 

Had  our  specialist  had  some  experience  of 
his  own  in  general  practice,  were  he  familiar 
with  “the  cross  country  race  at  three  a.  m., 
neck  and  neck  with  the  stork”,  he  would  bring 
to  his  consultation  work  a nicer  idea  of  the  re- 
lationship of  his  particular  problems  to  those 
of  general  medicine ; he  would  have  a keener 
appreciation  of  the  good  qualities  of  the  man 
whom  he  meets ; he  would  be  a more  sympa- 
thetic teacher,  and  might  even  be  a learner  as 
well ; there  would  in  fine  be  fewer  of  the  con- 
tretemps described  above,  and  good  team  work 
would  become  more  nearly  universal. 

There  is  an  even  greater  lack  of  team  work, 
and  one  more  frequently  encountered,  where 
the  patient  goes  to  town  and  consults  the  spe- 
cialist in  his  office.  He  may  have  gone  at  the 
request  of  his  family  physician,  with  letter  of 
introduction  and  an  account  of  his.  ills ; or  as 
frequently  occurs,  on  the  recommendation  of 
some  friend.  In  the  first  instance  it  is  a com- 
mon complaint  on  the  part  of  the  familv  doc- 
tor that  the  report  he  receives  following  his 
patient’s  visit  is  not  only  tardily  sent,  but  is 
distinctly  of  poor  quality.  He  wants  some 
discussion  of  the  case  and  its  various  possibili- 
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ties;  he  receives  a pedagogic  statement  that 
the  diagnosis  is  thus  and  so.  He  wants  some 
idea  as  to  the  varied  lines  of  treatment  which 
might  be  pursued ; he  receives  a categoric  or- 
der to  do  this  and  that.  He  wants  information 
on  which  he  may  exercise  his  own  judgment 
as  between  man  and  man ; he  receives  the  pro- 
nouncement of  a master  to  a school  boy.  The 
whole  matter  is  treated  in  a dozen  lines. 

Where  the  patient  has  gone  on  his  own  in- 
itiative, no  ellort  is  ordinarily  made  by  the 
specialist  to  get  in  touch  with  the  family  phy- 
sician, who  sooner  or  later  learns  about  the 
visit,  and  it  has  profited  him  nothing  of  knowl- 
edge ; nor  does  the  patient  derive  the  benefit 
he  might,  and  should,  had  his  own  doctor 
known  all  about  matters  from  the  beginning. 
Often,  of  course,  this  situation  is  primarily 
the  fault  of  the  patient,  who  fears,  ground- 
lessly, to  hurt  his  own  doctor’s  feelings;  hut  it 
is  quite  as  often  due  to  lack  of  interest  on  the 
part  of  the  consultant,  and  a willingness  to 
avoid  unnecessary  letter  writing. 

The  proportion  of  specialists  to  the  total 
number  of  practicing  physicians  has  grown 
rapidly  in  the  last  quarter  century,  and  the 
profession  has  not  yet  adjusted  itself  to  the 
changing  conditions.  While  many  men  have 
not  the  failings  recited  above,  there  is  far  too 
little  cooperation  and  team  play  between  the 
various  units  of  this  great  network,  and  the 
situation  does  not  do  the  profession  credit. 

The  physician,  party  to  a consultation, 
whether  he  is  party  of  the  first  part  or  of  the 
second,  should  ever  keep  three  questions  be- 
fore himself  : 

How  are  we  to  help  the  patient  ? 

What  can  I learn  from  this  case? 

What  can  I help  the  other  fellow  to  learn  ? 


Csttjettcs 


One  of  the  greatest  joys  of  aimless  wander- 
ing about  in  strange  cities  lies  in  the  unexpect- 
ed discoveries  occasionally  made  on  such  ex- 
peditions. We  have  all  thrilled  at  the  accounts' 
of  adventure  befalling  such  care-free  wander- 
ers as  Harun  el  Raschid,  and  some  of  us  cher- 
ish recollections  of  personal  adventures  and  ex- 
periences of  equal  interest  to  those  so  fasci- 
natingly told  of  in  the  Arabian  Nights  stories. 
Indeed,  each  of  us  might,  in  turn,  “a  tale  un- 
fold” if  we  cared  to  contribute  to  another 
serial  of  a thousand  and  one  nights.  It  is  not 
intended  at  the  moment,  however,  to  present 
a story  of  that  sort ; there  is  nothin"  terribly 
exciting  about  the  simple  tale  now  to  he  given, 
a story  that  deals  only  with  the  surprise  of 


finding  in  a foreign  city  an  artistic  tribute  to 
an  American  physician. 

With  nothing  better  to  do  one  summer  af- 
ternoon than  to  prowl  around  Paris  in  the  vi- 
cinity of  the  American  Embassy,  we  chanced 
upon  a lovely,  secluded  small  parked  area  bear- 
ing the  euphonious  name  of  “Place  des  Etats 
Unis” ; in  other  words,  a small  square  of  shade 
trees  and  shrubbery  named  in  honor  of  these 
glorious  United  States.  We  had  seen  it  before 
but  had  somehow  forgotten  its  existence,  and, 
anyway  had  never  before  explored  it  proper- 
ly. On  this  particular  day  the  sun  was  hot  and 
we  were  inclined  to  take  refuge  for  a moment 
in  the  inviting  coolness  of  the  park.  At  the 
very  entrance,  attention  was  directed  to  a war 


monument  which  appeared  to  he  new  and 
which,  upon  closer  inspection,  proved  to  be 
both  new  and  interesting — a masterpiece  by 
the  famous  sculptor,  Jean  Boucher,  executed 
for  the  French  nation  and  dedicated  to  those 
American  volunteers  who  died  for  France,  the 
Escadrille  Lafayette  of  the  Foreign  Legion. 
Before  a beautifully  carved  winged  victory,  a 
French  poilu  welcomes  the  arrival  of  an  Amer- 
ican Doughboy,  and  surmounted  upon  this  ped- 
estal is  the  life  size  figure  of  a victorious  avi- 
ator. On  the  reverse  of  the  pedestal,  carved 
in  stone,  appear  the  beautiful  lines  of  Allen 
Seegar : 

“Yet  sought  they  neither  recompense  nor 
praise,  nor  to  be  mentioned  in  another  breath 
than  their  blue-coated  comrades  whose  great 
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days  it  was  their  pride  to  share — -Aye,  share 
even  to  the  death”. 

To  every  American  this  tribute  must  bring 
a thrill  of  pride,  but  to  the  American  who  had 
the  privilege  of  serving  with  the  American  Ex- 
peditionary Forces,  there  is  also  the  heart- 
stirring emotion  of  personal  participation  in 
that  demonstration  of  the  brotherhood  of  man. 

But,  even  a greater  pleasure  awaits  the  phy- 
sician who  chances  to  visit  this  little  park. 
Delving  deeper  into  its  shades  in  the  search 
for  a place  to  rest,  we  noticed  another  monu- 
ment, a rough  hewn  stone  capped  by  a bust  of 
a man,  and  while  in  charming  seclusion,  not 
hidden,  rather  protected,  by  the  trees  that  sur- 
rounded it.  Judge  of  our  surprise  at  finding 


it  a testimonial  to  “Horace  Wells,  novateur  de 
l’anesthesia  chirurgicale”.  The  bust  is  a fine 
piece  of  work  by  Paul  Bert,  whose  medallion 
portrait  is  carved  on  the  pedestal.  It  was  in- 
teresting to  find  this  recognition  of  an  Amer- 
ican’s work,  though  it  of  course  brought  to 
mind  the  old  controversy  regarding  the  earliest 
use  of  anesthetics  in  surgery. 

This  happens  to  be  an  opportune  moment 
to  report  this  little  adventure  and  to  reproduce 
a photograph  of  these  two  monuments  erected 
in  honor  of  Americans,  the  first  in  recognition 
of  war  services,  and  the  second  in  recognition 
of  the  victories  of  peace,  because  of  an  event 
scheduled  to  take  place  in  Washington  ere  this 
appears  in  print.  There  is  to  he  unveiled  in 
Statuary  Hall,  at  the  National  Capitol,  on 


March  30,  a monument  to  the  memory  of  Dr. 
Crawford  W.  Long,  whom  this  nation  is  now 
recognizing  in  durable  marble  as  the  discoverer 
of  anesthesia.  In  announcing  the  exercises  to 
be  held,  and  explaining  something  of  the  his- 
tory of  the  dispute  as  to  who  first  employed 
ether  in  surgical  operations,  the  New  York 
Tribune  of  March  21,  1926,  concludes  an  arti- 
cle with  the  following  paragraph  relating  to  the 
dramatic  endings  of  the  careers  of  those  who 
were  involved  in  the  controversy. 

“It  is  curious  that  every  rival  of  Dr.  Long 
for  this  honor  came  to  a dramatic  end.  Webs, 
overcome  by  the  rejection  of  his  claim  by  the 
French  Academy,  committed  suicide ; Morton 
died  from  congestion  of  the  brain,  induced  by 
excitement  over  an  article  seeking  to  deprive 
him  of  his  honors,  and  Jackson,  like  Wells, 
became  insane  from  the  contention  over  the 
disputed  honors  and  died  in  an  asylum.  Dr. 
Long  himself,  ‘in  the  fullness  of  service’,  was 
stricken  with  apoplexy  at  the  bedside  of  a 
patient.” 


iUrtsical  Ctfjtcs 


ETHCIS  AND  THE  MEDICAL 
PROFESSION. 

Richard  C.  Cabot,  M.D.,  Boston,  Mass. 

(Reprinted  from  Survey  Graphic, 
by  perrr  ission.) 

I know  no  medical  school  (or  indeed  any  law 
school  or  school  of  business)  in  which  pro- 
fessional ethics  is  now  systematically  taught. 
Occasional  and  sporadic  talks  may  give  the 
students  some  hint  of  the  subject  and  of  course 
the  ethics  actually  followed  by  the  teachers  in 
their  habits  of  thought  and  speech,  in  their 
dealings  with  students,  patients,  colleagues  and 
“the  laity”,  may  be  absorbed  by  their  students. 
Indeed,  if  the  individual  student  has  a chance 
to  see  his  teacher  “in  action”  outside  the  class- 
room, he  may  learn  good  ethics  in  one  of  the 
most  effective  ways — by  example. 

When  I try  to  think  of  the  most  undeniable 
examples  of  an  improvement  in  personal 
character  and  in  ethical  standards  brought 
about  within  a few  months  by  influences  which 
one  can  put  one’s  finger  on,  I can  recall  none 
so  striking  as  the  rapid  moral  advance  of  the 
internes  at  the  Massachusetts  General  Hos- 
pital during  a period  of  years  I was  in  position 
to  observe  them  when  their  “chiefs”  in  the 
medical  and  surgical  services  were  men  of  in- 
spiring character,  as  well  as  of  remarkable 
skill.  One  could  count  on  it.  Callow  youths, 
shapeless  souls,  would  be  transformed  within 
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the  18  months  of  their  service,  not  into  saints 
or  heroes,  but  into  something  quite  miracu- 
lously better  than  they  were  18  months  earlier. 

Sometimes  they  copied  the  mannerisms  as 
well  as  the  ideals  of  their  “chiefs”  and  as- 
sumed fashions  of  speech  or  of  gait  ludicrously 
foreign  to  their  actual  natures.  But  without 
an  exception  that  I remember  during  the  years 
to  which  I refer,  these  students  gained  aston- 
ishingly in  integrity,  in  sincerity,  in  the  as- 
piration for  self-improvement  conceived,  of 
course,  primarily  in  professional,  not  in  moral 
terms  but  including,  nevertheless,  an  infusion 
of  genuine  moral  enthusiasm.  These  students 
have  continued,  as  I have  known  them  in  later 
years,  to  meet  their  life  opportunities  with 
earnestness,  with  vim,  without  pretense  or 
superciliousness,  without  meanness,  with  a 
good  deal  more  honesty,  generosity  and  liber- 
ality than  their  youth  gave  promise  of. 

To  watch  this  change  of  character  going  on 
under  one’s  eyes,  year  after  year,  in  batch  after 
batch  of  hospital  internes,  would  convince  any- 
one— -as  it  convinced  me — that  it  was  not  “ac- 
cidental’’, that  its  causes  could  be  identified 
with  something  in  the  leadership  of  the  men 
under  whose  supervision  these  students  met 
the  great  responsibilities  and  faced  the  great 
eye-openers  of  their  interneship.  When  any- 
one tries  to  convince  me  that  character  can- 
not be  changed  in  any  important  respect  by 
anything  that  we  can  do  about  it,  that  ethics 
cannot  be  taught,  and  that  if  men  grow  better, 
it  is  wholly  through  their  own  independent 
and  internal  metamorphosis,  I find  myself  re- 
calling the  stubborn  facts  of  my  hospital  ex- 
perience, unable  to  doubt  them.  Many  others 
have  witnessed  those  same  facts  and  borne  the 
same  testimony.  The  life  of  William  Osier, 
and  the  waves  of  influence  centering  in  his 
contacts  with  young  men  at  Johns  Hopkins 
and  thence  spreading  circle  beyond  circle  across 
America,  is  perhaps  the  most  magnificent  ex- 
ample of  what  I mean. 

But  Osier  preached  and  wrote  as  well  as 
practiced.  The  group  of  men  who  so  signally 
transformed  the  lives  of  their  internes  at  the 
Massachuesetts  General  Hospital,  during  the 
years  when  I was  able  to  watch  the  process, 
were  men  who  never  preached  or  wrote  about 
ethics.  They  would  have  scorned  such  preach- 
ing or  relegated  it  strictly  to  the  clergy  and  the 
“uplifters”.  They  were  “practical  men”  first 
and  last ; yet  they  exerted  an  ’ enormous  in- 
fluence for  the  solidification  and  clarification 
of  their  assistants’  character.  How  did  their 
ideals  “get  across”  to  their  pupils  and  assist- 
ants? I cannot  altogether  explain  it.  They 
never  said  or  implied — “Look  at  me.  Imitate 
me.  Profit  by  my  example” — except  in  purely 


technical  matters.  How  to  feel  a spleen,  how 
to  percuss  out  the  “dull”  areas  corresponding 
to  the  position  of  the  healthy  or  diseased  heart, 
how  to  listen  for  the  earliest  evidences  of  tu- 
berculosis in  a patient’s  lung,  how  to  hunt 
through  a microscopic  field  for  the  parasite  of 
malaria — in  these  matters  I often  heard  our 
medical  chiefs  ask  their  internes  to  watch  and 
imitate  them. 

“But  when  it  came  to  the  ‘technic’  of  court- 
esy to  most  unpromising  old  wrecks  of  human- 
ity, of  patients  with  the  fretful  whimsies  of 
the  convalescent,  to  faithfulness  throughout 
tiresome  physical  or  chemical  examinations 
which  one  ‘knew  would  be  negative’  ( i.e. , fruit- 
less) because  one  had  done  them  hundreds  of 
times  before  and  never  yet  found  what  one 
sought,  when  it  was  a question  of  confessing 
one's  failure  and  facing  one’s  utter  helpless- 
ness in  a moment  when  everyone  looks  to  the 
doctor  for  heroic  efforts  to  stage  off  death — 
then  there  was  no  teaching  given,  no  moral 
pointed  out,  no  consciousness  of  setting  an  ex- 
ample. Yet  ethical  ideals  were  transmitted,  all 
the  more  perhaps,  for  the  absence  of  any  con- 
sciousness on  the  part  of  the ‘chief’ that  he  was 
doing  anything  but  ‘minding  his  business’.” 

The  teacher  ordinarly  is  in  a very  comfort- 
able place.  He  sits  upon  a raised  platform  in 
a comfortable  chair  and  comfortably  lays  down 
the  law,  tells  stories,  or  questions  neophytes 
on  a subject  familiar  to  him.  But  in  hospital 
work  a teacher  is  often  in  a very  strained  po- 
sition, with  a very  tired  back,  or  with  a still 
more  tired  mind,  as  he  reads  for  the  thou- 
sandth time  a description  of  the  human  carcase, 
written  in  the  cramped  and  arid  style  tradi- 
tional in  hospital  records.  Patients,  too,  are 
fractious  and  unreasonable;  humiliatingly  of- 
ten our  remidies  do  no  good ; our  failures  stare 
at  us  in  dumb  reproach  out  of  the  sick  man’s 
eves.  Or  work  at  the  hospital  is  never  finish- 
ed, yet  we  have  still  our  living  to  earn  after 
we  have  finally  torn  ourselves  away  from  the 
wards. 

My  teachers  at  the  hospital  bore  these  and 
many  other  annoyances.  Yet  they  not  only 
worked  with  a faithfulness  almost  contagious, 
but  they  maintained  and  shared  their  enthusi- 
asm, which  may  here  be  conveniently  defined 
as  the  power  to  rejoice  as  one  sees,  and  makes 
others  see,  what  at  first  is  invisible.  I have 
seen  my  “chief” — Dr.  F.  C.  Shattuck — step 
back  from  a bedside  with  staring  eyes  and  out- 
stretched hands — “God  bless  my  soul ! Did 
you  ever  see  anything  so  beautiful  as  that?” 
“That?  What?”  Well,  so  far  as  the  rest  of 
us  could  see  it  was  the  brown  and  wrinkled 
“stomach”  of  an  emaciated  Chinaman  who  had 
recently  vomited  a very  offensive  substance 
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which  Still  stood  in  a basin  by  his  bedside.  But 
“that”,  as  my  “chief”  saw  it  was  a delicate 
wave  of  intestinal  movement,  faintly  visible 
through  the  abdominal  wall  and  casting  a mov- 
ing shadow  which  traveled  silently  across  from 
right  to  left,  outlining  the  course  of  the  large 
intestine  (ordinarily  invisible)  revealing  the 
fashion  of  its  action,  and  above  all,  throwing 
important  light  on  the  cause  of  this  patient’s 
sufferings,  hitherto  in  doubt.  We  had  seen  a 
very  unpleasant  and  rather  aggravating  speci- 
men of  sick  humanity.  The  “chief”  had  seen 
the  graceful  action  of  a mysterious  livine  organ 
which,  ordinarily,  we  see  only  when  the  life 
has  gone  out  of  it.  He  had  seen  the  wonders 
of  unconscious  physiologic  action,  purposeful 
and  accurate  beyond  anything  that  we  know 
in  the  domain  of  consciousness,  yet  pathetical- 
ly invariable  in  its  behavior,  so  that  (as  in  this 
poor  Chinaman’s  case)  it  continued  its  usual 
suave,  unresting  activity,  even  when  the  only 
result  was  torturing  pain.  What  a mystery  is 
an  organ’s  super-intelligent  and  exquisite  mo- 
tion, steadily  continued  when  disease  has  rend- 
ered such  continuance  only  a mockery  and  an 
agony,  yet  still  deliberate,  unceasing,  beauti- 
fully accurate  and  full  of  grace ! That  is  what 
our  chief  saw,  and  the  beauty  and  the  horror 
of  it  all  mingled  with  his  triumph  in  having- 
discovered  what  we  had  not  been  sharp-sighted 
enough  to  see,  in  having  put  his  finger  on  the 
cause  of  the  suffer’s  malady  and  showed  the 
path  to  be  followed  in  attempting  his  relief. 
It  was  not  ethics  that  we  learned  from  such 
an  outburst.  It  was  the  power  of  wonder, 
something  underlying  ethics,  something  akin 
to  religion. 

Another  picture  comes  before  me.  We  are 
in  the  crush  and  turmoil  of  an  out-patient 
clinic — female  medical — where  throughout  a 
long  morning  we  try  to  solve  difficult  puzzles, 
to  distinguish  and  identify  faint  sounds  with 
the  stethoscope,  to  sift  and  balance  contradict- 
ing evidence,  to  cheer  down-hearted  sufferers 
and  to  keep  our  tempers.  Human  figures, 
voices,  smellg  weave  about  over  our  heads  as 
we  stoop  down,  at  our  knees  when  we  stand 
upright,  over  our  shoulders,  under  our  up- 
raised arms.  Bells  jangle,  babies  (in  the  ad- 
joining clinic)  squall.  And  in  the  midst  of 
this  we  have  to  write  well-considered  judg- 
ments into  records  that  others  must  depend  on 
for  guidance  and  to  make  decisions  affecting 
perhaps  the  whole  future  life  of  a patient  and 
his  family.  Moreover,  to  anyone  who  is  sensi- 
tive to  the  mood  and  to  the  facial  expression 
of  those  close  around  him  the  faces  and  tones 
of  the  patients  are  often  a greater  trial  than 
the  physical  distractions  of  sight,  sound  and 
odor.  On  the  day  that  I am  recalling  it  was 
12 :45  and  we  had  been  at  it  since  9 o’clock. 


My  out-patient  chief  was  an  elderly  man,  deli- 
cate in  health,  fastidious,  gentle,  sceptical  of 
medical  wisdom,  slow  in  all  the  mental  and 
muscular  movements  for  which  such  a clinic 
demands  swiftness.  He  had  been  toiling 
through  his  morning’s  work — just  as  he  always 
did — patiently,  steadily,  but  quite  without  en- 
thusiasm. He  was  now  seated  on  a three- 
legged  stool,  with  a towel  across  his  knees, 
peering  through  his  spectacles  at  a student’s 
record  of  a woman  patient  whom  he  had  ex- 
amined earlier  in  the  morning  and  was  next 
to  see  and  advise  before  she  left. 

She  came  waddling  towards  him  with  a 
heavy  frown.  Her  expression  of  blazing  scorn 
was  combined  with  an  hereditary  and  ingrain- 
ed gloom,  expressed  in  half  closed  eyelids  and 
a drooping  mouth.  It  is  an  expression  terribly 
familiar  in  out-patients  clinics.  It  says:  “Leave 
all  hope  and  all  good  opinion  of  yourselves  ye 
who  enter  here”,  says  it  at  a moment  when 
one'  most  needs  hope  and  confidence.  But 
it  is  also  particularly  irritating.  For  it  seems 
to  accuse  you  of  neglect,  folly  and  incom- 
petence. If  you  can  face  it  with  a decent  com- 
posure and  with  a brisk  and  business-like  man- 
ner, it  is  ordinarily  the  best  you  can  do. 

I marvelled,  then,  when  I saw  the  chief  look- 
up from  his  reading  and  beam  at  this  minatory 
and  demoralized  female.  His  smile  had  a wel- 
coming warmth  and,  slightly  rising  as  she  ap- 
proached, he  motioned  her  to  a chair,  with: 
“Sit  here,  if  you  please,  marm”.  It  was  all  in 
that  last  and  most  unexpected  word — old  fash- 
ioned courtesy,  deference,  charming  modesty. 
He  brought  the  atmosphere  of  a summer 
garden  to  meet  this  miasmic  fog.  The  fog  did 
not  yield.  The  woman  showed  no  slightest  ap- 
preciation of  his  kindness,  no  melting  of  her 
scorn.  But  he  carried  through  the  interview 
as  he  had  begun'  it  and  still  bowed  and  smiled 
to  her  oblivious  back  as  she  stumped  sullenly 
away. 

He  had  no  consciousness  that  anyone  was 
watching  him,  no  desire  to  teach,  and,  I fancy, 
considered  himself  a failure  at  the  end  of  that 
morning,  as  he  so  often  described  himself  in 
general.  But  at  least  one  of  his  assistants 
learned  some  ethics  that  day. 

I have  tried  to  bring  out  here  the  contrast 
between  the  comfortable  security  of  the  acade- 
mic platform  where  the  teacher  is  seen  by  his 
pupils  in  full  control  of  the  situation,  adequate 
and  successful  because  he  enjoys  very  special 
advantages,  and  the  medical  teacher  seen  in 
the  midst  of  difficulties,  grasping  at  expedi- 
ents, half  a failure,  but  wholly  drenched  in 
reality.  Surely  it  is  in  the  presence  of  the  lat- 
ter that  the  world’s  best  lessons  in  ethics  are 
learned. 


(To  Be  Continued.) 
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Current  Cbents. 


NEW  -JERSEY  ANNUAL  HEALTH 
CONFERENCE. 

Henry  B.  Costill,  M.D.,  Director, 

New  Jersey  State  Department  of  Health. 

A “round-table  discussion”  of  pressing  local 
health  problems  of,  and  by,  local  health  officers 
was  an  innovation  tried  at  the  Sixteenth  Annual 
Conference  of  State  and  Local  Health  Officials 
held  at  Trenton,  New  Jersey,  February  19-20, 
1926. 

The  first  question  discussed  w'as  that  of  the  ad- 
visability of  discontinuing  both  placarding  and 
terminal  fumigation  in  cases  of  communicable  dis- 
ease. The  consensus  of  opinion  seemed  to  be  that 
placarding  was  justifiable  because  of  its  educa- 
tional effects;  although  this  was  denied  by  several 
speakers.  The  health  officers  questioned  the  real 
protective  value  of  fumigation,  but  several  doubt- 
ed the  advisability  of  disabusing  the  minds  of  the 
public,  who  have  for  years  been  taught  that  fumi- 
gation is  necessary.  It  was  the  general  opinion, 
however,  that  terminal  fumigation  should  be  dis- 
continued. 

The  second  question  was  that  of  the  practica- 
bility of  requiring  the  antirabies  vaccination  of 
dogs.  The  benefit  derived  from  this  requirement 
in  Orange,  New  Jersey,  was  described  by  the  lo- 
cal health  officer,  and  upheld  by  other  speakers. 
The  question  of  a provision  for  muzzling  as  an 
alternative  was  considered,  but  no  conclusion  was 
reached. 

Adequate  sanitary  supervision  of  swimming 
pools  was  discussed  by  the  sanitary  engineers  of 
the  State  Department  of  Health,  and  local  health 
officials.  The  standard  of  purity  recommended 
by  the  American  Public  Health  Association  was 
advanced  and  met  with  no  objection  from  the 
health  officials  present. 

The  last  question  to  be  discussed  was  that  of 
the  practicability  of  the  examination  of  all  food 
handlers.  After  a thorough  discussion  of  the 
value  of  such  examinations,  the  practical  admin- 
istrative difficulties  were  considered.  A history 
of  previous  attacks  of  communicable  disease,  in- 
dicating the  need  for  a complete  physical  ex- 
amination with  laboratory  tests  of  excretion,  was 
offered  as  a basis  for  a preliminary  sifting  out  of 
those  persons  most  likely  to  spread  infection.  The 
importance  of  milk  as  a vector  of  infection  sug- 
gested the  desirability  of  examining  the  handlers 
of  milk  products,  if  it  be  impractical  to  include 
all  persons  who  handle  food. 

The  evening  session  was  devoted  to  formal  pa- 
pers. Dr.  A.  W.  Freeman,  Professor  of  Public 
Health  Administration  at  Johns  Hopkins  Univers- 
ity, discussed  the  education  of  sanitarians,  point- 
ing out  the  need  for  adequately  trained  health 
officers  who  have  had  not  only  a medical  degree 
but  training  in  public  health  as  well.  Dr.  Free- 
man dwelt  on  the  value  of  experience,  concluding 
that  the  man  with  adequate  training  and  experi- 
ence was  by  far  the  most  valuable  health  officer. 
He  suggested  that  the  man  with  experience,  but 
no  diploma  in  public  health,  would  prove  more 
valuable  than  the  man  with  training  and  no  ex- 
perience. 

Di . William  H.  Park,  Director  of  Laboratories, 
New  York  City  Department  of  Health,  told  of  his 
l ecent  studies  of  scarlet  fever.  He  reviewed  the 
work  which  led  to  the  adoption  of  the  Dick  test, 
and  reported  his  own  work.  He  has  found  that 


susceptible  children  treated  with  5 large  doses  of 
toxin  became  Dick-negative,  whereas  with  3 
smaller  doses  the  results  were  not  satisfactory. 

The  last  paper  was  that  of  Dr.  George  A.  Soper, 
Managing  Director  of  the  American  Society  for 
the  Control  of  Cancer.  Dr.  Soper  reviewed  the 
work  of  cancer  research,  both  abroad  and  in  this 
country;  he  told  of  the  facilities  for  future  work; 
and  summarized  the  modern  findings  of  cancer 
research.  His  paper  was  in  a hopeful  tone,  for 
he  showed  that  true  research  in  cancer  has  been 
of  but  few  years’  duration  and  that  already  great 
strides  have  been  made. 

The  evening  meeting  began  and  closed  with  the 
showing  of  a one-reel  motion  picture  film  on 
diphtheria  control.  The  films  were  produced  by 
2 insurance  companies  and  attack  the  problem 
from  different  angles. 

The  meeting  on  the  following  day  was  the 
usual  business  meeting  of  the  New  Jersey  Health 
Officers’  Association,  at  which  time  Miss  Lenore 
Young,  Health  Officer  of  Orange,  was  elected 
President,  and  Dr.  A.  S.  Fell,  Health  Officer  of 
Trenton,  was  elected  Vice-President. 


VERDI  S MASTERPIECE  TO  AID  DOCTOR’S 
HOME. 

Announcement  has  been  made  from  the  office 
of  the  Physicians’  Home,  Inc.,  that  the  “Requiem 
Mass”,  by  Verdi,  will  be  rendered  by  the  Metro- 
politan Opera  Company,  at  the  Metropolitan 
Opera  House,  New  York  City,  Sunday  evening, 
April  11,  1926,  and  that  the  proceeds  derived 
therefrom  will  go  toward  purchasing  the  Knox 
Estate  at  Ridgefield,  Connecticut,  for  the  purpose 
of  establishing  a “Home”  for  aged  and  incapaci- 
tated doctors.  This  mass  is  considered  by  many 
to  be  Verdi  s greatest  musical  production  and, 
while  it  has  had  but  few  renditions  outside  of 
churches,  it  has  always  held  a very  high  place 
in  the  esteem  of  all  music  lovers. 

The  cast  to  render  the  Requiem  on  this  occa- 
sion will  include:  Signor  Beniamins  Gigli,  tenor; 
Madame  Easton,  soprano;  Signor  Mardones, 
basso;  and  Madame  Telva,  mezzo-soprano.  M. 
Serafin  will  conduct,  with  the  full  orchestra  and 
chorus. 

Boxes  and  reserved  seats  for  this  benefit  per- 
formance may  be  secured  by  letter,  telephone  or 
wire  from  the  office  of  the  Physicians’  Home, 
Inc.,  Times  Building,  Broadway  and  Forty-second 
Street,  New  York  City.  Among  those  who  have 
already  reserved  boxes  are:  Governor  Alfred  E. 
Smith,  Hon.  Charles  Evans  Hughes,  Cardinal 
Hayes,  Rabbi  Joseph  Silverman,  Mayor  James  J. 
Walker  and  Hon.  George  Gordon  Battle  who  has 
just  accepted  the  chairmanship  of  the  Board  en- 
gaged in  securing  a Foundation  for  the  Physi- 
cians’ Home. 

In  this  connection  it  may  not  be  amiss  to  ex- 
plain that  the  estate  of  the  late  Col.  Edward  M. 
Knox,  which  represents  an  investment  of  approxi- 
mately $1,000,000,  can  be  purchased  as  one  of  the 
units  of  this  National  Home  movement  for  the 
sum  of  only  $125,000.  The  estate  is  locally 
known  as  “Downsbury  Manor”  and  comprises  350 
acres  of  productive  farm  land,  with  a manor 
house,  of  50  rooms,  situated  on  a commanding 
hilltop,  and  14  other  scattered  buildings.  The 
whole  estate  is  as  charming  and  healthful  a bit 
of  countryside  as  may  be  found  in  New  England 
and  it  embraces  woodland  and  meadow,  with 
gravelled  paths  and  broad  roadways  traversing 
the  whole.  Facing  the  main  entrance  to  the 
manor  is  an  Italian  Garden  of  great  artistic 
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beauty,  and  from  a tower  in  the  nearby  woods 
one  may  gain  a panoramic  view  extending  into 
the  4 states  of  Connecticut,  New  York,  Massa- 
chusetts and  Vermont. 

The  present  object  of  the  Directors  is  to  have 
several  such  units  comprising  the  national  plans: 
One  in  New  England  to  function  for  that  district 
and  New  York,  New  Jersey,  Pennsylvania  and 
Delaware;  one  in  the  Middle  West  for  tributary 
states;  one  on  the  Pacific  Coast;  and,  one  in  the 
Southland.  The  Caneadea  Unit,  originally  dedi- 
cated to  old  physicains  by  Dr.  Stephen  V.  Moun- 
tain, of  Olean,  New  York,  will  still  be  main- 
tained because  it  was  the  great  success  of  this 
venture  that  emboldened  the  directorate  to 
launch  the  lai-ger  project;  the  Caneadea  Home 
has  been  filled  long  since. 

This  is  a most  worthy  movement  and  merits 
the  considerate  attention  and  active  support  of 
every  physician  in  the  land;  at  least  let  those  of 
us  who  are  within  easy  travelling  distance  of 
New  York  subscribe  to  this  musical  benefit  per- 
formance. 


THE  SOURCE  OF  VENEREAL  INFECTION 
IS  IMPORTANT. 

Henry  B.  Costill,  M.D.,  Director, 

New  Jersey  State  Department  of  Health. 

Forty  houses  of  prostitution,  about  100  profes- 
sional prostitutes  “on  their  own”,  and  200  clan- 
destine prostitutes  is  the  record  of  foci  of  ve- 
nereal diseases  named  by  the  patients  infected 
and  reported  to  the  State  Department  of  Health 
last  year  by  the  practicing  physicians  of  New 
Jersey.  An  excellent  record,  for  these  reports 
are  the  basis  for  all  preventive  measures  against 
venereal  diseases. 

The  houses  of  prostitution  were  referred  to  the 
appropriate  county  prosecutors  with  request  for 
an  immediate  investigation  and  a demand  that 
prompt  repressive  action  be  taken.  The  houses 
were  closed ; some  to  reopen  later,  for  the  keepers 
cannot  be  prevented  from  obtaining  their  liberty 
under  bail  until  trial,  at  which  a conviction  can 
be  secured.  It  was  in  one  of  the  most  notorious 
of  these,  the  French  Hill  House,  that  one  of  our 
State  troopers  was  killed  recently  while  gaining 
evidence  to  confirm  the  report  from  a practicing 
physician  which  stated  that  the  place  was  operated 
as  a brothel  and  that  his  patient — one  of  sev- 
eral so  reported — had  been  infected  there.  Most 
of  the  other  places  reported  had  remained  closed 
following  arrest  of  the  keepers,  and  many  of  the 
inmates  are  now  undergoing  treatment  at  state 
institutions. 

The  “free-lance”  professional  prostitutes  are 
referred  either  to  city  police  or  county  prosecut- 
ing officials  with  the  request  for  investigation  and 
arrest  df  they  are  found  to  be  habitual  sex  of- 
fenders. The.  clandestine  prostitutes  and  some 
of  the  professionals  are  referred  to  the  local 
health  boards,  which  are  empowered  by  law  to 
investigate  and  to  require  medical  examination 
of  such  cases.  Such  persons  as  may  be  found 
suffering  from  a venereal  disease  are  required 
to  undergo  treatment,  or  if  they  refuse  they  may 
be  isolated  by  the  local  health  officials.  This  is 
the  procedure  adopted  by  the  State  Department 
of  Health  to  be  followed  upon  receipt  of  infor- 
mation from  the  physicians  of  New  Jersey. 

Has  the  work  resulted  in  reducing  venereal 
disease?  Frankly,  we  do  not  know.  The  case 
reports  do  not  indicate  a reduction,  for  last  year 
8855  venereal  cases  were  reported;  a great  in- 
crease over  any  previous  year.  On  the  other 


hand,  this  increase  of  reports  does  not  neces- 
sarily imply  a corresponding  increase  in  the  inci- 
dence of  gonorrhea  and  syphilis,  for  it  may  be 
due  to  a number  of  factors,  such  as  the  provision 
for  reporting  at  the  time  laboratory  specimens 
are  submitted,  the  use  of  the  franking  privilege 
for  case  reports,  etc. 

The  opinion  of  individual  physicians  about  the 
number  of  venereal  cases  is  conflicting;  some  be- 
lieve that  the  incidence  of  both  gonorrhea  and 
syphilis  is  decreasing  because  they  see  fewer 
cases  of  recently  acquired  disease.  This  belief 
is  supported  by  statistical  evidence,  for  a study 
of  the  reports  of  the  first  5 years  of  venereal 
disease  reporting  showed  a progressively  decreas- 
ing proportion  of  new  cases  as  compared  to  old 
cases.  On  the  other  hand,  some  physicians  see 
no  evidence  of  a decline  in  the  number  of  ve- 
nereal infections,  especially  of  gonorrhea. 
Whether  the  diseases  are,  or  are  not,  being  re- 
duced, it  is  evident  that  the  only  hope  for  con- 
trolling them  lies  in  finding  the  persons  who  most 
frequently  transmit  gonorrhea  and  syphilis,  and 
stopping  the  spread  of  infection. 

The  most  common  source  of  infection  is  the 
prostitute,  both  professional  and  clandestine,  and 
these  can  be,  and  are,  detected  most  easily  by 
information  given  by  the  persons  whom  they  in- 
fect. It  is  our  opinion,  based  upon  independent 
vice  surveys,  that  the  professional  prostitutes 
named  in  physicians’  reports  during  the  year 
1925  included  a large  proportion  of  the  most  dan- 
gerous sex  offenders.  Not  only  are  we  convinced 
that  the  information  given  by  patients  is  the  most 
effective  means  of  obtaining  original  notification 
of  the  existence  of  brothels  or  infected  profes- 
sional prostitutes,  but  we  are  certain  that  this  is 
the  only  means  by  which  a continuous  check  can 
be  kept  upon  the  road  houses  of  the  state. 

It  has  been  stated  repeatedly,  and  our  observa- 
tions confirm  the  logic  of  the  contention,  that 
brothels  cannot  exist  without  the  connivance  of 
some  members  of  the  local  police  force.  If  this 
assumption  is  true,  concrete  evidence  of  the  ex- 
istence and  harm  of  such  places  is  needed  so  that 
effective  pressure  may  be  brought  to  bear  upon 
higher  police  officials  to  compel  the  enforcement 
of  laws  which  would  otherwise  continue  to  be 
violated  because  of  the  inaction  of  subordinates. 

Several  times  last  year  police  officials  asked 
us  to  put  them  in  touch  with  reporting  physicians 
so  that  they  might  obtain  evidence  against  broth- 
els or  individual  prostitutes.  We  believe  that 
this  information  should  not  be  given.  It  is  un- 
necessary, for  ample  direct  evidence  can  be  ob- 
tained by  the  law  officers  as  they  need  it;  there- 
fore, the  State  Health  Department  in  the  future 
will  not  permit  the  use  of  the  name  of  any  phy- 
sician or  the  patient  reported  by  him  in  any  legal 
action  arising  from  the  evidence  originally  ob- 
tained from  the  physician’s  report. 

The  importance  of  venereal  disease  prevention 
to  the  health  of  New  Jersey,  and  the  desirability 
of  supporting  the  Governor  in  his  attempt  to  rid 
the  State  of  these  law  breakers,  leads  us  again  to 
urge  all  physicians  to  ask  each  recently  infected 
venereal  patient  to  tell,  if  he  knows,  the  source 
of  his  infection.  If  a brothel  or  a clandestine 
prostitute  be  named,  that  information  should  be 
transmitted  without  delay  to  the  State  Depart- 
ment of  Health  upon  the  usual  report  forms. 


Its  Purpose. 

“Who  invented  the  hole  in  the  doughnut?” 
“Oh,  some  fresh  air  fiend,  I suppose.” — Amer. 
Region  Weekly. 
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Communications:. 


A VISIT  TO  THE  MOSES  TAYLOR  HOSPITAL. 

(Letter  from  John  Hammond  Bradshaw,  M.  D., 
F.A.C.S.,  Orange,  N.  J.) 

I want  to  present  a few  remarks  about  my  visit 
to  the  Moses  Taylor  Hospital,  at  Scranton,  Penn- 
sylvania, where  I enjoyed  seeing,  and  feeling  as 
well,  a large  amount  of  surgery. 

I was  met  at  the  Scranton  Club  by  Dr.  Wain- 
right,  Chief  Surgeon  of  the  Moses  Taylor  Hos- 
pital, who  had  kindly  arranged  a meeting  of  the 
staff  of  that  hospital  that  evening,  postponing 
an  ealier  meeting,  in  my  favor.  After  an  excellent 
dinner  at  the  club  we  motored  to  the  hospital 
where  about  15  doctors  were  preparing  the  pro- 
gram for  the  evening. 

These  staff  meetings  occur  every  week  and  sev- 
eral of  the  surgeons  told  me  that  they  got  more 
benefit  out  of  them  than  from  their  other  work 
at  the  institution.  A series  of  patients  was 
brought  in  on  stretchers  and  every  member  pres- 
ent was  not  only  asked  but  expected  to  give  a 
diagnostic  opinion,  after  hearing  the  House  Sur- 
geon’s report.  Each  opinion  was  recorded  on 
the  blackboard.  After  this  was  done  each  man 
in  turn  was  permitted  to  make  such  examinations 
as  he  desired,  and  was  then  asked  if  he  wished  to 
modify  his  initial  diagnosis;  in  many  cases  this 
was  done.  The  pathologist,  the  radiologist  and 
other  experts  who  had  seen  the  case  then  ren'- 
dered  their  reports,  after  which,  for  a third  time, 
each  man  was  requested  to  give  his  final  diag- 
nosis: at  this  time  many  again  shifted  their 

opinion.  The  results  were  then  totalled  up  on  the 
black  board  and  the  prevailing  diagnosis  was 
placed  against  the  name  of  the  patient.  As  sev- 
eral of  these  patients  were  to  be  operated  upon 
the  next  day,  everyone  was  invited  to  he  present 
at  the  operation.  This  made  the  results  of  the 
operation  of  interest  to  all.  One  or  two  men  then 
read  short  papers  and  the  meeting  closed  about 
midnight  with  light  refreshments.  I want  to 
emphasize  the  impression  that  T obtained  from 
the  clinical  meeting,  which  was  this:  it  showed 
an  unusual,  scientific,  accurate  investigation  and 
a serious  purpose  prevailed  during  the  whole  ses- 
sion. 

After  this  meeting,  without  proper  preparation. 
I took  a “joy-ride”  down  a flight  of  marble  steps 
and  landed  at  the  bottom  with  a broken  leg.  The 
next  morning,  after  a sleepless  night,  I was  able 
to  appear  in  the  operating  room  and  to  witness 
7 or  8 rather  difficult  operations.  The  first  op- 
eration of  the  morning  was  to  correct  the  results 
of  an  impact  of  a 5-ton  rock  which  fell  on  the 
small  of  the  patient’s  back  while  he  was  in  a 
stooping  position.  This  jammed,  in  rather  a mis- 
cellaneous fashion,  about  6 of  his  verteliras.  The 
operation  that  ensued  was  one  of  restoration,  be- 
ing a very  much  modified  Hibbs,  but  after  the 
plaster  of  Paris  bandage  had  been  applied  the 
patient  was  given  a good  prognosis  barring  the 
desired  ankylosed  position  of  6 of  his  dorsal  ver- 
tebras. 

Another  operation  that  morning  was  upon  one 
who  had  a rock  fall  on  his  thigh,  knee,  leg,  ankle 
and  foot,  presenting  a rather  sorry  spectacle. 
The  surgery  that  was  performed  upon  him  ren- 
dered it  highly  probable  that  he  would  not  only 


save  his  leg  but  be  able  to  work  at  his  trade  in 
due  time  with  the  intended  ankylosed  knee. 

Another  case  of  more  than  usual  interest  was 
an  excision  of  a bone  cyst  of  the  inferior  maxilla. 
My  own  personal  opinion  of  this  case,  because  of 
the  huge  facial  deformity,  distortion  and  size  of 
the  growth,  was  that  is  was  a case  of  sarcoma. 
I was  wrong.  Dr.  Wainwright  removed  the  cyst 
with  his  usual  skill,  although  during  the  opera- 
tion he  was  playing  tag  with  the  facial  nerve, 
carotid  artery  and  various  other  minutiae  that 
rendered  the  operation  most  difficult. 

I will  not  take  your  time  to  tell  of  other  cases 
but  this  will  suffice  to  show  you  that  I was  well 
repaid  for  my  spent  time,  if  not  the  broken  leg 
that  resulted  from  my  visit  to  Scranton. 


LETTER  FROM  DR.  MORRISON  CONCERN- 
ING MEMBERSHIP  STANDING. 

To  the  Editor: 

The  Official  List  for  1926  is  being  issued  with 
the  April  edition  of  the  Journal.  We  are  pleased 
to  report  that  the  total  membership  at  this  date 
is  fourteen  in  excess  of  the  total  at  the  time  the 
1925  Official  List  was  published.  Thus  our  pre- 
diction that  the  increase  in  dues  would  not  affect 
our  membership  has  been  verified.  More  names 
are  coming  in  every  day  to  be  added  to  the  list, 
and  I fully  expect  that  by  the  date  of  the  Annual 
Meeting  in  June,  our  total  membership  will  be 
2250. 

Technically,  we  carry  no  delinquents  and  coun- 
ties sending  in  as  many  names  as  they  reported 
last  year  at  this  time,  are  carried  in  the  100% 
paid  up  column  of  the  Summary.  Thirteen  of  the 
counties  are  on  this  list,  including  the  larger 
counties  of  Mercer,  Atlantic,  PasSaic,  Hudson  and 
Essex.  This  is  an  improvement  we  have  never 
been  able  to  report  before. 

The  interest  shown  in  the  prompt  payment  of 
dues  is  only  in  keeping  with  the  increased  ac- 
tivity and  interest  manifested  in  the  Component 
Societies  all  over  the  State. 

I wish  to  take  this  opportunity  to  thank  the 
Officers  of  the  Component  Societies  for  their  zeal 
and  assistance  in  compiling  this  list. 

Yours  very  truly, 

J.  B.  Morrison, 

Recording  Secretary. 


ANGIONEUROTIC  EDEMA. 

The  following  letter,  referring  to  an  “original 
article”  published  in  our  February  issue,  seems 
worthy  of  publication  for  the  benefit  of  those 
who  may  be  confronted  by  distressing  and  obsti- 
nate cases  of  this  affection: 

“I  was  interested  in  the  article  by  Dr.  Wm.  C. 
Meininger,  on  the  “Treatment  of  Angioneurotic 
Edema”.  I have  had  some  experience  in  the 
treatment  of  this  condition,  having  under  obser- 
vation at  this  time  a gentleman  afflicted  with  this 
disorder  who  has  consulted  the  best  in  the  pro- 
fession without  results.  He  has  been  taking  ra- 
dium emanations  in  drinking  water,  and  is  now 
pra.ctic.ally  cured.  The  literature  on  the  indica- 
tions for  radium  emanations  speaks  of  this  as 
practically  a specific  for  this  condition.  I merely 
call  attention  to  this;  it  is  worth  a try.” 

Very  truly  yours, 

Francis  H.  Glazebrook,  M.D., 

Morristown,  N.  J. 
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Hap  Jflirror  Reflections. 

At  a season  of  the  year  when  so  many  deaths 
are  attributed  to  influenza  or  to  pneumonia, 
without  mention  of  the  early  or  preceding- 
stages  of  an  affliction  that  terminated  fatally, 
two  recent  newspaper  items  seem  worthy  -of 
consideration  by  members  of  the  profession  as 
well  as  of  the  laity. 

NO  MALADIES  ARE  MORE 
COMMUNICABLE. 

(Topics  of 'the  Times,  N.  Y.  Times,  Mar.  24,  1926) 

“People  do  not  regard  ‘colds’  as  seriously  as 
they  should,”  says  the  head  of  our  Health  De- 
partment, and  then  adds:  “Persons  sniffling  or 
coughing  should  voluntarily  isolate  themselves  as 
far  as  possible.  I wish  I could  bring  it  home  to 
people  just  how  important  it  is  that  a ‘cold’ 
should  be  treated  like  other  communicable  dis- 
eases.” 

That  being  sound  doctrine  in  the  judgment  of 
all  doctors,  why  do  not  Dr.  Harris  and  his  pro- 
fessional colleagues  at  least  begin  a campaign 
for  bringing  about  the  action  which  they  know 
would  be  so  much  for  the  public  benefit?  That, 
perhaps,  is  not  much  more  than  a “rhetorical 
question”,  for  it  hardly  is  imaginable  that  people 
ever  will  become  sufficiently  enlightened  to  real- 
ize that  when  they  have  a “cold’’  they  are  a 
danger  to  everybody  who  comes  near  them. 

It  is  true  that  death  as  a direct  result  of  a 
“cold”  is  rare,  but  it  is  far  from  true  that  there 
are  no  deaths  from  the  maladies  for  which 
“colds”  prepare  the  way.  Between  “colds”  and 
influenza  the  doctors  see  a difference,  but  not 
much  is  known  about  the  bacteria  causing-  either. 
They  are  near  relatives,  and  possibly  their  un- 
likeness is  only  variance  in  energy  between 
strains  of  the  same  species.  Both  are  usually 
“mixed  infections”,  and  that  may  account  for 
the  difficulty  that  lies  in  the  way  of  effective 
treatment  for  either. 


CONTAGIOUSNESS  BEYOND  DOUBT. 

(Topics  of  the  Times,  N.  Y.  Times,  Feb.  25,  1926- ) 

It  is  reported  that  “Mrs.  Coolidge  now  thinks 
that  colds  are  contagious.”  If  she  does,  she  has 
reached  a sound  conclusion.  Probably,  like  al- 
most everybody  else,  she  has  known  it  for  most 
of  her  life,  and  any  present  statement  of  the  sub- 
ject she  has  made  simply  expressed  her  belief 
that  she  “caught”  the  cold  she  has  from  the  one 
from  which  the  President  recently  suffered  for 
several  days. 

She  may  have  done  so,  or  she  may  have  been 
the  victim  of  the  same  conditions  and  exposures 
to  infection  that  ended  in  his  attack.  But  about 
the  contagiousness  of  colds  there  is  no  doubt. 
Indeed,  it  has  seriously  been  suggested  that  ev- 
erybody with  a cold  should  be  subjected  to  a 
rigid  quarantine.  It  probably  never  will  be  done, 
but  there  would  be  excuse  for  it. 


NEGATIVE  VERSUS  POSITIVE. 

(Topics  of  the  Times,  N.  Y.  Times.) 

In  The  New  York  Medical  Week,  which  “rep- 
resents the  activities  of  the  medical  organizations 
of  Greater  New  York”,  this  column  is  scolded  for 
saying  the  other  day  that  “if  so  many  of  our 
doctors  were  not  so  obstinately  prejudiced 
against  chlorine  gas  as  both  preventive  and  cure, 
we  might  escape  [an  influenza  epidemic]  with  a 
scare  this  time.” 


To  justify  the  scolding  it  is  asserted  that 
chlorination  was  tried  here  by  our  Board  of 
Health  and  by  several  physicians,  and  the  claims 
made  for  it  were  not  found  justified. 

But  does  that  settle  it?  New  York  doctors 
know,  or  ought  to  know,  as  well  as  anybody,  that 
a little  positive  evidence  outweighs  vast  amounts 
of  negative  evidence,  and  that  unless  they  are 
ready  to  charge  the  military  medical*  authorities 
in  Washington  with  deliberate  misrepresentation 
of  facts,  the  failures  here  prove  nothing  except 
that  the  gas  here  was  not  administered  properly. 


ANTIVIVISECTION  RECRUITS. 

How  far  afield  an  otherwise  intelligent,  well 
meaning  citizen  may  wander  when  he  attempts 
to  deal  with  scientific  matters  entirely  outside 
his  usual  realm  of  thought  is  beautifully  ex- 
emplified in  a letter  from  Poultney  Bigelow 
recently  published  in  one  of  the  New  York 
daily  papers. 

In  a diatribe  against  vaccination,  endorsing 
a recent  pronouncement  of  Edwin  Markham’s 
he  says : “I  have  seen  diseases  multiply  faster 
than  serums  could  be  manufacturered  for  their 
eradication.”  What  a foolish  statement;  to 
say  nothing  more  uncomplimentry  of  it.  A 
considerable  number  of  therapeutic  serums 
have  been  evolved  in  the  past  20  years ; how 
many  new  diseases  has  Mr.  Bigelow  seen  de- 
velop within  his  lifetime? 

It  is  upon  such  loose,  irresponsible,  utterly 
unreliable  statements  that  antivaccinationists 
and  antivivisectionists  are  prone  to  base  their 
absurd  conclusions  concerning  disease  and  ani- 
mal experimentation.  Unfortunately,  the 
reading  public,  trustful  of  a man  who  has 
earned  respect  for  his  opinions  in  his  legiti- 
mate field  of  work,  is  apt  to  attach  undue  and 
unmerited  importance  to  his  ignorant  remarks 
upon  scientific  matters.  Mr.  Markham  and 
Mr.  Bigelow  would  do  well  to  confine  their 
publications  to  subjects  with  which  they  are 
more  familiar. 

THE  CONTROL  OF  RABIES. 

In  view  of  some  recent  actions  in  the  House 
of  Assembly  of  New  Jersey  when  that  body 
was  considering  the  proposed  act  to  require 
antirabic  vaccination  of  all  dogs,  some  of  our 
newspaper  articles  of  recent  date  are  worthy 
of  contemplation.  On  two  occasions  during' 
discussion  of  the  proposed  statute  the  House 
disgraced  itself  by  permitting  a few  members 
to  indulge  in  ‘‘horse  play”  when  all  should 
have  been  giving  serious  thought  to  an  im- 
portant problem,  a condition  that  threatens  the 
lives  of  a number  of  their  constituents,  per- 
haps of  some  of  their  own  group.  True,  the 
Bill  was  finally  passed  by  that  body  but  only 
after  so  much  time  had  been  frittered  away 
that  not  sufficient  remained  to  enable  trans- 
mission of  the  Bill  to  the  Senate  for  action. 
Until  the  next  General  Assembly  convenes, 
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in  1927,  protection  of  the  commonwealth 
against  rabid  dogs  must  depend  still  upon  the 
action  of  county  and  town  governing  bodies ; 
a number  of  small  communities  have  provided 
for  protective  vaccination  of  dogs,  but  all 
have  not,  and  unfortunately  neither  the  mad 
dog  nor  the  healthy  dog  is  capable  of  recog- 
nizing district  boundary  lines. 

Representatives  of  the  Society  for  the  Pre- 
vention of  Cruelty  to  Animals  make  much  of 
their  sympathy  for  dogs  and  the  desire  to  save 
these  creatures  from  the  suffering  of  vaccina- 
tion. As  a matter  of  fact  there  is,  of  course, 
no  suffering  attendant  upon  a proper  vaccina- 
tion, but,  even  if  there  should  he,  we  wonder 
which  the  dogs  would  prefer — to  endure  the 
momentary  slight  pain  of  a needle  prick  or  to 
he  stoned  by  scared  citizens  and  shot  by  the 
policeman  under  the  impression  that  the  ani- 
mal is  rabid.  Rabid  dogs  have  caused  much 
suffering  among  human  beings  and  a number 
of  deaths  of  innocent  persons,  through  trans- 
mission of  rabies,  but,  on  the  other  hand,  hun- 
dreds of  healthy  dogs  have  been  needlessly 
killed  because  of  a “mad  dog  scare”.  Would 
it  not  be  far  more  kind  and  considerate  of 
dogs  to  safeguard  them  against  rabies  and 
thus  protect  them  from  death  by  either  the 
disease  or  the  violence  of  scared  humans? 

LAWMAKERS  MUST  END  THIS 
RABIES  SCOURGE. 

(Editorial  Newark  News,  March  23,  1926). 

On  nearly  every  working  day  of  the  first  ten 
weeks  of  this  year  the  state  laboratory  at  Tren- 
ton received  for  examination  the  head  of  a dog 
which  turned  out  to  have  been  mad.  On  two 
days  in  the  middle  of  this  month  the  number  ran 
to  eleven  mad  dogs. 

New  Jersey  has  had  more  than  600  proved 
mad  dogs  in  three  years  and  in  the  same  time 
550  persons  have  had  to  be  treated  with  protec- 
tive vaccine  against  rabies  as  the  result  of  dog 
bites.  Of  these,  eleven — one  in  fifty — died, 
though  each  of  the  eleven  had  received  the  pro- 
tective treatment. 

There  is  a bill  pending  in  the  Legislature  to 
control  this  evil,  but  those  who  control  that  body 
have  been  so  concerned  with  highly  “practical” 
politics  that  it  has  had  no  time  to  devote  to  legis- 
lation that  would  protect  the  lives  and  health  of 
the  people.  * * * * 

A measure  that  is  as  protective  of  the  dog  as 
it  is  of  the  dog’s  human  friends  leaves  no  room 
for  protest  from  even  the  minority  of  individuals 
whose  organized  opposition  to  a sound  law  has 
conserved  rabies  in  New  Jersey. 


HEALTH  AUTHORITIES  REPORT  NINE 
PERSONS  BITTEN  BY  RABID  DOG. 

(Newark  Evening  News,  March  19,  1926.) 
Investigation  by  Charles  F.  Conrad,  an  inspec- 
tor of  the  Health  Department,  has  disclosed  that 
a number  of  persons  were  bitten  by  a rabid  dog 
near  the  Hawthorne  Avenue  School  Wednesday 
afternoon,  in  addition  to  those  whose  names  were 
first  made  public  by  the  authorities. 

In  a report  to  Dr.  R.  N.  Connolly,  chief  of  the 


bacteriologic  laboratory,  Mr.  Conrad  said  he  be- 
lieves two  men  and  a boy  passing  on  a bicycle 
also  were  bitten.  He  did  not  learn  their  names. 
The  list  of  those  bitten  as  reported  and  their  in- 
juries follows: 

Gloria  Slatin,  three  years  old,  404  Hawthorne 
Avenue,  laceration  under  the  eye.  Child  was 
bitten  as  her  mother  wheeled  her  in  a carriage. 

Isadore  Diamond,  ten,  son  of  Abraham  Dia- 
mond, 39  0 Hawthorne  Avenue,  owner  of  the  dog, 
on  the  lip. 

Albert  and  Sarah  Seintz,  twins,  ten  years  old. 
390  Hawthorne  Avenue;  former  on  right  leg  and 
his  sister  on  the  shin. 

Miss  Fannie  Seintz,  same  address,  nineteen,  on 
the  heel. 

Charles  H.  Shelten,  98  Dayton  Street,  right  leg. 

Bernard  Peskin,  twelve,  15  Wolcott  Terrace, 
on  right  ankle. 

Mrs.  Bessie  Weiss, 347  Chadwick  Avenue,  on  leg. 

Examination  of  a bite  suffered  by  Patrolman 
Thomas  J.  Golden  of  the  Sixth  Precinct  Police 
Station,  who  with  Patrolman  McDonald  killed 
the  dog,  as  it  clung  to  the  former’s  trousers,  dis- 
closed that  the  skin  on  his  leg  was  not  broken. 

All  the  persons  bitten,  with  the  exception  of 
Patrolman  Golden,  are  receiving  Pasteur  treat- 
ment, and  Dr.  Connolly  is  anxious  that  they  get 
in  touch  with  his  office.  The  Health  Department 
is  ridding  the  neighborhood  of  stray  dogs,  as  they 
may  have  been  bitten  by  the  dog. 

The  dog,  a small  white  poodle,  appeared  in 
the  street  snapping  at  passersby,  as  school  was 
being  dismissed.  It  was  traced  to  the  cellar  of 
the  owner  and  shot.  Examination  of  its  head 
shows  the  dog  was  rabid. 

THROUGH  THE  SMOKE  SCREEN. 

(Camden  Morning  Post.  March  26,  1926.) 

Merchantville  society  women  are  up  in  arms 
because,  they  say,  policemen  lure  their  pet  dogs 
into  the  streets  to  shoot  them.  In  time,  of  course, 
they  will  meet  with  some  opposition  from  other 
Merchantville  society  women  who  have  children 
instead  of  pet  dogs. 

So  far,  according  to  the  testimony  given  before 
Merchantville  borough  council,  only  seven  dogs 
have  been  killed.  The  crusade  against  the  dogs 
was  started  after  sixteen  children  had  been  bit- 
ten by  stray  canines.  The  protesting  women  of 
Merchantville  would  have  better  backing  from 
public  sentiment  if  they  had  withheld  their  pro- 
tests until  the  score  was  at  least  even. 


DOGS,  MUZZLES,  GUNS. 

(Editorial,  Camden  Morning  Post,  Mar.  26,  1920.) 

Sensible  local  laws  regulating  the  keeping  of 
dogs  are  for  the  public  good.  Also,  they  work 
for  bettering  the  condition  of  the  animals  them- 
selves. 

The  time  is  coming  when  the  sun  will  bom- 
bard us  with  heat  spears,  and  stray  dogs  are  a 
menace. 

Some  of  the  people  who  are  now  so  concerned 
for  their  pets  will  leave  them  to  roam  the  streets 
while  the  family’s  away. 

It  is  impossible  to  discriminate,  saying  this  dog 
should  be  muzzled,  but  that  one  doesn’t  need 
the  muzzle. 

One  law  for  all,  is  the  only  way. 

DO  WE  WANT  MORE  SMALLPOX? 

(Saturday  Evening  Post,  March  27,  1926.) 

Much  attention  was  attracted  by  a bulletin 
published  last  June  by  the  League  of  Nations. 
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from  which  it  appeared  that  the  number  of  small- 
pox cases  reported  in  the  United  States  in  1924 
was  51,429,  or  nearly  double  the  figure  for  1923. 
If  the  statistics  published  by  the  League  are  cor- 
rect, this  nation,  in  19  24,  won  the  unenviable  dis- 
tinction of  having  more  cases  of  this  particular 
disease  than  any  other  country  on  the  globe. 

“The  greatest  prevalence”,  said  the  bulletin,  ‘‘oc- 
curred in  the  Pacific  and  East  North  Central 
States.  California  reported  the  largest  number  of 
cases  followed  by  Michigan,  Ohio  and  Indiana. 
* * * The  prevalence  of  smallpox  in  the  United 
States  is  in  direct  ratio  to  the  enforcement  of 
vaccination,  which  is  more  general  in  the  East- 
ern States  than  elsewhere.” 

Dr.  C.  C.  Pierce,  writing  in  the  October,  1925, 
issue  of  the  American  Journal  of  Public  Health, 
depicts  the  situation  even  more  strikingly.  Doc- 
tor Pierce  is  senior  surgeon  of  the  United  States 
Public  Health  Service  in  Chicago.  What  he  has 
to  say  is  singularly  impressive,  because  it  has  so 
little  concern  with  medical  theories  and  deals  so 
largely  in  facts  which  can  be  verified  by  anyone 
who  will  take  the  trouble  to  go  to  the  nearest 
library  and  check  the  official  statistics  he  em- 
ploys. The  independent  investigator  will  find,  for 
example,  that  the  report  of  the  Surgeon  General, 
United  States  Public  Health  Service,  for  19  24, 
stated  that  smallpox  is  the  most  widely  distribut- 
ed  plague  in  the  world  and  that  approximately 
one-fifth  of  all  the  cases  of  it  reported  during 
1923-24  occurred  in  the  United  States. 

According  to  Dr.  Pierce,  and  overwhelming 
evidence  excludes  all  doubt  as  to  the  correctness 
of  his  statement,  ‘‘A  study  of  detailed  data  shows 
that  the  number  of  cases  of  smallpox  that  occur 
each  year  has  a very  definite  relationship  to  the 
number  of  unvaccinated  persons  in  the  com- 
munity. States  that  have  good  vaccination  laws 
have  few  cases  of  smallpox  during  a period  of 
years.  Massachusetts,  with  good  vaccination 
laws,  and  Minnesota,  with  no  vaccination  law, 
during  the  years  1913  to  19  23  are  good  illustra- 
tions of  this.  During  these,  eleven  years  Mas- 
sachusetts had  457  cases  and  Minnesota  53,152 
cases  of  smallpox”.  The  population  of  the  Bay 
State  is  about  fifty  per  cent  greater  than  that  of 
the  Western  commonwealth. 

However  the  figures  which  express  the  rela- 
tionship are  compared,  the  open-minded  investi- 
gator is  forced  to  the  same  conclusion.  Consider 
what  happened  in  California.  In  1919,  according 
to  the  bulletin  of  the  League  of  Nations,  there 
were  2002  cases  of  smallpox  reported.  Vaccina- 
tion laws  were  repealed,  and  in  1924  the  number 
of  cases  rose  to  9425.  During  the  years  1917  to 
1920,  inclusive,  similar  causes  produced  similar 
effects  in  the  state  of  Washington  in  even  greater 
proportion.  And  yet  there  are  persons  who  would 
say  that  these  experiences  are  mere  coincidences! 

Smallpox  is  always  a live  issue.  During  the 
past  lew  years  it  has  been  obtruding  itself  on 
public  attention  in  its  own  unpleasant  deadly  way. 
We  are  now  squarely  faced  by  the  question  of 
what  we  are  going  to  do  about  it.  if  anything.  If 
we  are  willing  to  see  this  loathsome  and  deadly 
disease  thrive  and  flourish,  we  have  but  to  ignore 
it  and  be  patient.  If  we  want  more  of  it,  there  is 
not  the  smallest  doubt  that  we  shall  have  it. 
Physicians  and  health  officers  cannot  stamp  it 
out.  They  do  not  make  the  laws.  It  is  all  they 
can  do  to  enforce  them.  Legislatures  take  their 
cues  from  their  constituencies  and  do  their  bid- 
ding. The  voters  are  the  court  of  last  resort. 
They  it  is,  and  not  the  doctors,  who  will  have  the 
final  say  in  the  matter.  * * * 


(^bserbattons  from  tfje  Higfctfjouse. 


ARTIFICIAL  INFANT  FEEDING. 

In  the  last  quarter  of  19  25  the  Archives  of 
Pediatrics  published  a series  of  original  con- 
tributions dealing  with  this  problem  from  sev- 
eral different  angles.  The  question  involves  so 
many  points  of  practical  interest  to  every  prac- 
titioner that  we  have  deemed  it  appropriate  to 
devote  our  entire  space  this  month  to  an  ab- 
stract review  of  these  special  articles.  In  a fore- 
ward to  a group  of  4 of  these  £>apers,  (Arch.  Ped., 
42:721,  Nov.,  1925)  Philip  M.  Stimson,  explaining 
the  reported  investigations,  says:  “A  number  of 
proprietary  milk  preparations,  are  described  in 
one  or  another  of  the  papers.  No  attempt  has 
been  made  to  include  all  the  available  proprietary 
preparations  of  a given  kind,  but  merely  to  men- 
tion some  of  the  better  known.  But,  on  the 
other  hand,  the  authors  have  made  every  effort 
to  obtain  accuracy  in  their  information  concern- 
ing those  proprietary  products  which  are  men- 
tioned by  name,  in  practically  every  case  writing 
directly  to  the  manufacturer  for  specific  informa- 
tion.” We  ■would  also  call  attention,  in  advance, 
to  2 important  points:  (1)  That  in  abstracting 

these  articles  we  have  not  considered  every  one 
of  the  artificial  foods  referred  to;  and,  (2)  that 
despite  all  the  favorable  things  said  of  protein 
milks,  artificial  food  mixtures  and  cereal  formu- 
las, one  must  not  lose  sight  of  the  fact  that 
modified  fresh  cow’s  milk,  when  available,  is 
probably  still  the  best  possible  substitute  for 
breast  milk. 

Frank  Howard  Richardson,  (Arch.  Ped.  42:651, 
Oct.,  1925)  discussing  breast  feeding,  past,  pres- 
ent and  future,  says  that  by  the  beginning  of  the 
twentieth  century  our  periodic  literature  had  be- 
come the  repository  of  a strange  assortment  of 
unnatural  substitutes  for  mother’s  milk,  and  it 
was  in  the  first  decade  of  this  century  that  Ross 
Snyder,  of  Birmingham,  started  pediatricians  on 
the  slow  climb  back  to  normalcy  by  demanding 
that  the  Section  on  Diseases  of  Children  give  as 
much  attention  to  the  problems  incident  to  main- 
taining natural  feedings  of  infants  as  to  those 
connected  with  artificial  feeding.  It  remained 
for  Julius  P.  Sedgwick,  of  Minneapolis,  however, 
to  demonstrate  convincingly  that  breast  feeding 
was  not  only'  the  most  desirable,  but  also  the 
most  available,  form  of  sustenance  if  intelligently 
encouraged.  To  offset  the  claim  that  the  favor- 
able results  in  Minneapolis  were  somehow  due  to 
the  racial  stocks  prevailing  there,  the  Division  of 
Maternity,  Infancy  and  Child  Hygiene  of  the 
New  York  State  Department  of  Health,  acting 
in  close  cooperation  with  the  Brooklyn  Pediatric 
Society,  undertook  to  determine  wiiether  in  an 
urban  and  suburban  population  along  the  Atlantic 
Seaboard,  interest  plus  organized  effort,  rather 
than  the  type  of  mother  concerned,  would  not 
prove  the  determining  factor.  The  district 
chosen  was  Nassau  County,  Long  Island,  an  area 
presenting  most  varied  racial  components,  with 
the  “American  mother”  predominating,  however. 
It  is  only  fair  to  mention  this  as  a distinct  handi- 
cap, for  it  was  found  that  the  “American  mother,” 
whether  through  her  own  fault  or  that  of  her 
physician,  was  lowest  in  the  scale  when  it  came 
to  evaluating  the  different  racial  stocks  as  milk 
providers.  The  fact  that,  in  spite  of  this  pre- 
ponderance of  relatively  poor  milk  producers, 
the  Minneapolis  figures  were  just  a shade  bet- 
tered, -would  seem  to  make  good  the  claim  that 
what  has  been  done  in  the  east  and  northwest 
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can  be  done  anywhere  in  the  country.  Also  to 
be  taken  into  consideration  was  the  appalling 
handicap  that,  during  the  year  and  a half  that 
the  work  was  carried  on,  it  seemed  impossible 
to  get  notifications  of  birth  before  3 to  5 weeks 
after  delivery.  At  the  earliest  possible  moment, 
however,  each  case  was  assigned  to  one  of  a 
group  of  visiting  trained  nurses,  who,  after  ap- 
plying to  the  physician  signing  the  birth  certifi- 
cate for  approval  and  instructions,  sought  to  im- 
press upon  the  new  mother  the  practicability,  as 
well  as  tlje  desirability,  of  breast  feeding. 

All  the  data  obtained  in  this  investigation  have 
passed  through  the  Bureau  of  Vital  Statistics. 
The  point  of  greatest  interest  is  that  over  nine- 
tenths  of  the  infants  remained  on  the  breast  for 
one  month,  seven-tenths  for  6 months  and  six- 
tenths  for  9 months.  Only  2 types  of  feeding 
were  considered — breast  feeding  and  artificial 
feeding, — it  being  recognized  that  one  of  the 
foundation  principles  upon  which  successful 
breast  feeding  depends  is  the  conception  that 
complementary  feeding,  as  distinguished  from 
substitute  feeding  conserves  and  does  not  endanger 
breast  feeding.  Other  deductions  of  vital  interest 
related  to  the  decreased  mortality  in  the  breast- 
fed group  as  compared  with  the  infants  arti- 
ficially fed;  the  decreased  infant  mortality  for  the 
county  during  the  period  of  demonstration:  the 
diminution  of  morbidity  in  the  breast-fed  in- 
fants, most  marked  in  gastro-intestinal  disorders 
but  also  notable  in  respiratory  disease  and  in  in- 
fectious diseases,  such  as  whooping  cough, 
measles  and  chicken-pox. 

Most  gratifying  of  all  the  results  of  this  in- 
vestigation is  the  fact  that  appeals  have  been 
coming  in  for  informaiton  and  for  help  in  stag- 
ing similar  efforts  elsewhere.  Prelminary  results 
at  Hornell,  reported  by  Wakeman  at  the  Annual 
Meeting  of  the  New  York  State  Medical  Associa- 
tion, at  Syracuse,  May,  1925,  showed  98%  of  in- 
fants kept  on  the  breast  for  the  first  month;  8 4% 
still  nursing  at  the  end  of  6 months;  complemen- 
tary feeding  employed  with  good  effect;  active 
supervision  of  all  maternity  patients  during  the 
nursing  period;  only  one  case  of  whooping  cough 
contracted  by  a breast-fed  infant  during  an  epi- 
demic of  that  disease.  It  is  the  belief  of  Dr. 
Richardson  that  these  conditions  may  be  realized 
by  any  community  possessing  sufficient  interest 
in  the  reduction  of  infant  mortality  to  inaugurate 
a campaign  for  the  popularizing  of  breast  feed- 
ing. 

As  a substitute  for  breast  feeding,  A.  W.  Bos- 
worth,  (Arch.  Ped.,  42:563,  Sept.,  1925)  discusses 
the  value  of  sweetened  condensed  milk.  He  cites 
a series  of  articles  by  LassalbliSre  (Compt.  rend. 
Soc.  Biol.,  81:764,  1918)  in  which  it  was  noted 
that  sweetened  condensed  milk  possessed  certain 
therapeutic  properties  not  found  in  evaporated 
milk  to  which  sugar  had  been  added.  As  a re- 
rult  of  his  experiments,  this  author  concluded 
that  the  method  of  preparing  condensed  milk 
brings  about  some  chemical  or  physical  change 
that  cannot  be  duplicated  by  the  mere  addition 
of  sugar.  In  support  of  this  statement,  a table 
is  reproduced  showing  the  superior  results  of  the 
use  of  sweetened  condensed  milk  as  contrasted 
with  that  of  sterilized  milk  and  powdered  milk 
in  18  cases  of  gastro-intestinal  trouble  in  infants 
4 months  of  age.  Lassalbliere  tried  to  demon- 
strate the  influence  of  saccharose  in  a compara- 
tive study  of  the  therapeutic  action  of  sweetened 
condensed  milk  and  the  unsweetened  condensed 
milk  of  commerce  to  which  10%  saccharose  had 
been  added,  the  caloric  value  of  the  food  being 
the  same  in  all  cases.  The  investigation  showed 


that  the  mere  presence  of  saccharose  did  not 
wholly  explain  the  results  obtained  with  the 
sweetened  condensed  milk. 

As  it  would  seem  that  any  artificial  food  used 
for  infant  sustenance  should  have  a food  value 
somewhere  within  the  limits  of  the  variations 
noted  for  normal  breast  milk,  Bosworth  compares 
a table  showing  the  analyses  of  32  samples  of 
breast  milk  taken  from  mothers  whose  children 
were  developing  normally,  with  tables  giving  the 
composition  range  of  sweentened  condensed  milk. 
One  of  the  most  popular  brands  of  the  latter  con- 
tains 9%  fat,  8.10%  protein,  11.8%  milk  sugar  and 
42%  cane  sugar,  while  the  average  for  the  speci- 
mens of  mother’s  milk  showed  3.26%  fat,  1.38% 
protein  and  6.59%  sugar.  By  means  of  7 formulas 
covering  feeding  periods  up  to  the  twelfth 
month  of  age.  The  author  shows  how  the 
sweetened  condensed  milk  may  be  diluted  until 
its  values  more  nearly  approximate  those  of  aver- 
age mother’s  milk.  The  fat  contents  of  these 
formulas  remain  below  that  of  breast  milk,  but 
this  is  in  line  with  the  modern  teaching  that  the 
fat  of  cow’s  milk  is  not  tolerated  as  well  as  the 
fat  of  breast  milk.  That  the  low  fat  contents 
may  be  compensated  for  by  the  cane  sugar  is  in 
accord  with  von  Pirquet’s  clinical  experience 
showing  that  the  fat  in  infant  foods  can  be  en- 
tirely replaced  by  cane  sugar.  As  in  the  case  with 
all  artificial  foods  for  infants,  the  sweetened  con- 
densed milk  formulas  are  deficient  in  vitamin  C, 
but  the  almost  universal  practice  of  feeding 
orange  or  tomato  juice  supplies  this  lack.  In 
view  of  the  fact  that  sweetened  condensed  milk 
is  so  extensively  used  for  infants,  the  author 
hopes  to  accumulate  clinical  data  upon  the  sub- 
ject for  publication. 

Another  form  of  infant  food,  first  used  by  Cam- 
pert  in  Holland  in  17  70,  and  now  used  in  some 
form  on  the  feeding  wards  of  almost  every 
children’s  hospital,  is  acidulated  milk.  (Survey 
of  acid  milk  in  Infant  Feeding,  by  V.  T.  Weeks, 
Arch.  Ped.,  42:722,  Nov.,  1925).-  This  modifica- 
tion is  advocated  for  many  reasons:  (1)  It  de- 
creases the  buffer  action  of  cow  s milk  so  that 
the  acid  of  gastric  secretion  does  not  combine 
with  the  buffer  substances  in  cow’s  milk,  but  is 
free  to  exert  its  action  if  producing  an  acidity 
which  is  optimum  for  gastric  digestion;  (2)  the 
acid  denaturizes  the  protein,  making  it  more  di- 
gestible; (3)  the  increased  acidity  also  increases 
gastric  motability  and  this  in  turn  improves  all 
gastric  functions;  (4)  acid  milk  is  not  only  sterile 
but  has  a definite  bactericidal  action;  (5)  it  sup- 
plies high  caloric  value  without  undue  volume 
in  cases  of  malnutrition.  The  several  types  of 
acid  milk  in  use  are  produced  by  the  addition 
of  either  lactic,  hydrochloric,  acetic  or  citric  acid. 

Lactic  acid  milk  has  the  largest  following. 
When  prepared  by  the  addition  of  the  lactic  acid 
to  cow’s  milk  it  has  been  found  to  have  all  the 
advantages  of  bacterially  soured  milk  and  none 
of  the  disadvantages.  Brahdy  has  thus  simplified 
Merriott’s  method  of  preparation:  To  the  stock 

syrup  solution  (45  parts  karo  corn  syrup  and  55 
parts  water)  lactic  acid  is  added  in  the  propor- 
tion of  1 teaspoonful  to  1 pint.  The  acid  and 
syrup  mixture  is  then  added  with  one  minute’s 
stirring  to  boiled  or  raw  cow’s  milk.  The  clinical 
results  of  lactic  acid  milk  have  been  excellent  in 
every  series  of  cases  reported. 

Mixing  lemon  juice  with  cow’s  milk  has  the 
additional  advantage  of  supplying  antiscorbutic 
vitamins.  It  may  be  added  drop  by  drop  to 
whole  cow’s  milk  (usually  % milk  to  water) 
with  lemon  juice  in  the  proportion  of  13  minims 
to  1 ounce  of  milk.  Results  obtained  clinically 
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are  comparable  to  those  from  lactic  acid  milk, 
■but  infants  took  the  lemon  mixture  more  readly 
and  the  stools  were  alkaline  and  more  nearly  re- 
sembeled  those  of  breast  fed  infants  than  was 
the  case  with  any  other  modification.  The  ad- 
vantage of  vinegar  is  that  it  is  cheap.  In  results 
it  does  not  differ  from  other  acids.  It  is  added 
to  cow’s  milk  in  the  proportion  of  1 to  15.  Hydro- 
chloric acid  was  preferred  by  Faber  as  being 
“the  physiologic  acid  and  more  suitable  for 
enzyme  action.”  Among  its  disadvantages,  how- 
ever, are  a sour  taste  (causing  it  to  be  refused 
often  by  infants)  a heavy  flocculent  precipitate 
of  casein,  the  occurrence  of  excoriation  of  the 
buttocks  and  danger  of  acidosis. 

The  commercial  success  of  condensed  milk  in 
infant  feeding  has  encouraged  the  invention  of 
a process  by  which  milk  solids  could  be  obtained 
in  still  smaller  bulk,  and  at  present  several  kinds 
of  dried  milk  are  in  use  on  a comparatively  large 
scale.  (Resume  by  Alice  D.  Weber,  Arch.  Ped., 
42:735,  Nov.,  1925).  The  action  of  heat  in  the 
drying  process  produces  certain  changes  in  the 
dried  milk,  these  being  dependent  upon  the  tem- 
perature and  the  length  of  time  over  which  that 
temperature  is  maintained.  Soluble  salts  of  cal- 
cium are  transformed  into  insoluble  salts;  lactose 
is  said  to  be  unaffected,  except  for  a slight  loss 
and  a little  charring;  there  is  coagulation  of  the 
albumin  and  globulin;  caseinogen  is  not  coagu- 
lated and  all  observers  agree  that  it  is  more 
readily  digestible  after  heating;  in  fats,  possibly 
a slight  degree  of  oxidation  occurs;  the  exact 
changes  in  lecithins  are  not  known;  ferments  are 
destroyed  in  the  process  of  drying.  Generally, 
evidence  so  far  indicates  that  vitamins  are  not 
destroyed,  but  that  the  quantity  may  diminish 
if  the  preparation  is  kept  over  a long  period  of 
time.  The  curd  produced  by  rennet  is  reconsti- 
tuted dried  milk  is  flocculent  and  finely  divided, 
while  that  in  fresh  milk  is  firm  and  tough.  Al- 
though processes  used  in  drying  milk  largely  re- 
duce the  number  of  bacteria  present,  the  prod- 
uct is  not  absolutely  sterile. 

The  dried  milk  preparation  discussed  in  this 
article  include  Horlick’s  Malted  Milk,  Powdered 
S.  M.  A.,  Mammala,  Dryco,  Nestles'  Lactogen, 
and  Klim-Whole.  The  data  was  secured  from  the 
literature  published  by  the  respective  companies 
and  from  calculations  made  by  the  writer.  Ac- 
cording to  the  manufacturers,  Horlick’s  Malted 
Milk  is  an  easily  digestible  food,  prepared  from 
full  cow  s milk  combined  with  extracts  of  malted 
barley  and  wheat,  the  starch  of  which  has  all 
been  converted  by  the  action  of  the  diastase  of 
the  malt.  At  the  University  of  Illinois,  1914, 
Wheeler  and  Biester  carried  out  experiments  on 
3 successive  generations  of  mice,  fed  solely  on 
this  food.  As  each  generation  developed  and  pro- 
duced its  young  normally,  it  was  concluded  that 
this  was  a well  balanced  food,  containing  vitamins 
of  milk  and  cereals  adequate  for  proper  nutri- 
tion. Analysis  shows  Horlick's  Malted  Milk  to 
contain  67.95%  carbohydrates — sugars,  lactose, 
maltose  and  dextrins.  It  is  claimed  by  the  manu- 
facturers that  the  large  quantities  of  maltose  are 
a distinct  advantage,  being  more  easily  digested 
and  assimilated  than  cane  sugar  or  lactose. 

Synthetic  Milk  Adapted  was  evolved  by  Ger- 
stenberber  who  recognized  the  fact  that  the  fat 
of  cow’s  milk  contained  approximately  10%  of 
low  volatile  fatty  acids,  whereas  breast  milk  con- 
tained only  1.6%.  By  combining  various  animal 
and  vegetable  fats  and  oils  he  succeeded  in  syn- 
thesizing a fat  that  had  the  same  saponification 
number,  iodin  number,  Polenska  number.  Rei- 
chert-Meissel  number  and  the  same  melting  point 


as  the  fat  in  breast  milk.  In  addition,  by  using 
cod-liver  oil  in  the  mixture  he  added  antirachitic 
and  antispasmophilic  qualities.  The  result  is  a 
mixture  similar  to  breast  milk  in  its  protein, 
carbohydrate,  salt  and  water  content.  It  is  a 
simple  food  for  well  babies  and  in  the  thousands 
of  cases  in  which  it  has  been  used  during  the 
past  8 years  it  is  claimed  that  no  rickets,  spasmo- 
philia or  anemia  have  developed  in  full  term  in- 
fants fed  in  this  food  alone.  It  is  contraindicted 
in  diarrhea. 

Mammala  is  said  to  be  made  from  pure  fresh 
cow’s  milk  from  which  part  of  the  fat  has  been 
removed  and  a portion  of  lactose  added.  It  is 
dried  rapidly  by  the  Hatmaker  process  which 
consists  in  exposing  the  fresh  milk  to  a tem- 
perature of  28  0°  F.  for  not  more  than  2 seconds 
on  heated  revolving  drums.  The  value  of  this 
preparation  has  been  demonstrated  to  Mr.  Hat- 
maker’s  satisfaction  on  his  own  child,  who  re- 
ceived no  other  food  until  she  was  6 years  of  age. 
Her  health  during  this  period  was  said  to  have 
been  remarkable  and  her  development  above  the 
average.  Her  flesh  is  firm  and  her  strength  un- 
usual. Mr.  Hatmaker  says  that  other  infants 
have  been  successfully  fed  on  Mammala  and  that 
these  experiments  have  received  the  approval 
of  several  French  pediatricians,  among  them  the 
late  Professor  Budin  of  the  French  Academy  of 
Medicine. 

Nestles’  Lactogen,  according  to  the  literature, 
is  a homogenized,  scientifically  desiccated  full 
cream  cow’s  milk,  intended  for  well,  full-term 
infants.  Dryco  is  a dried  milk  to  which  nothing 
has  been  added,  but  from  which  the  butter  fat 
has  been  removed.  The  antiscorbutic  value,  ac- 
cording to  Hess  and  Unger,  has  been  retained; 
it  is  moderate  in  fat,  rich  in  carbohydrate  and 
relatively  high  in  protein  content;  said  to  be  made 
from  the  best  grade  of  milk  of  frequently  ex- 
amined herds  and  to  be  sterilized  in  the  manu- 
facturing process.  There  are  two  kinds  of  Klim 
— whole  and  skimmed — for  both  of  which  prod- 
ucts the  makers  claim  that  the  taste,  odor  and 
nutritive  values  of  fresh  milk  are  preserved, 
while  the  enzymes  and  vitamins  are  equally 
active. 

Success  in  the  use  of  dried  milk  for  infant  feed- 
ing is  due  to  the  fact  that  physical  and  chemi- 
cal changes  produced  by  the  processes  used  so 
alter  its  character  that  it  is  usually  better  borne 
than  cow’s  milk,  whether  raw,  boiled  or  sterilized. 
Dried  milk  is  easily  and  completely  assimilated, 
is  palatable,  and  the  effect  on  nutrition  is  some- 
times remarkable. 

Of  interest  to  the  pediatrician  in  connection 
with  these  substitutes  for  breast  feeding  in  cases 
of  fairly  normal  infants,  is  an  article  by  Blenkle 
(Arch.  Ped.  12:743,  Nov.,  1925)  on  the  use  of 
protein  milks  with  special  reference  to  nutritional 
disturbances.  Prior  to  1910,  he  says,  protein  was 
looked  on  as  one  of  the  outstanding  factors  re- 
sponsible for  such  conditions,  but  in  that  year 
Meyer  reported  the  surprising  results  of  a unique 
clinical  experiment.  He  found  that  infants 
thrived  on  cow’s  milk  casein  and  mother’s  milk 
whey,  whereas  when  fed  on  cow’s  milk  whey  and 
mother's  milk  casein  the  same  intestinal  distur- 
bances as  encountered  with  ordinary  milk  mix- 
tures, occurred.  This  interested  Finkelstein  to 
such  an  extent  that  he  evolved  a protein  milk 
(Eiweiss-Milch),  basing  its  wonderful  efficacy  on 
the  theory  that  carbohydrates  were  really  the 
cause  of  the  majority  of  digestive  upsets  and  that 
the  infant  had  a high  tolerance  for  protein  the 
presence  of  which  even  favorably  influences  the 
tolerance  for  sugar  and  fat.  According  to  Finkel- 
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stein’s  method  of  preparing  Eiweiss-Milch,  % oz. 
rennin  is  added  to  1 qt.  raw  whole  milk  at  105°  F., 
in  a water-bath  and  kept  at  that  temperature 
for  one-half  hour.  The  curd  (fat  and  casein) 
is  filtered  from  the  whey  (lactose,  salts,  etc.) 
through  a linen  bag,  without  pressure,  for  one 
hour  in  a refrigerator.  The  curd  is  then  stirred 
into  1 pt.  boiled  water  and  washed  repeatedly 
through  a fine  sieve  until  a uniform  emulsion 
results.  Then  1 pt.  buttermilk  is  added,  giving 
1 qt.  protein  milk,  which  is  sterilized  by  boiling, 
being  constantly  stirred  to  avoid  clumping.  Pow- 
dered protein  milks  are  now  obtainable  every- 
where; they  can  be  kept  over  long  periods  of 
time;  are  easily  prepared;  and  most  of  them  are 
bacteria  free.  Some  go  so  far  as  to  include  a 
satisfaction  of  the  lactic  principle  of  Marriott 
and  preservation  of  the  vitamins  present,  one 
preparation  even  containing  added  vitamins.  They 
have  all  proved  worthy  of  replacing  Finkelstein’s 
preparation  when  advantageous  in  particular 
cases. 

Protein  milk  is  indicated  in  every  case  of  diar- 
rhea in  nurslings;  in  dyspepsia  in  bottle-fed  ba- 
bies; in  marasmus,  atrophy  or  decomposition;  in 
acidosis;  as  a temporary  complemental  or  exclu- 
sive prophylactic  food  for  the  new-born  or  pre- 
mature or  other  infant  needing  a high  protein 
intake;  in  cases  of  parenteral  infection;  in  cases 
with  low  fat  tolerance  or  where  ordinary  milk 
mixtures  are  not  tolerated.  A period  of  starva- 
tion, 6-48  hours  long,  should  precede  the  use  of 
protein  milk,  with  forced  feeding  of  boiled  water 
or  unsweetened  fennel  or  green  tea  ad  libitum, 
which  should  be  continued  throughout  the  ill- 
ness, between  meals,  to  relieve  thirst.  The  toxic 
symptoms  gone,  protein  milk  is  started  at  3 
ounces  in  2 4 hours,  given  fractionally  at  3 hour 
intervals.  Finkelstein  warns  against  prolonged 
starvation  as  it  may  result  fatally. 

There  are  still  2 other  types  of  feeding  which 
may  hold  out  hope  to  ailing  infants;  the  thick 
cereal  mixture  and  the  butter-flour  mixture. 
(Eckhardt,  Arch.  Ped.,  42:761,  Nov.,  1925). 
Thick  cereal  feeding  is  indicated  where  vomiting 
and  failure  to  gain  weight  are  persistent;  where 
there  is  an  idiosyncracy  for  cow’s  or  mother’s 
milk;  in  cases  of  malnutrition,  pylorospasm,  py- 
loric stenosis,  breast  fed  colic,  acute  gastritis, 
eczema  and  allied  skin  conditions;  prematurity; 
and  acute  infectious  fevers.  In  preparing  the 
mixture  1 level  tablespoonful  of  farina  is  added 
to  5-6  oz.  skimmed  milk,  and  to  30  oz.  of  the  re- 
sulting mixture  2 tablespoonful  of  dextrimaltose 
and  1 tablespoonful  of  cane  sugar  are  added. 
The  mixture  is  then  cooked  for  30-60  minutes  in 
a single  boiler.  If  there  is  evidence  of  fluid  de- 
ficiency, water  may  be  given  up  to  4 oz.  3 or  4 
times  a day.  As  soon  as  the  infant  is  taking  the 
new  foodstuff  satisfactorily,  cod-liver  oil  and  or- 
ange juice  are  given  and  in  many  cases  a vege- 
table diet  is  started  at  4 months. 

The  principle  of  butter-flour  feeding  is  that  of 
high  fat  content,  with  the  more  volatile  fatty 
acids  removed,  and  a high  carbohydrate  content, 
while  the  protein  is  reduced  to  approximately 
the  amount  found  in  breast  milk.  This  diet  is  in- 
dicated where  high  caloric  feeding  is  requred, 
where  the  child  does  not  gain  weight  on  a milk 
formula,  in  marantic  infants,  and  in  the  presence 
of  fat  indigestion,  as  the  modified  fats  will  often 
increase  the  tolerance  for  fats.  Griffith  and 
Mitchell  advise  against  the  use  of  butter-flour 
mixture:  (1)  Where  there  is  considerable  diar- 
rhea, (2)  where  there  has  been  sudden  loss  of 
weight,  and  (3)  in  fever  and  intestinal  disorders. 
The  mixture  is  prepared  by  first  browning  20  gm. 


(2  teaspoonsful)  melted  butter,  and  adding  to  this 
20  gm.  (2  y2  tablespoonsful)  flour;  sugar  15  gm. 
(1 V2  tablespoonsful)  and  water  300  gm.  (10  oz.) 
are  then  added,  the  mixture  boiled  for  one  min- 
ute rubbed  through  a fine  sieve  and  later  com- 
bined with  milk  in  amounts  varying  with  the  pa- 
tient’s age  and  requirements.  The  usual  propor- 
tions are  3 parts  mixture  to  2 parts  milk  or  2 
parts  mixture  to  1 part  milk. 

The  chemistry  of  thick  cereal  feeding  is  essen- 
tially that  of  the  carbohydrate,  the  farina  being 
broken  down  into  its  component  parts  and  ab- 
sorbed as  such.  The  rationale  of  butter-flour 
mixture  is  essentially  that  of  the  thick  cereal 
feeding — the  carbohydrate  is  in  the  form  of  a 
polysaccharide  plus  that  of  a high  fat  diet. 

Mitchell  points  out  that  the  absorption  of  fat 
is  better  obtained  with  a high  percentage  of  car- 
bohydrate and  he  believes  that  where  fat  indi- 
gestion is  present  an  attempt  at  increasing  the 
fat  tolerance  should  be  made  by  gradually  in- 
creasing the  amount  given.  Carbohydrate  may 
be  made  to  take  the  place  of  fat  provided  a small 
amount  of  fat  is  used  to  supply  the  fat-soluble 
vitamin.  In  the  thick  cereal  feeding  the  percen- 
tage of  fat  is  low;  in  the  butter-flour  mixture  the 
percentage  is  high  but  the  fat  is  so  modified  that 
it  is  more  readily  digestible  than  otherwise. 


3n  Higher  "^nn 


A Change  of  Face. 

Roger,  ordinarily  quite  a peaceable  child,  came 
home  after  a fight  with  his  new  neighbor. 

“Why,  Roggy,  I’m  ashamed  of  you!”  Mother 
said  sternly.  “And  I’m  certainly  surprised  at 
that  new  boy's  fighting;  I thought  he  had  the 
nicest  face!” 

“Well,  he  ain’t  now!”  replied  Roger,  reminis- 
cently.— New  York  Sun. 


Sanctuary. 

“A  shockin’  coward  my  husband  is.  I was 
tellin’  ’im  off  proper  outside  th’  public  library, 
when  off  ’e  run  inside  an’  stood  near  one  o’  them 
‘Silence’  notices.” — London  Opinion. 


Tragedy  in  Australia. 

Mr.  Kangaroo:  But,  Mary,  where’s  the  child? 
Mrs.  Kangaroo:  Bless  me,  I’ve  had  my  pocket 
picked. — Punch. 


Is  There  No  Justice? 

Junior  came  running  into  the  room  while  his 
mother  was  in  the  midst  of  her  mud  facial.  He 
took  one  long,  unbelieving  look  and  exclaimed: 
“Gee  whiz!  An’  you  got  the  nerve  to  call  me 
in  to  wash  my  face!” 


Homecoming. 

The  doctor  told  Alias  Jones  not  to  stay  out 
late  nights. 

“You  think  the  night  air  is  bad  for  me,  Doc?” 

“No,"  said  the  physician,  “it  isn’t  that.  It’s 
the  excitement  after  getting  home  that  hurts 
you.” — New  York  Morning  Telegraph. 


Travel  Note. 

The  cabin  of  an  ocean  liner,  says  an  insurance 
authority,  is  the  safest  place  in  the  world,  and  a 
Pullman  berth  is  next.  Stay  home  if  you  must, 
but  remember,  you  do  it  at  your  own  risk. — 
Spokane  Spokesman-Review. 
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Count?  i£>oaet?  Reports. 


ATLANTIC  COUNTY. 

Joseph  H.  Marcus,  M.D.,  Reporter. 

The  stated  monthly  meeting  of  the  Atlantic 
County  Medical  Society  was  held  at  the  Hotel 
Chalfonte,  March  12,  at  8:30  p.  m.  The  meeting 
was  called  to  order  by  D.  Ward  Scanlan,  Presi- 
dent. The  minutes  of  the  previous  meeting  were 
read  and  approved. 

Dr.  W.  Blair  Stewart,  Chairman  of  the  Public 
Health  and  Welfare  Committee,  reported  that  the 
Radio  Health  Talks  were  being  continued.  Dr. 
Stewart  recounted  in  brief  the  activities  of  the 
annual  meeting  of  the  American  Congress  of  In- 
ternal Medicine,  which  was  held  at  Detroit  re- 
cently. This  session  embodied  splendid  clinics 
and  highly  instructive  talks  which  were  attended 
by  Drs.  W.  Blair  Stewart,  Dr.  Ward  Scanlan  and 
Clarence  Andrews.  Drs.  Scanlan  and  Andrews 
were  both  honored  by  being  elected  to  the  Amer- 
ican College  of  Physicians,  Dr.  Stewart  already 
being  a member  of  this  organization. 

Dr.  W.  P.  Conaway,  reporting  for  the  Board  of 
Censors,  stated  that  Drs.  R.  A.  Kilduffe  and  R. 
Williams  were  elected  to  membership  to  the 
County  Medical  Society.  Applications  for  mem- 
bership to  the  society  were  read;  the  applica- 
tions being  from  Drs.  Eugene  Dalton  and  Hilton 
Read. 

A letter  was  read  by  the  secretary,  received 
from  the  State  Society,  with  reference  to  amend- 
ments to  the  State  Constitution.  It  was  moved 
that  consideration  of  this  matter  be  deferred  to 
a later  meeting  because  of  the  long  program  al- 
ready prepared  for  this  session. 

The  Scientific  Program  was  instituted  by  Dr. 
Harvey  B.  Stone,  of  Johns  Hopkins  Medical 
School,  his  subject  being,  "Consideration  of  Some 
Features  of  Cancer  of  the  Terminal  Colon".  (Dr. 
Stone’s  paper  will  be  printed  in  full  in  an  early 
issue  of  the  Journal.) 

The  program  was  continued  by  Dr.  I.  S.  Rav- 
din,  of  Philadelphia,  his  subject  being,  ‘‘The 
Problems  of  Surgical  Jaundice."  The  author 
briefly  and  concisely  described  the  physiology  of 
the  gall-bladder  and  liver  and  those  parts  of  the 
anatomy  intimately  associated  with  these  organs. 
He  stressed  the  importance  of  constantly  bearing 
in  mind  a clear  conception  of  the  functions  of 
these  organs  in  order  to  obtain  the  best  possible 
results  both  in  diagnosis  and  surgical  procedures. 
He  stated  that  many  classifications  of  jaundice 
have  been  suggested,  but  the  one  he  believes 
most  satisfactory  in  the  teaching  of  clinical  sur- 
gery is  that  of  McNee.  This  author  divides  jaun- 
dice into  3 groups:  (1)  Obstructive,  hepatic  jaun- 
dice. (2)  Toxic  and  infective  hepatic  jaundice. 
(3)  Hemolytic  jaundice. 

In  this  paper  we  are  concerning  ourselves  with 
the  first  2 groups.  It  is  true  that  it  is  not  al- 
ways possible  to  confine  an  individual  case  to  one 
group,  but  in  many  instances  this  is  possible. 

How  does  the  obstructed  bile  enter  the  circu- 
lation to  be  spread  throughout  the  body  and  stain 
the  tissue  cells?  Whipple  and  King,  working  on 
the  2 hypotheses  previously  reported,  namely, 
that  the  bile  entered  the  systemic  circulation  by 
way  of  the  lymphatics  or  by  way  of  the  hepatic 
vascular  capillaries,  found  that  drainage  of  the 
thoracic  duct  in  no  way  influenced  the  develop- 
ment of  jaundice.  They,  therefore,  concluded 
that  the  bile  is  absorbed  by  the  hepatic  vascular 
capillaries  in  obstructive  jaundice. 


Ogata  was  unable  to  find  any  relationship  be- 
tween the  occurrence  of  jaundice  and  the  pres- 
ence of  visible  breaks  in  the  walls  of  the  bile 
capillaries.  He,  however,  lays  particular  stress 
on  the  occurrence  of  early  hepatic-cell  necrosis 
after  biliary  obstruction.  Eppinger  also  has 
called  attention  to  these  areas  of  so-called  icterus 
necrosis  and  Carnot  and  Hernier  have  observed 
areas  of  such  size  as  to  call  them  “biliary  in- 
farcts”. These  areas  of  localized  necrosis  are 
only  one  of  the  pathologic  lesions  consequent 
upon  bile  duct  obstruction.  It  is  true  that  some 
authors  believe  that  human  bile  is  incapable  of 
producing  permanent  hepatic  cell  injury. 

Dr.  Ravdin  pointed  out  the  existence  of  some 
diversity  of  opinion  as  to  whether  cholangitis,  or 
inflammation  of  the  bile  ducts,  produces  an  ob- 
structive ductal  jaundice  or  whether  the  result- 
ing icterus  is  direct  result  of  damage  to  the  hep- 
atic cells.  It  is  quite  likely  that  here,  as  in  the 
cases  of  typical  stone  obstruction,  associated  with 
infection,  both  factors  may  play  an  important 
part. 

Rous  and  McMaster  have  called  attention  to 
the  similarity  between  this  pent  up  “white  bile” 
and  the  pent  up  urinary  secretion  which  results 
after  urinary  obstruction.  The  similarity  would 
have  been  recognized  long  ago  were  . it  not  for 
the  complicating  activities  of  a partly  or  wholly 
functioning  gall-bladder.  When  the  contents  of 
the  obstructed  ducts  have  been  altered  through 
the  action  of  a functioning  gall-bladder  the  “hy- 
drohepatosis”  is  concealed,  but  when  this  organ 
is  functionless  and  the  ducts  are  filled  with  a 
thin,  white  fluid  there  occurs  a “manifest  hydro- 
hepatosis” and  the  similarity  between  this  con- 
dition and  hydronephrosis  is  more  evident.  It  is 
quite  likely  that  some  patients  dying  within  a 
short  time  after  release  of  the  ductal  obstruction 
are  suffering  from  a condition  in  a way  analogous 
to  the  precipitation  of  uremia  after  the  sudden 
withdrawal  of  urine  from  the  urinary  bladder  in 
the  retention  of  prostatic  disease.  The  actual 
chemical  changes  may  be  at  variance  because  of 
a differing  function,  but  the  underlying  patho- 
logic physiology  is  probably  quite  similar. 

Dr.  Ravdin  has  observed  a second  type  of  re- 
action in  some  of  his  cases.  For  4 or  5 days  after 
operation  the  patient  has  done  well  when  there 
gradually  develops  an  increasing  stupor  which 
may  be  preceded  by  excitement,  followed  or  ac- 
companied by  evidences  of  circulatory  failure 
and  a renal  shut-down. 

The  third  type  of  catastrophe  noted  after  com- 
mon duct  operations  comes  on  much  more  in- 
sidiously. The  patient  is  apparently  doing  “too 
well”.  Gradually  the  temperature  becomes  sub- 
normal, increasing  weakness  is  manifest  and 
death  occurs  3 to  6 weeks  after  operation  from 
inanition.  . There  is  little  doubt  in  our  minds  but 
that  this  condition  is  one  of  prolonged  dehydra- 
tion with  deficient  digestion  and  absorption  and 
associated  loss  of  pancreatic  juice  and  of  the  in- 
organic elements  of  the  bile. 

In  closing,  Dr.  Ravdin  urged  the  plan  of  en- 
couraging toxin  elimination  by  the  administra- 
tion of  fluids  previous  to  operation,  by  proctocly- 
sis, hypodermoclysis  or  intravenous  introduction. 
On  Surgical  Division  B,  we  attempt  to  introduce 
from  4000  to  6000  c.c.  evei'y  24  hours.  There  is 
no  doubt  but  that  it  improves  the  clinical  condi- 
tion of  the  patient.  Glucose  in  a 5 % solution  is 
given  by  bowel,  since  we  know  that  patients  with 
a sufficient  amount  of  glycogen  in  the  liver  with- 
stand general  anesthesia  much  better  than  those 
without  it.  Also,  5 c.c.  of  a 10%  solution  of  cal- 
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cium  chloride  is  given  intravenously  daily  be- 
fore operation  to  decrease  the  bleeding  and  co- 
agulation time.  If  there  has  been  persistent 
vomiting  an  alkalosis  may  be  present  and  am- 
monium chloride  is  administered  by  bowel. 

Although  local  anesthesia  may  be  considered  it 
does  not  permit  of  sufficient  relaxation  for  ex- 
ploration. We  use  it  in  the  very  sick  patients  in 
whom  only  cholecystostomy  is  attempted.  In  all 
other  cases  local  anesthetic  plus  ethylene  is,  in 
our  opinion,  the  anesthesia  of  choice.  Ether 
causes  a further  derangement  of  the  liver  pa- 
renchyma with  a subsequent  suppression  in  the 
amount  of  bile  secreted  and  only  adds  to  the  load 
which  the  patient  has  to  carry. 

The  question  whether  or  not  to  explore  the 
common  duct  will  depend  upon  the  condition  of 
the  patient.  In  some  cases  the  calculus  is  re- 
moved and  the  duct  drained,  in  others  only  the 
duct  is  drained  and  no  search  is  made  for  stone. 
This  more  extensive  procedure  can  await  the 
time  when  the  patient  is  better  able  to  with- 
stand an  operation.  Gradual  decompression  can 
be  obtained  by  permitting  intermittent  drainage 
through  the  T-tubes  or  by  utilizing  an  apparatus 
similar  to  that  used  in  decompression  of  the  uri- 
nary bladder. 

The  patient  is  given  fluid  postoperatively  simi- 
lar to  that  given  pre-operatively.  In  the  bad 
risk  cases  5 00  to  1000  c.c.  of  10%  glucose  are 
given  intravenously  every  24  hours,  with  suffi- 
cient insulin  to  assist  in  its  utilization.  In  a very 
desperate  case  we  recently  used  the  continuous 
intravenous  drip  with  remarkable  results. 

Morphin  is  given  in  very  small  amounts  be- 
cause it  -depresses  liver  function.  Calcium  chlor- 
ide is  administered  intravenously  to  offset  a cal- 
cium deficiency.  We  have  given  as  much  as  30 
c.c.  of  a 10%  solution  in  24  hours.  If  there  is 
any  evidence  of  bleeding  postoperatively,  blood 
transfusion  is  resorted  to.  We  have  not  found 
unmodified  blood  superior  to  eitrated  blood  in 
this  respect.  Moist  heat  is  applied  over  the  liver 
area  after  the  suggestion  of  Crile.  Whether  it 
is  of  value  is  doubtful. 

The  bad  risk  cases  are  usually  those  associated 
with  infection  and  calculus.  The  mortality  of  the 
cases  of  obstruction  from  tumor  being  decidedly 
lower.  All  of  the  cases,  however,  demand  the 
most  meticulous  attention  and  an  understanding 
of  the  underlying  pathologic  physiology  if  we  are 
to  reduce  the  present  high  mortality. 

The  program  was  concluded  by  Doctor  Eliza- 
beth H.  Ravdin,  of  the  University  of  Pennsyl- 
vania, whose  topic  was  “Modern  Conceptions  of 
Hepatic  Function  . In  part  the  authoress  pointed 
out  that:  The  principle  pigment  of  the  bile  is 
bilirubin  and  in  a discussion  of  bile  pigment,  it 
is  bilirubin  that  is  meant.  That  hemoglobin  is 
the  only  source  of  bilirubin  Dr.  Ravdin  believes 
for  several  reasons. 

(1)  For  many  years  it  has  been  known  that 
bile  pigment  is  formed  in  blood  extravasations  in 
the  tissues,  as  in  bruises,  or  hematomas,  and  in 
sanguinous  exudates  in  the  pleural  cavity.  The 
pigment  found  in  these  cases  has  been  called 
hematin,  but  Rich  has  recently  shown  that  hema- 
tin  and  bilirubin  react  chemically  in  exactly  the 
same  way  and  that  their  oxidation  and  reduction 
products  are  identical. 

(2)  It  has  also  been  shown  that  an  excess  of 
hemoglobin  in  the  circulation,  whether  from  in- 
creased intravascular  hemolysis,  or  from  the  ex- 
perimental introduction  of  free  hemoglobin,  is 
followed  by  an  increased  formation  of  bilirubin. 

Broun,  Rous  and  McMaster  have  recently  pre- 


sented evidence  which  seems  to  prove  the  reab- 
sorption of  bilirubin  from  the  intestine  after  its 
excretion  in  the  bile.  Whipple  has  never  been 
willing  to  admit  that  bile  products  are  reab- 
sorbed but  the  former  investigators,  by  estimat- 
ing the  24  hour  output  of  bilirubin  and  of  uro- 
bilin in  the  bile  of  a dog  with  common  duct  drain- 
age were  able  to  show  that  feeding  bilirubin  in- 
creased both  the  bilirubin  and  urobilin  output 
though  feeding  urobilin  increased  only  the  uro- 
bilin output.  An  interesting  and  suggestive  ob- 
servation was  made  by  them,  that  the  hemoglobin 
of  the  animal  fell  when  all  the  bile  was  drained 
through  the  tube  for  several  days,  but  rose  after 
bilirubin  feeding,  confirming  the  belief  that  bili- 
rubin could  be  re-utilized  in  blood  formation. 

I ins  accords  with  and  perhaps  explains,  Whip- 
ple’s statement  that  liver  was  the  best  hematinic 
in  chronically  anemic  experimental  animals. 

While  there  are  many  problems  remaining  to 
be  solved  and  points  to  be  clarified,  the  recent 
work  is  very  promising  and  some  of  it,  as  the 
van  den  Bergh  test,  is  of  immediate  clinical  im- 
portance. 

T he  above  papers  were  discussed  by  Doctors 
W J.  Carrington,  Samuel  Stern,  D.  Ward  Scan- 
lan  and  other  members  of  the  society. 


Atlantic  City  Hospital  Staff. 

Joseph  IT.  Marcus,  M.D.,  Secretary. 

The  stated  monthly  meeting  of  the  Atlantic 
City  Hospital  Staff  was  held  at  the  Hotel  Break- 
ers on  February  19,  1926.  The  meeting  was 
called  to  order  at  8:30  p.  m.  by  the  president, 
Dr.  Richard  Bew.  The  minutes  of  the  previous 
meeting'  were  read  and  approved. 

Dr.  W.  J.  Carrington,  reporting  for  the  interne 
committee,  stated  that  all  appointments  for  the 
ensuing  year  have  been  filled,  the  applicants  all 
being  graduates  of  Class  A Medical  Colleges. 

1 he  president  appointed  a committee  to  revise 
the  present  Constitution  and  By-Laws.  This 
committee  consists  of  Drs.  Theodore  Senseman 
chairman;  W.  J.  Carrington,  H.  I.  Silvers,  D.  b! 
Allman,  Richard  Bew  and  Joseph  M.  Marcus. 

Dr.  W.  J.  Carrington  presented  the  following 
motion;  “that  the  staff  recommend  to  the  Board 
of  Governors  the  purchase  of  a specified  amount 
of  radium  for(  use  by  the  staff  of  the  Atlantic 
1 ity  Hospital.  ’ This  motion  was  duly  seconded 
and  a committee  consisting  of  Drs.  W.  J.  Car- 
rington and  W.  C.  Wescott  was  appointed  Dr 
Shivers  nominated  Dr.  Stanley  McGeehan  as 
clinical  assistant  in  urology.  Dr.  McGeehan  was 
invited  to  attend  staff  meetings  pending  this 
permanent  appointment. 

The  Scientific  Program  was  opened  by  Dr.  E. 
C.  Chew,  who  presented  a statistical  report  com- 
pi  ising  the  admissions  during  his  service  ex- 
tending from  August  to  October,  inclusive,  1925. 
Among  the  data  presented  were  the  following' 
Total  number  of  cases  103,  of  which  72  were 
male  and  31  females.  The  males  averaged  7.5 
per  Patient,  females  8.5  days  per  patient. 
Of  the  72  males,  65  were  white  and  17  colored. 
Of  the  31  females,  28  were  white  and  3 colored. 
Of  the  103  combined  cases,  70  typified  acute 
conditions  and  33  chronic  illness. 

The  Scientific  Program  was  continued  by  Dr. 
f larence  L.  Andrews,  with  presentation  of  cases 
and  discussion  of  those  which  terminated  fatally. 

Discussion  of  Cause  of  Death 
_ Case  No.  4241—  Mrs.  L.  J.,  white,  female,  age 
;>3,  housewife,  was  admitted  to  hospital  in  a 
moiibund  condition  following  gastric  hemor- 
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rhage.  She  was  in  stupor  and  died  in  3 hours, 
as  hemorrhage  could  not  be  relieved. 

Case  No.  3786 — Baby  P.  D.,  white,  male,  age 
4 months,  admitted  to  hospital  in  convulsions  and 
collapse  with  high  degree  of  marasmus.  Every- 
thing done  to  revive  the  child,  but  it  only  lived  3 
hours;  no  postmortem. 

Case  No.  4259 — I.  B.,  colored,  male,  age  57, 
was  admitted  to  hospital  in  state  of  uremic  coma 
and  died  in  55  minutes,  before  anything  could  be 
done.  Postmortem  showed  chronic  interstitial,  ne- 
phritis with  contracted  sclerotic  kidney;  cause  of 
death  uremia. 

Case  No.  3168 — W.  C.,  white,  male,  age  31,  was 
admitted  to  hospital  with  convulsions.  Unable 
to  state  cause  of  illness,  till  catheterized,  when 
specimen  of  urine  showed  so  much  albumin  that 
it  coagulated,  and  was  loaded  with  all  types  of 
casts.  An  attempt  was  made  to  bleed  him  and  at 
the  same  time  replace  the  blood  by  a solution  10% 
glucose  and  5%  soda.  Just  about  the  time  when 
he  had  been  bled  3 50  c.c.  a severe  convulsion 
occurred  and  he  died. 

Case  No.  3239 — A.  McD,  white,  female,  age  47, 
was  admitted  to  hospital  in  a very  poor  condition 
due  to  expectoration  of  great  quantities  of  blood. 
Everything  was  used,  even  including  horse  serum, 
but  she  died  in  a fewr  hours  from  hemorrhage  of 
the  lungs  due  to  tuberculosis. 

Case  No.  4013 — Baby  A.  S.,  white,  male,  2 
months,  was  admitted  to  hospital  in  a very 
emaciated  condition,  pulseless  and  unable  to  take 
food.  Took  small  amounts  of  nourishment  for  3 
days  but  was  in  such  poor  condition  that  he  died 
of  inanition. 

Case  No.  4175 — J.  B.,  white,  male,  age  45,  was 
admitted  to  hospital  with  a continuous  cough 
which  could  not  be  allayed,  rapid  breathing  and 
cyanosis.  X-ray  showed  dilated  heart,  both  ways, 
enlarged  aortic  arch  and  irregular  areas  of  cloudi- 
ness in  base  of  right  lungs;  diagnosis  of  pneu- 
monia with  ruptured  bronchus.  He  became  worse 
and  had  to  be  shackled  to  bed.  He  died  in  3 days. 
Wassermann  4 plus. 

Case  No.  4296. — Colored,  male,  age  40,  was  ad- 
mitted to  hospital  unconscious  and  in  very  poor 
condition  following  right  sided  hemiplegia.  He 
died  in  24  hours  without  having  regained  con- 
sciousness. Wassermann  positive;  most  probably 
gumma  of  brain. 

Case  No.  3155 — W.  H.,  colored,  male,  age  24, 
was  admitted  to  hospital  writh  pneumonia  follow- 
ing  infection  of  finger  and  right  side  of  chest. 
Gradually  grew'  w'orse  and  died  in  3 days.  Tem- 
perature went  up  to  105°;  Wassermann  negative. 

Case  No.  4053 — Colored,  male,  age  50,  was  ad- 
mitted to  hospital  with  swollen  abdomen,  dilated 
heart  and  shortness  of  breath.  In  spite  of  treat- 
ment he  gradually  got  worse  and  died  in  10  days. 
Postmortem  showed  chronic  interstitial  splenitis, 
nephritis,  pancreatitis  and  myocarditis. 

Case  No.  4028 — C.  P.,  colored,  male,  age  14, 
was  admitted  to  hospital  with  typhoid  fever. 
Ran  a typical  course  for  8 days  and  then 
had  a perforation.  Temperature  fell  from  102.5° 
to  96°.  Acute  abdominal  pain.  Was  operated  upon 
by  Dr.  Allman  and  perforation  closed.  Got  along 
very  nicely  for  8 days,  and  then  began  to  com- 
plain of  pain  in  his  head,  teeth  became  set,  and 
he  had  strong  clonic  convulsions  of  whole  body, 
at  times  preceded  by  right  sided  convulsion.  Died 
of  what  was  taken  to  be  cerebral  thrombosis  as 
sequel  of  typhoid  fever.  Wassermann  negative. 
No  postmortem  was  done.  Looking  back,  and  in 
view  of  the  locked  jaws  and  convulsions  following 


a ruptured  viscus,  one  worders  if  it  could  not  have 
been  a tetanus  infection  complication. 

Dr.  Andrews  made  a plea  for  more  autopsies 
and  recommended  that  each  interne  should  be  re- 
quired to  perform  or  assist  in  a certain  number 
of  autopsies  before  his  service  is  considered  to 
be  complete. 

In  discussing  the  reports  of  Doctors  Chew  and 
Andrews,  Dr.  David  B.  Allman  expressed  his  ap- 
preciation of  the  unstinted  cooperation,  extended 
on  his  surgical  service. 

Dr.  Harold  Davidson  also  made  a plea  for  more 
autopsies. 

Dr.  Robert  A.  Kilduffe,  director  of  laboratories, 
directed  attention  to  the  blood  picture  found  in 
typhoid;  showing  a definite  blood  picture,  de- 
monstrating the  occurrence  of  intestinal  perfor- 
ation. 

These  cases  were  further  discussed  by  Doctors 
Shivers,  Barbash,  Carrington,  Bew  and  Kaighn. 

Upon  proper  motion  the  meeting  adjourned. 


ESSEX  COUNTY. 

Academy  of  Medicine  of  Northern  New  Jersey. 

J.  Alfred  Stahl,  M.D.,  Reporter. 

The  anniversary  meeting  of  the  Academy  of 
Medicine  of  Northern  New  Jersey  was  held  Wed- 
nesday evening,  March  17,  1926,  in  the  auditor- 
ium of  the  Academy  at  Newark.  Dr.  Francis 
Carter  Wood,  Director  of  the  Cancer  Research 
Institution  of  Columbia  .University,  was  the 
speaker  of  the  evening.  The  public,  especially 
women,  were  invited  to  attend  and  did  so  in  large 
numbers. 

Dr.  Wood  maintained  that  the  germ  theory  . of 
the  cause  of  cancer,  advanced  by  a number  of 
workers  in  this  field,  especially  that  of  Dr.  Gye 
and  Mr.  Bernard  of  London,  has  failed  of  con- 
firmation. He  believes  that  irritation  is,  up  to 
the  present  time,  the  best  explanation  of  the 
cause  of  cancer.  There  is  nothing  to  indicate 
that  cancer  is  at  all  contagious.  If  the  people 
could  be  educated  to  go  to  their  physicians  for 
periodic  examinations,  especially  when  the  slight- 
est evidence  of  a growth  appears,  the  cancer  mor- 
tality could  easily  be  cut  in  half. 


Section  of  Medicine  and  Pediatrics  of  the  Acad- 
emy of  Medicine  of  Northern  New  Jersey, 
Tuesday,  March  !>,  1326. 

M.  J.  Fine,  M.D.,  Chairman. 

The  subject  for  the  evening  was  “Medical  and 
Surgical  Aspect  of  the  Gastro-Intestinal  and  Bil- 
iary Tract’’.  The  meeting  was  opened  with  a pa- 
per by  Dr.  George  Witt,  on  “Peptic  Ulcer  from 
the  Medical  Aspect”,  and  Dr.  Francis  R.  Hauss- 
ling  discussed  “Gastric  Ulcer  from  the  Surgical 
Standpoint”.  Dr.  Maurice  Asher  discussed 
“Diagnosis  and  Treatment  of  Disorders  of  the 
Biliary  Tract,  with  Special  Attention  to  Biliary 
Drainage  by  the  Lyon’s  Method”.  The  surgical 
problem  cf  colicystectomy  versus  colicystotomy 
was  discussed  by  Dr.  M.  Danzis,  who  presented  a 
series  of  over  200  cases  personally  operated  on 
at  the  Beth  Israel  Hospital  of  Newark.  Dr.  D. 
A.  Kraker  discussed  “Ulcerative  Colitis”. 

In  the  absence  of  the  chairman,  Dr.  M,  J.  Fine, 
due  to  death  in  family,  the  meeting  was  presided 
over  by  Dr.  Asher  Yaguda. 

The  Nominating  Committee  presented  the 
names  of  Dr.  Ambrose  F.  Dowd,  as  chairman, 
and  Dr.  C.  MacArthur,  as  secretary. 

Meeting  adjourned  at  11:45  o’clock. 
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< J LOUUIOSTE II  COl' XT Y. 

Henry  B.  Diverty,  M.D.,  Reporter. 

Regular  meeting  of  the  Gloucester  County 
Medical  Society  was  held  at  the  Woodbury  Coun- 
try Club,  Thursday  evening,  March  19,  at  9 p.  m. 

Present:  Drs.  Duffield,  Fisler,  Ashcraft,  Sickels, 
Underwood,  Wood,  Lummis,  Burkett,  Ulmer, 
Buzby,  Hollinshed,  Stout,  Campbell,  Hunter, 
Richardson  and  Davis  of  Camden  County.  The 
President,  Dr.  Stout,  was  in  the  chair. 

Paper  on  “Recent  Advances  in  Obstetrics’’  was 
presented  by  Dr.  P.  Brooke  Bland,  of  Philadel- 
phia. (Dr.  Bland's  paper  will  be  published  in  a 
later  issue  of  the  Journal.) 

President  Stout  called  upon  each  of  the  mem- 
bers present  and  a general  discussion  followed, 
closed  by  Dr.  Bland  answering  a number  of  in- 
teresting questions  upon  the  subject. 


HUDSON  COUNTY. 

M.  I.  Marshak,  M.D.,  Reporter. 

The  Hudson  County  Medical  Society  held  its 
March  meeting  at  the  Jersey  City  Hospital,  on 
March  2,  1926,  with  Dr.  .1.  F.  Londrigan  presiding. 

The  nominating  committee,  consisting  of  Drs. 
La r key,  Miner,  Coughlin,  Sweeney  and  Spence, 
was  elected  and,  later  in  the  evening,  presented 
the  following  nominations  for  officers  of  the  so- 
ciety to  be  elected  at  the  Annual  Meeting  in  May: 
President,  Wm.  Freile.  Vice-President,  S.  R. 
Woodruff.  Secretary,  H.  J.  Perlberg.  Treas- 
urer, Wm.  G.  Doran.  Reporter,  M.  I.  Marshak. 
Censor,  for  3 years,  Hugo  Alexander.  Trustees, 
for  1 year,  Donald  Miner,  Chas.  V.  Niemeyer,  G. 
K.  Dickinson.  B.  S.  Poliak  and  John  Nevin. 
Scientific  Work,  for  1 year,  E.  J.  Luippold,  A.  E. 
Jaffin  and  Wm.  W.  Maver.  Welfare,  for  3 years, 
Jos.  F.  Londrigan,  Louis  C.  Lange  and  H.  F. 
Tidwell. 

Membership,  for  1 year,  C.  B.  Kelley  (chair- 
man), B.  Ivooperman,  W.  N.  Barbarito,  R.  L. 
Ballinger,  David  M.  Marks,  M.  ,J.  Weiss,  Joseph 
Koppel,  William  Brooks,  Wm.  G.  Doran,  C.  P. 
Opdyke,  H.  V.  Broesser,  William  Eckert,  J.  M. 
Kolb,  J.  J.  O’Connor,  M.  Frank,  A.  Justin,  George 
F.  Sullivan,  D.  B.  Street,  Louis  Pyle  and  T.  F. 
Coughlin.  . 

Audit,  for  3 years,  J.  M.  Stein.  Publication,  for 
3 years,  G.  Ginsberg,  Paul  Andrae,  H.  T.  von 
Deesten  and  A.  S.  Schulman.  Publicity,  for  3 
years,  G.  P.  Curtis. 

Dr.  Benjamin  reported  for  the  Exchange  Com- 
mittee and  submitted  various  plans.  They  rec- 
ommended an  exchange  operated  by  some  pri- 
vate concern,  as  being  the  cheapest  and  one 
which  has  given  the  greatest  satisfaction  in  other 
communities.  A motion  was  made,  seconded  and 
passed  that  the  report  be  received,  the  commit- 
tee’s recommendation  adopted  and  that  the  com- 
mittee be  empowered  to  go  ahead  with  the  proj- 
ect and  select  the  proper  person  or  persons  to 
operate  an  exchange. 

A communication  from  the  Board  of  Trustees 
of  the  State  Society,  in  regard  to  some  changes  in 
the  constitution  of  the  State  Society,  was  read. 
This  will  be  printed  in  the  Bulletin  and  acted 
upon  at  a future  meeting. 

The  committee  appointed  to  look  into  the 
question  of  “boot-leg’’  milk  as  reported  by  Dr. 
Harris,  Commissioner  of  Health  of  New  York 
City,  reported  that  they  have  organized  but  have 
not  done  any  real  work  as  yet.  They  stated  that 
they  were  to  have  a conference  with  a represen- 
tative of  the  New  York  Department  of  Health  in 
a few  days. 


Dr.  Londrigan  reported  that  the  state  Welfare 
Committee  has  been  active  during  the  session  of 
the  Legislature.  The  Naturopath  bill  has  been 
tabled.  The  Chiropodist  and  Chiropractic  bills 
were  still  in  committee  but  they  have  assurances 
that  both  houses  will  oppose  any  legislation  op- 
posed by  the  State  Medical  Society. 

Dr.  F.  S.  Meara,  formerly  Professor  of  Thera- 
peutics at  Cornell  University,  gave  a talk  on  “Ob- 
scure Fevers’’.  He  handled  the  subject  in  a 
rather  odd  but  illustrative  and  instructive  man- 
ner. He  cited  a case,  took  up  the  various  diag- 
noses made,  how  they  were  disproved  and  the 
methods  of  procedure  and  reasoning  in  at  last 
arriving  at  diagnosis.  During  the  presentation 
he  also  made  many  side  remarks  and  cited  a 
number  of  cases  to  illustrate  what  he  meant. 

The  case  cited  was  that  of  a male,  age  61,  who 
had  always  been  in  robust  health.  He  developed 
malaise,  loss  of  strength  and  a slight  febrile  re- 
action. Five  months  later  he  had  a marked  rise 
in  temperature  to  102°  F.  The  case  looked  like 
one  of  infection  from  a hidden  focus.  X-rays 
of  the  teeth  showed  many  abscesses,  whereupon 
the  teeth  were  removed,  but  without  any  effect 
on  the  course  of  the  disease.  The  blood  picture 
showed,  3,600,000  reds  with  55%  hemoglobin 
and  a normal  white  count.  Blood  was  trans- 
fused, 1000  c.c.,  but  at  the  end  of  a week  the  pa- 
tient had  another  rise  in  temperature.  The  blood 
count  at  this  time  showed,  4.600,000  reds,  72% 
hemoglobin  and  a normal  white  count.  About 
2 weeks  later  he  had  another  transfusion.  The 
fever  continued  however,  going  up  every  second, 
third  or  fourth  day.  Cardiac  insufficiency  now 
developed  with  edema  of  the  extremities  and 
rales  at  both  bases.  A compliment  fixation  test 
was  positive  for  both  streptococcus  hemolyticus 
and  streptococcus  viridans.  A vaccine  was  made 
of  these  organisms  and  given.  The  patient  then 
went  to  the  sea-coast  for  a while  and  gained 
weight  and  strength  and  lost  his  fever.  He  came 
back  to  work,  and  in  a short  time  the  fever  re- 
turned, going  up  to  103°  F.  The  vaccine  was 
repeated  and  he  was  given  a weekly  transfusion 
from  donors  specially  prepared  with  excess  anti- 
bodies against  the  infection  he  was  supposed  to 
have.  His  reactions  to  these  injections  were  so 
severe  that  they  had  to  be  discontinued.  About 
1 year  after  the  onset  of  his  illness  a large  gland 
suddenly  developed  above  the  clavicle.  This 
brought  up  the  possibility  of  Hodgkins  disease, 
carcinoma,  lymphatic  leukemia,  or  an  inflamma- 
tory adenitis.  Hodgkin’s  was  ruled  out  by  the 
blood  not  showing  any  increase  in  blood  plate- 
lets, esosinophiles  or  transitional  cells.  Malig- 
nancy was  ruled  out  by  the  appearance  of  the 
gland  on  section,  and  leukemia  by  the  lack  of 
increase  in  the  white  cells  and  the  predominance 
of  polymorphonuclear  cells.  At  this  time  the  pa- 
tient developed  gastric  symptoms  and  an  x-ray 
series  of  the  gastro-intestinal  tract  showed 
large  carcinoma  of  the  lesser  curvature  of  the 
stomach. 

Foci  of  infection  in  a great  majority  of  cases 
are  above  the  neck,  in  the  head  sinuses,  teeth 
and  tonsils.  Sinuses  may  be  involved  without 
symptoms  drawing  attention  to  that  fact.  Fib- 
rosed mastoids  with  few  air  cells  might  harbor 
infection.  The  small  contracted  tonsils  are  th1 
ones  most  likely  to  harbor  hidden  infection.  In 
children,  the  ears  should  be  carefully  examined. 
If  all  are  negative,  a gastro-intestinal  x-ray 
series  should  be  done,  even  if  no  gastric  symn- 
toms  are  present.  A urinary  tract  examination, 
including  a careful  prostatic  examination  is  often 
essential. 
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Malignant  endocarditis  was  thought  of.  It  is 
possible  to  have  such  a disease  without  murmurs 
and  with  a negative  blood  culture.  The  chart 
looked  very  much  like  malaria  of  the  estivo- 
autumnal  type,  but  the  spleen  was  not  enlarged. 
A therapeutic  test  with  quinin  proved  negative. 
Pernicious  anemia  was  ruled  out  by  the  blood 
picture.  Typhoid  was  next  excluded  by  the  per- 
sistent absence  of  the  Widal  reaction  and  inabil- 
ity to  find  the  organisms  in  the  blood  or  feces. 

Influenza  can  do  all  sorts  of  things.  It  may- 
simulate  typhoid;  the  onset  is  the  same;  and 
there  is  a slow  pulse,  nose  bleed,  slight  cough, 
leukopenia,  enlarged  spleen  and  eruptions  that 
may  be  mistaken  for  “rose  spots’’.  Bacillus  coli 
infection,  especially  in  children,  must  be  sus- 
pected. A therapeutic  test  with  urotropin  should 
clear  this  up. 

Syphilis  in  the  tertiary  stage  due  to  break- 
down of  gummata,  especially  in  the  liver,  will 
produce  an  obscure  fever  which  lasts  for  a long 
time. 

Drs.  von  Deesten,  Haskins,  Jaffin,  Street  and 
Nelson  took  part  in  the  discussion,  which  was 
closed  by  Dr.  Meara. 


Osier  Clinical  Society. 

M.  I.  Marshak,  M.D.,  Reporter. 

The  Osier  Clinical  Society'  met  on  February  17, 
1926,  at  the  Union  League  Club,  with  Dr.  J.  F. 
Londrigan  presiding. 

Dr.  A.  E.  Jaffin  presented  a case  of  acquired 
pulmonary  sy'philis  with  autopsy  findings,  in  an 
old  woman  who  had  a supposed  pneumonia  6 
weeks  before  admission  to  the  hospital,  and  who 
was  admitted  with  a diagnosis  of  unresolved 
pneumonia.  Examination  showed  an  emaciat- 
ed old  woman  with  marked  dullness,  dimin- 
ished breathing  and  few  rales  at  the  right 
base.  An  empyema  following  unresolved  pneu- 
monia was  suspected  while  thought  was  given  to 
the  possibility  of  a neoplasm.  An  attempt  at  a 
diagnostically  induced  pneumothorax  was  unsuc- 
cessful. The  temperature  ran  an  irregular  up 
and  .down  course.  Sputum  was  negative  for  tu- 
bercle bacilli  on  12  examinations  and  the  Wasser- 
mann  reaction  was  also  negative.  An  x-ray'  plate 
showed  a dense  shadow  at  the  right  base  with 
the  rest  of  the  lungs  clear.  Autopsy'  findings  were 
a liver  and  spleen  studded  with  yellow  nodules, 
which  looked  in  the  gross  like  cancer.  The  right 
lung  was  difficult  to  remove  because  of  adhesions. 
In  the  center  of  the  scar  tissue  was  a degenerated 
gumma,  but  spirochetes  have  not  y'et  been 
demonstrated  in  this  tissue. 

Dr.  Jaffin  reported  another  case  of  combined 
tuberculosis  and  syphilis,  in  which  the  syphilitic 
lesion  was  cleared  up  under  intensive  specific 
treatment.  The  tuberculosis  however  continued 
to  progress.  He  showed  slides  illustrating  the 
case. 

Drs.  Dickinson,  Bartone,  Heilbrun,  Marshak 
and  Jaffin  discussed  these  cases.  The  following 
thoughts  were  brought  out;  All  obscure  cases 
should  have  a therapeutic  test  for  syphilis  even 
if  the  Wassermann  reaction  is  negative..  In  days 
before  the  Wassermann,  all  cases  that  seemed 
like  tuberculosis,  but  were  not  typical,  received 
mixed  treatment  with  remarkable  results  at 
times. 

In  Tuberculosis  Sanatoria,  where  a large  num- 
ber of  negroes  are  housed,  the  Wassermann  re- 


action is  positive  in  about  15  or  20%  of  the  cases. 
It  is  a routine  in  these  institutions  to  give  active 
antisyphilitic  treatment  to  all  these  cases  and  the 
results  are  suprisingly  good. 

Dr.  A.  J.  Newman  described  a case  of  cervical 
rib  and  showed  x-ray  plates  of  the  same.  This 
condition  occured  in  a male  and  was  unilateral. 
There  was  a tingling  sensation  in  the  little  finger 
of  the  right  hand  and  pain  in  the  right  shoulder, 
with'  progression  until  the  finger  and  eventually  - 
the  hand  blanched  and  became  exceedingly'  pain- 
ful. Three  months  after  operation  on  this  rib  the 
pain  disappeared. 

Dr.  Donald  Miner  read  the  paper  of  the  evening- 
on  “Infections  of  the  Hand”.  He  said  that  ampu- 
tations were  common  before  Knovel’s  work  on 
this  subject.  Since  then  a hand  should  nearly  al- 
ways be  restored  to  function  by  proper  drainage. 
In  felons  it  is  an  error  to  wait  for  fluctuation  be- 
cause the  infection  will  break  through  and  may' 
involve  the  periosteum  and  bone.  Phlegmons  are 
best  treated  by  a crucial  incision  wide  enough  to 
get  beyond  the  areas  of  induration  but  not  deep 
enough  to  open  up  uninvolved  tendon  sheaths 
and  fascial  spaces.  Paronychia  should  be  treated 
by'  making  parallel  incisions  on  both  sides  of  the 
nail,  cutting  through  and  raising  a flap.  Wet 
dressings  should  be  maintained.  Severe  lymphan- 
gitis, tendon  sheath  and  fascial  space  infections, 
are  hospital  cases.  He  then  went  into  the  anat- 
omy' of  the  tendon  sheaths  and  fascial  spaces  in 
some  detail,  illustrating  his  talk  diagramatically 
with  charts.  In  tenosynovitis  of  the  second, 
third  and  fourth  fingers,  the  sheaths  should  be 
opened,  not  cutting  across  the  crease.  Occasion- 
ally these  sheaths  must  be  opened  in  the  palm. 
In  infections  of  the  forearm  incision  should  be 
made  on  both  sides  directly  on  the  edge  of  the 
bones,  and  the  incisions  should  be  joined  by  pass- 
ing the  artery  clamp  through  close  to  the  bones. 
Midpalmer  space  infections  are  drained  through 
one  of  the  lumbricale  spaces  between  the  fourth 
and  fifth  fingers.  They  should  be  drained  with 
rubber  tissue  wicks.  The  thenar  space  should 
be  drained  through  an  incision  on  the  dorsum  of 
the  hand  avoiding  the  artery  to  the  index  finger. 
In  subaponeurotic  space  infections  use  the  same 
incision  on  the  dorsum  of  the  hand  as  for  hyper- 
thenar  space  drainage. 

Hot  moist  dressings  of  citrate  salt  solution  are 
applied  after  incision.  If  a hot  bath  is  used,  it 
should  not  be  for  longer- than  the  first  24  hours. 
Too  long  continued  heat  will  produce  round  cell 
infiltrations  and  prolonged  disability.  Passive 
and  active  motion  should  be  started  as  soon  as  the 
infection  is  controlled.  Dry  dressings  should  be 
applied  at  this  time.  Serums  and  vaccines  are 
of  little  importance.  It  is  not  necessary  in  any- 
case  to  incise  near  the  palmer  arches.  This  pa- 
per is  a plea  for  conservatism  in  hand  surgery 
and  for  preservation  of  function. 

Drs.  Blanchard,  Friele,  Dickinson,  L.  Franklin, 
Bartond,  Brooke,  Seigler,  Perlberg,  M.  Shapiro 
and  Londrigan  took  part  in-  the  discussion,  which 
was  closed  by  Dr.  Miner.  The  methods  of  pro- 
cedure before  and  since  Knovel’s  work  were  com- 
pared. A plea  was  made  for  proper  diagnosis  be- 
fore incision  as  well  as  for  a big  enough  and  wide 
enough  incision.  If  one  waits  for  flunctuation 
before  incising,  frequently  one  waits  too  long. 
General  anesthesia  should  be  used  in  all  teno- 
synovitis,  fascial  space  infections  and  lymphan- 
gitis and  proper  dissections  made.  Bad  end  re- 
sults are  but  too  common  because  of  improper 
or  delayed  treatment. 
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MERCER  COUNTY. 

A.  Dunbar  Hutchinson,  M.D.,  Reporter. 

The  County  Society  met  in  the  Carteret  Club 
on  March  10,  Dr.  Comfort,  the  President,  in  the 
chair. 

Dr.  Louis  H.  Clerf,  of  Philadelphia,  was  intro- 
duced and  gave  a very  interesting  discourse  on 
the  subject  of  “Bronchoscopic  and  Esophago- 
scopic  Problems”,  illustrated  with  lantern  slides 
and  moving  pictures. 

Dr.  Clerf  made  a very  earnest  plea  for  the  sup- 
port of  the  Medical  Profession  for  Senate  Bill 
2320,  which  provides  for  the  proper  labeling  of 
all  “lye”  preparations  on  sale.  The  society  went 
on  record  as  favoring  this  Bill,  and  the  Secretary 
was  instructed  to  so  inform  our  Representatives 
in  the  Senate  and  Congress. 

Dr.  W.  M.  Stratton  was  elected  to  membership. 

The  applications  of  Drs.  Ethel  M.  Powis  and 
Howard  Wiesler  were  read  and  referred  to  com- 
mittee. 

Following  reading  of  the  communication  from 
Dr.  James  Hunter,  Jr.,  relative  to  construction  of 
the  Board  of  Trustees  of  the  State  Society,  a 
committee,  composed  of  Drs.  Comfort,  Costill, 
Sica  and  North,  was  appointed  to  study  this  very 
important  subject  and  report  at  the  next  meeting. 

About  50  members  enjoyed  the  luncheon  and 
social  hour  which  followed  adjournment. 


MORRIS  COUNTY. 

Marcus  A.  Curry.  M.D.,  Reporter. 

The  regular  quarterly  meeting  of  the  Morris 
County  Medical  Society  was  held  in  Dover,  at  the 
Mansion  House,  on  the  evening  of  Tuesday,  March 
9,  with  President  Glazebrook  presiding  over  a 
goodly  gathering  of  about  50  members  and  guests: 
among  the  latter  being  Dr.  Henry  O.  Reik,  Editor 
of  the  Journal,  and  Drs.  Pollock,  Smith  and  Gam- 
bill  of  the  staff  of  the  State  Hospital  at  Greystone 
Park. 

This  meeting  had  been  anticipated  with  uncom- 
mon interest  because  of  the  touch  of  intimacy 
lent  to  it  by  its  stellar  attraction,  a Symposium 
by  members  ‘‘On  Preelinical  Signs  and  Symptoms”, 
putting  the  contributing  members  on  their  met- 
tle and  making  obvious  just  what  they  can  do 
themselves  along  scientific  lines  when  they  set 
themselves  to  the  task. 

Routine  business  included  the  election  to  mem- 
bership of  Dr.  J.  F.  Johnson,  of  Chatham,  and  of 
Dr.  Philip  C.  Washburn,  of  the  staff  of  the  State 
Hospital  at  Greystone  Park,  on  transfer  from  the 
Cape  May  County  Society.  There  also  was  one 
proposal  for  membership  which  was  duly  referred 
to  the  credentials  committee. 

A Nominating  Committee  was  unanimously 
elected  to  prepare  and  submit  at  the  June  meet- 
ing their  recommendations  of  officers  for  next 
year,  to  be  voted  on  at  the  annual  meeting  in 
September:  the  personnel  of  the  nominating  com- 
mittee being  Drs.  Mial,  Costello  and  Matthews. 

Two  amendments  to  the  By-Laws  were  un- 
animously adopted:  (1)  Making  the  annual  dues 
of  members  $15.  (2)  Rescinding  an  amendment 

which  provided  for  the  choice  of  annual  dele- 
gates to  the  State  Society  in  alphabetic  rotation 
and  providing  that  they  be  elected  in  future  by 
nomination  and  ballot  as  prior  to  the  adoption 
of  the  rescinded  amendment. 


An  invitation  of  the  Borad  of  Managers  of 
Shonghum  Sanatorium  (Morris  County  Tubercu- 
losis Hospital),  transmitted  by  Miss  Katherine  E. 
Dandley,  secretary,  was  accepted,  to  hold  the 
June  meeting  of  the  society  at  that  institution. 
The  speaker  of  the  day  is  to  be  Dr.  Linsley  Wil- 
liams. 

An  acknowledgement  from  Mrs.  Mary  E.  Be- 
bout,  of  a resolution  concerning  her  departed 
husband,  adopted  at  the  December  meeting  of  the 
society  and  transmitted  to  her  by  Secretary 
Lathrope,  was  read,  expressing  sincere  and  touch- 
ing appreciation  of  the  action  of  the  society  and 
paying  a rare  tribute  to  the  members  and  to 
medical  men  in  general. 

Treasurer  Reed’s  report  indicated  the  usual 
healthful  financial  condition  of  the  society,  which 
has  become  a condition  to  be  taken  for  granted; 
a tribute  to  the  winning  zeal  of  our  affable  and 
efficient  Treasurer. 

Dr.  Ackerman,  of  the  Committee  on  Group 
Life  Insurance,  reported  the  results  of  investiga- 
tion into  the  subject  and,  permission  being  grant- 
ed, an  insurance  man  was  introduced  and  ran 
over  the  proposition  hurriedly  in  the  short  time 
allotted  to  him,  describing  a “Mass  Policy”  that 
could  be  issued  to  the  society,  under  which  sub- 
scribing members  would  hold  a certificate  for 
$5000  of  life  insurance  at  an  annual  premium  of 
$8  5.  without  medical  examination.  The  matter 
was  referred  back  to  the  committee  with  a request 
to  present  the  proposition  in  concrete  form  at  the 
June  meeting. 

Reports  of  the  proceedings  of  the  various  meet- 
ings of  the  Executive  Committee  brought  forth 
much  material  of  interest  and  indicated  a great 
deal  of  work  accomplished  well  by  that  group 
of  executives. 

The  establishment  of  closer  working  relations, 
along  well  defined  professional  lines,  with  the 
Visiting  Nurses’  Association  were  indicated  by 
recommendations  laid  before  the  society  and 
which  were  unanimously  approved: 

(1)  Ways  and  means  of  annual  health  exami- 
nations of  nurses  doing  work  in  the  county;  each 
nurse  to  present  herself  to  a physician  to  be 
named  each  year  in  the  various  localities  of-  the 
County  Society. 

(2)  Approval  of  a request  for  a “word  of  moral 
support”  to  a schedule  of  fees  to  be  charged  by 
visiting  nurses,  to  be  embodied  in  a letter  for 
publication  by  the  Visiting  Nurses’  Association  in 
the  local  press,  being  submitted  by  Ruth  Cheney 
Streeter,  President  of  the  V.  N.  A.  of  Morristown, 
as  follows: 

(a)  To  patients  who  could  have  employed  a 
private  nurse  if  one  were  available,  in  Morris- 
town $2,  with  $1  additional  for  out  of  town. 

(b)  To  patients  who  wish  to  pay  cost,  $1,10, 
with  .25  additional  out  of  town. 

(c)  To  patients  who  cannot  pay  full  cost— any 
proportion  thereof,  or  service  free. 

(3)  The  following  “Standing  Orders  for  Nurses” 
were  approved,  to  be  used  on  first  visit  when  no 
physician  has  been  called  and  when  no  orders 
have  been  given: 

For  All  New  Patients — Cleansing  bath,  T.P.R. 
Instruction  on  hygiene  of  sick-room  with  special 
emphasis  on  ventilation,  cleanliness  and  diet  suit- 
ed to  patient’s  conditi  ns  and  needs. 

For  Patient  with  Fever,  Undiagnosed — Liquid 
diet.  Low  S.  S.  enema  when  no  abdominal  pain  or 
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tenderness.  Sponge  for  temp.  Isolate  if  any  sign 
of  communicable  disease. 

For  Infants  with  Fever,  Dial' rhea  or  Convlusion 

Normal  salt  solution  colonic  irrigation,  P.R.N. 

Dist.  boiled  water.  For  Convulsion — Hot  mus- 
tard bath  (1  tablespoonful  mustard  to  1 gallon 
water)  for  5 minutes.  Cold  cloths  to  head. 

Burns — Remove  clothing  unless  adherent  to 
skin.  Apply  warm  normal  salt  solution  com- 
presses. Remove  patient  to  hospital  if  severe  and 
physician  cannot  be  reached. 

Minor  Dressings — Cuts,  Bruises,  Infected,  Fing- 
ers, Scratches:  Cleanse  with  hot  boric  or  saline  and 
apply  wet  dressing.  If  the  patient  has  had  dress- 
ing done  by  physician  do  not  remove  without 
order  from  physician. 

Discharging  Ears — Cleanse  outer  ear  with  warm 
boric  solution.  Do  not  irrigate  without  an  order. 
Emphasize  need  of  medical  attention. 

Sore  Throat — Liquid  diet.  Isolate  if  possible 
until  physician  sees  patient. 

Symptoms  of  Respiratory  Disease — General  care: 
Advise  good  ventilation.  Teach  isolation  and  care 
of  nasal  and  mouth  discharge.  Avoid  exposure 
to  cold.  Liquid  diet.  Low  S.  S.  enema  P.  R.  N. 

For  Infectious  Diseases — Isolate  and  same  treat- 
ment as  for  respiratory  cases. 

Maternity  Cases — For  mother:  Antepartum — 

Cleansing  bath.  Local  cleansing  with  soap  and 
water  followed  by  lysol.  Low  S.  S.  enema  S.  O.  S. 
Postpartum — Cleansing  bath.  Local  cleansing 
with  lysol  solution  abdominal  and  breast  bindings, 
P.  R.  N.  Low  S.  S.  enema  P.  R.  N.  For  the  baby 
— Daily  bath.  Cord  dressing  changed  P.  R.  N. 
Cleanse  eyes  and  mouth  with  boiled  water  or  boric 
solution.  Cleanse  skin  around  umbilicus  with  al- 
cohol and  apply  boric  powder.  Advise  3 hr.  feed- 
ing unless  otherwise  ordered.  Soap  suppository 
P.  R.  N. 

Secretary  Lathrope  explained  that  the  Execu- 
tive Committee  felt  that  these  orders  should  be 
submitted  to  the  society  for  approval  and  then 
the  nurses  could  submit  them  for  final  approval 
tj  the  physicians  in  their  different  districts. 

Reporting  for  the  Executive  Committee,  Sec- 
retary Lathrope  read  a communication  from  Dr. 
Hunter,  Secretary  of  the  Board  of  Trustees  of 
the  State  Society,  and  explained  fully  and  lucidly 
the  sense  of  the  Executive  Committee  on  the  pres- 
ent method  of  electing  trustees;  also  submitting 
the  proposals  for  a change  in  the  procedure  as 
contained  in  Secretary  Hunter’s  communication, 
known  as  the  “Quigley  Plan’’,  the  “Eagleton 
Plan’’  and  the  “Morrison  Plan;”  stating  that  the 
Executive  Committee  had  considered  these  pro- 
posals carefully  and  setting  forth  the  reasons 
why  the  committee  did  not  feel  disposed  to  rec- 
ommend any  of  the  plans  submitted;  that  the 
privilege  of  submitting  another  plan  had  been 
availed  of  at  a meeting  of  the  Executive  Com- 
mittee and  a plan  proposed  by  Dr.  Curry  to  be 
submitted  to  the  Society. 

Taking  up  in  order  the  proposals  in  Secretary 
Hunter's  letter,  the  Society  took  the  following 
unanimous  action: 

(1)  That  the  Society  does  wish  to  see  a 
change  in  the  construction  of  the  Board  of  Trus- 
tees and  the  manner  of  their  election  or  appoint- 
ment. 

(2)  That  it  is  not  satisfied  with  either  the 
"Quigley  Plan”,  the  "Eagleton  Plan”  or  the 
"Morrison  Plan”. 

(3)  That  it  wishes  to  submit  a plan  to  be 


known  as  the  "Morris  County  Plan”,  as  proposed 
by  Dr.  Curry,  which  is  as  follows: 

"That  the  Board  of  Trustees  of  the  State 
Society  shall  consist  of  28  members;  7 to  be 
members  ex-officio,  the  President,  3 Vice- 
Presidents,  Treasurer  and  the  Corresponding 
and  Recording  Secretaries;  21  members  to 
be  chosen,  one  from  each  county  society  in 
the  state;  the  21  counties  to  be  divided  into 
groups  alphabetically,  A,  B and  C;  the  first 
group  to  be  elected  for  3 years,  the  second 
group  for  2 years  and  the  third  group  for  1 
year;  after  that  the  representatives  from 
each  county  to  serve  for  3 years. 

The  business  session  being  over,  the  meeting 
proceeded  with  the  scientific  part  of  the  pro- 
gram, the  "Symposium  on  Preclinical  Signs  and 
Symptoms”.  President  Glazebrook  announced 
that  12  minutes  would  be  allotted  for  the  read- 
ing of  each  paper,  with  a warning  at  the  end  of 
10  minutes  of  2 minutes  within  which  to  close. 

Papers  on  the  following  subjects  were  read  by 
the  physicians  indicated: 

1.  Preclinical  Stage  of  Cardiovascular  Disease, 

Dr.  Larson. 

2.  Fatigue,  Dr.  Emory. 

3.  Preclinical  Signs  of  Gastro-Intestinal  Disease, 

Dr.  Peck. 

4.  Preclinical  Signs  of  Disease  of  Genito-Urinary 

Tract,  Dr.  Thomas. 

5.  Preclinical  Evidences  in  Gynecology,  Dr.  Frost. 

6.  Early  Evidence  of  Mental  and  Nervous  Dis- 

orders, Dr.  McMurray. 

The  papers  were  extremely  well  presented  by 
their  authors  and  an  unbroken  sequence  of  great 
interest  was  maintained,  with  spontaneous  ap- 
plause of  approval  following  each  presentation. 
(The  papers  are  to  be  published  in  the  May 
Journal.) 

Dr.  Henry  O.  Reik,  editor  of  the  Journal,  being 
called  upon  to  open  the  discussion  of  these  pa- 
pers, assumed  his  task  in  a happy  and  interesting- 
way  during  which  he  paid  a high  tribute  to  the 
success  of  the  meeting  by  saying  that  in  the  year 
and  a half  he  has  been  attending  meetings  in 
New  Jersey  this  was,  by  long  odds,  the  best 
county  society  meeting  he  had  ever  had  the 
privilege  of  attending.  Others  taking  up  the  dis- 
cussion included  Drs.  Rubin,  Glazebrook  and 
Lathrope. 

President  Glazebrook  summed  up  the  manifest 
feeling  and  sentiment  kindled  by  the  incidents 
of  the  meeting  in  the  following  closing  contribu- 
tion: “It  must  be  a source  of  a great  deal  of 
satisfaction  to  the  society  and  to  those  gentlemen 
who  have  read  these  papers,  tonight;  and  cer- 
tainly they  could  have  had  no  greater  reward 
than  the  compliment  that  has  been  paid  them, 
and  through  them  to  the  society,  by  Dr.  Reik 
who  has  said  that  this  is  the  best  County  Society 
meeting  he  has  attended  in  a year  and  a half;  I 
feel  that  must  bring  great  satisfaction  to  every 
member  of  the  society.  As  President  of  the  so- 
ciety, I want  to  congratulate  those  men  who  have 
presented  this  series  of  papers  and  I can  heart- 
ily agree  with  Dr.  Reik  in  saying  that  I think  this 
is  the  best  Morris  County  Medical  Society  meet- 
ing we  have  ever  had.  I want  also  to  take  this 
opportunity  to  express  my  appreciation  of  the 
hearty  cooperation  and  the  spirit  which  these 
men  have  shown  in  accepting  their  appoint- 
ments. I left  the  usual  custom  of  asking  for 
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volunteers  and  tried  the  experiment  of  assigning 
these  papers  and  not  in  one  case  did  the  man 
whom  I asked  refuse.  I think  this  indicates  a 
splendid  spirit.  I feel  very  sure  that  you  all  agree 
that  this  meeting,  which  has  been  our  own,  a 
meeting  in  which  scientific  presentations  have 
been  made  by  members  of  the  society,  has  been 
very  much  worth  while.” 

A social  session  was  entered  into  during  which 
appetizing  refreshments  were  served,  the  enjoy- 
ment of  which  was  enhanced  by  a nice  expres- 
sion of  appreciation  on  the  part  of  ex-Secretary 
and  present  Historian  Kice,  of  an  arm  chair  of 
artistic  design  and  comfortable  proportions,  ac- 
cording to  his  own  description,  which  the  mem- 
bers had  given  to  Dr.  Kice  as  a Christmas  pres- 
ent. The  interest  and  enthusiasm  engendered  by 
the  numerous  incidents  of  the  meeting  obviously 
ran  through  the  social  session,  which  augurs  well 
for  the  promotion  of  the  welfare  of  the  society 
from  every  angle. 


PASSAIC  COUNTY. 

Donald  B.  Low,  M.D..  Reporter. 

February  Meeting. 

The  February  meeting  of  the  Passaic  County 
Medical  Society  was  held  at  the  Health  Center 
Building,  Paterson,  on  Thursday  evening,  Febru- 
ary 11,  with  30  members  and  2 guests  present. 
In  the  absence  of  the  President,  the  First  Vice- 
President,  Dr.  O.  R.  Hagen,  presided. 

On  account  of  the  prevalirig  weather,  the  prin- 
cipal speaker,  Dr.  Clafke,  of  New  York,  was  un- 
able to  be  with  us. 

Dr.  William  Spikers,  of  Paterson,  presented  a 
very  interesting  case  of  “Pedicle  Skin  Graft  of  the 
Hand  following  a Severe  Mangle  Burn”. 

Dr.  L.  G.  Shapiro,  of  Paterson,  presented  a case 
of  “Cardiospasm”,  and  a case  of  “Angioneurotic 
Edema  of  the  Brain  following  an  Injection  of 
Scarlet  Fever  Antitoxin”. 

Dr.  Elias  Marsh,  of  Paterson,  presented  a case 
of  “Foreign  Body  in  the  Eye”  with  resulting 
enucleation  due  to  destruction  of  that  organ  by 
infection. 

A letter  was  read  by  the  Secretary  opposing  the 
“Chiropractic”  and  “Naturopathic”  Bills  now  be- 
fore the  Assembly.  A motion  was  made  to  en- 
dorse the  sentiments  of  the  letter  and  the  Passaic 
County  Medical  Society  go  on  record  as  opposing 
these  bills.  No.  71  and  No.  161,  which  no  doubt 
all  medical  men  have  read.  Dr.  McBride  was 
present  and  said  that  the  State  Society  Welfare 
Committee  opposed  these  bills  likewise  and  also 
suggested  that  a special  committee  be  appointed 
to.  make  personal  visits  to  the  Assemblymen  and 
express  such  objections  to  them. 

Dr.  Marsh  made  an  announcement  that  on 
Wednesday,  February  17,  1926,  there  would  be  a 
meeting  of  the  Medical  Reserve  Corps  at  the  Pat- 
erson Eye  and  Ear  Infirmary.  He  invited  the 
members  of  the  society  to  be  present. 


March  Meeting. 

The  March  meeting  of  the  Passaic  County  So- 
ciety was  held  at  Health  Center  Building,  Pat- 
erson, on  March  11.  Thirty  members  and  one 
guest  were  present,  Dr.  Charles  R.  Mitchell  pre- 
sided. 

Dr.  W.  H.  Glafke,  of  New  York  City,  read  a 


paper  on  “Colitis”.  He  brought  before  the  so- 
ciety cases  in  which  the  common  complaints  were 
gas  bloating,  belching  and  constipation,  of  which 
so  many  patients  complain,  and  cases  in  which 
the  diagnosis  of  gall-bladder  disease,  chronic  ap- 
pendicitis, etc.,  are  made. 

He  first  took  up  the  physiology  of  the  intestine 
from  a standifoint  of  intestinal  tonus,  saying  that 
the  tone  was  greatest  in  the  ascending  colon  and 
duodenum,  lowest  in  the  ileum  and  rectum.  The 
pathology  of  common  colitis,  that  is  not  consid- 
ering specific  colitis,  such  as  tuberculous  or  leu- 
tic,  was  then  considered.  Under  pathology  3 
types  were  explained,  namely,  the  physic  or  ca- 
thartic colon,  the  food  irritated  colon  and  the 
nervous  colon. 

In  taking  up  the  treatment,  Dr.  Glafke  said  no 
irritating  cathartics  should  be  given,  but  lubri- 
cants and  bolus  such  as  mineral  oil  and  agar  can 
be  given;  quiet  the  large  bowel  by  means  of  non- 
laxative  absorbable  foodstuffs  which  will  be  ab- 
sorbed in  the  small  intestine.  He  then  gave  a 
list  of  laxative  and  nonlaxative  foods.  The  non- 
laxative  foods  were:  eggs,  milk,  cream,  cereals 
such  as  rice,  cream  of  wheat  and  farina,  dry 
toast,  soups,  with  the  exceiition  of  tomato  soup, 
macaroni,  chicken,  tea,  coffee,  cocoa,  custards, 
puddings  and  ice  cream.  The  laxative  foods  were: 
coarse  bread,  coarse  cereals,  spinach,  cauliflower, 
string  beans,  cooked  fruits,  such  as  pears  and 
peaches,  raw  fruits,  buttermilk  and  sweets. 

We  should  first  put  the  patient  on  a nonlaxa- 
tive diet  even  to  the  point  of  constipation  to  quiet 
the  bowel.  It  may  even  be  necessary  to  use  a 
diarrhetic  mixture  and  as  the  patient  becomes 
more  comfortable  gradually  add  the  laxative 
foods  until  a normal  stool  is  found.  Rest  in  bed 
is  an  important  factor  when  possible,  as  is  also 
heat  to  the  abdomen.  The  prognosis  is  good  in 
most  cases. 

The  paper  was  discussed  by  Drs.  MacAlister, 
Marsh,  Shapiro  and  Cogan.  after  which  Dr.  Glafke 
answered  several  questions. 

The  matter  of  health  examinations  was  taken 
up  and  a committee  was  appointed  by  the  chair 
to  investigate  this  matter. 


iPoofe  i^ebietu. 


All  books  received  will  be  mentioned  by  title  with  the 
names  of  their  authors,  'publishers,  etc.,  and  this  will  be  con- 
sidered by  the  committee  as  sufficient  acknowledgment  to  the 
publishers.  Selections  will  be  made  for  review  as  the  merits 
of  the  books  or  the  interests  of  our  subscribers  may  warrant. 

International  Clinics. — Volume  No.  1.  36th  Ser- 
ies. 309  pages.  Published  by  J.  B.  Lippin- 
cott  Co.,  Philadelphia,  Pa. 

This  volume  of  the  famous  old  quarterly  con- 
tains its  usual  quota  of  admirable  articles.  The 
increasing  tendency  to  the  use  of  psycho-therapy 
is  considered  in  an  interesting  paper  on  the  de- 
velopment of  “Psychiatrical  Research”,  by  Pro- 
fessor E.  Kraeplin  of  Munich,  Germany,  and  un- 
der Electro  Therapy,  there  are  several  papers 
which  discuss  the  mooted  question  as  to  the  bene- 
fit or  damage  offered  to  the  blood  by  radio  active 
agents,  a very  important  subject  in  view  of  the 
apparent  increase  in  the  number  of  cases  of  per- 
nicious anemia  being  reported. 

All  of  the  articles  presented  are  concise  and 
so  adapted  to  the  needs  of  the  busy  practitioner. 
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SYMPOSIUM  ON  PRECLINICAL  SIGNS  OF  DISEASE. 

In  developing  the  campaign  for  county  society  discussions  of  “Periodic  Health  Ex- 
aminations” various  methods  for  presenting  the  subject  have  been  considered.  At  the 
January  meeting  of  the  Union  County  Society,  for  instance,  a clinical  demonstration  of 
the  method  of  making  a physical  examination  was  staged,  and  this  resulted  in  an  inter- 
esting discussion  of  the  technic  to  be  employed.  The  advantage  of  such  methods  of 
bringing  the  problem  to  the  earnest  consideration  of  all  physicians  was  well  demon- 
strated, and  it  is  possible  that  we  may  in  time  secure  a moving  picture  film  of  a com- 
plete physical  health  examination  for  presentation  at  medical  society  gatherings. 

The  Morris  County  Society  responded  to  the  recpiest  that  they  devote  a session 
to  consideration  of  this  general  subject  by  proposing  to  arrange  a special  symposium 
on  the  early  signs  and  symptoms  indicative  of  commencing  disease.  Through  the  wis- 
dom and  activity  of  President  Glazebrook  and  Secretary  Lathrope,  six  members  of  the 
local  organization  were  selected  and  induced  to  accept  assignments  for  the  writing  of 
papers  upon  different  phases  of  the  subject.  The  result  was  a most  interesting  and  in- 
structive meeting,  and  we  are  pleased  to  publish  this  group  of  papers  for  the  benefit  of 
all  members  of  the  profession  of  this  ^tate  and  as  an  example  of  what  any  of  our  county 
societies  may  do  through  encouragement  of  their  local  talent. — Ed. 


FATIGUE  AS  A PRECLINICAL  SYMP- 
TOM OF  DISEASE. 


George  B.  Emory,  M.D., 
Morristown,  N.  J. 

The  text  books  define  fatigue  as  a more 
or  less  complete  loss  of  muscle  irritability 
and  contractility  brought  on  by  functional 
activity.  It  is  a phenomenon  experienced  to 
a greater  or  less  degree  by  all  of  us.  The 
first  theory  as  to  the  cause  of  fatigue  was 
advanced  by  the  German  physiologist  Ranke 
about  50  years  ago.  He  expressed  the  be- 
lief that,  as  a result  of  the  chemical  changes 
occurring  in  the  muscle  during  contraction, 


certain  substances  were  formed  which  de- 
pressed or  inhibited  the  power  of  contrac- 
tion. These  substances  were  sarcolactic 
acid,  carbon  dioxide,  and  acid  phosphates. 
Another  theory  advanced  by  Weichart  about 
20  years  ago  is  that  fatigue  is  due  to  a speci- 
fic fatigue  toxin,  analogous  to  bacterial  tox- 
ins, and  not  to  lactic  and  other  acids,  re- 
sulting from  muscle  cell  metabolism.  Dr. 
Fenton  B.  Turck,  in  a paper  published  in 
1922,  maintains  the  same  theory  of  a fatigue 
toxin.  He  claims  this  toxin  to  be  the  result 
of  autolysis,  the  tissue  ferments  digesting 
the  exhausted  or  damaged  cells.  Ochsner,  in 
his  book  on  Chronic  Fatigue  Intoxication, 
also  mentions  a toxin  as  a possible  cause  of 
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chronic  fatigue.  On  the  other  hand,  Lee  and 
Aronovitch,  in  1924,  in  their  experiments  on 
the  nature  of  fatigue,  failed  to  confirm  the 
theory  of  a fatigue  toxin. 

Fatigue  is  described  as  being  physiologic 
or  pathologic,  with  no  sharp  dividing  line 
between  the  two  types. 

Physiologic  Fatigue,  also  called  normal 
fatigue,  is  influenced  by  several  factors : 

(1)  The  supply  of  carbohydrates  to  the 
tissues. 

(2)  Supply  of  oxygen  to  the  tissues.  Ac- 
cording to  Hill,  oxygen  combines  with  lactic 
acid  reconverting  a portion  of  it  to  muscle 
carbohydrate. 

(3)  Poisoning  of  the  muscles  and  tissues 
by  sarcolactic  and  ether  acids,  due  to  break- 
ing down  of  the  glycogen  and  to  a lesser 
extent  of  the  proteins  and  fats  of  the  tissue 
cells. 

(4)  The  extent  to  which  these  acid  bod- 
ies accumulate  in  the  blood  and  the  rapidity 
with  which  they  are  excreted  by  the  kid- 
neys, lungs,  and  skin. 

(5)  There  is  also  a psychic  as  well  as  a 
physical  element  in  fatigue.  Voluntary  mus- 
cles are  more  quickly  fatigued  than  invol- 
untary muscles.  Enjoyable  exercise  causes 
less  fatigue  than  monotonous  exercise.  The 
losers  in  an  athletic  contest  are  always  more 
fatigued  than  the  winners. 

This  physiologic,  or  so-called  normal, 
fatigue  is  temporary  in  character,  is  not  a 
symptom  of  disease,  and  requires  no  fur- 
ther consideration. 

Pathologic  Fatigue,  also  called  cumulative 
fatigue  and  chronic  fatigue  intoxication,  is, 
on  the  other  hand,  of  very  great  importance. 

It  is  present  in  nearly  all  disease  condi- 
tions, either  acute  or  chronic,  and  may  pos- 
sibly be  in  itself  a distinct  disease  entity. 
The  nature  of  pathologic  fatigue  differs 
somewhat  from  that  of  physiologic  fatigue. 
It  may  result  from  repeated  and  long  con- 
tinued attacks  of  physiologic  fatigue,  an 
acid  intoxication  due  to  inability  of  the  body 
to  excrete  the  poisons  as  rapidly  as  they  are 
formed.  There  is  also  the  doubtful  possi- 
bility of  chronic  fatigue  being  due  to  a dis- 
tinct fatigue  toxin.  It  also  occurs  in  brain 
workers  of  sedentary  habits  in  whom  it 


could  not  be  the  result  of  muscle  cell  meta- 
bolism with  its  formation  of  waste  acid 
products.  Sir  Clifford  Allbutt  describes  this 
type  of  fatigue  as  “atonic  fatigue”,  due  to 
exhaustion  of  the  higher  centers  in  the 
brain.  In  fatigue  the  cells  of  the  brain  show 
changes,  namely  a shrinking  of  the  cell  and 
loss  of  Nissl  bodies.  It  has  been  generally 
believed  that  nerve  fibers  do  not  show  fa- 
tigue. If  a nerve  trunk  be  blocked  at  its  en- 
trance into  a muscle  and  the  nerve  trunk 
then  stimulated  for  a long  time,  it  will  be 
found  on  removal  of  the  block  that  the  mus- 
cle response  is  normal  to  further  nerve  sti- 
mulation. This  experiment  shows  that  the 
nerve  trunk  is  apparently  not  subject  to 
fatigue.  But  Tashiro,  in  1913,  and  Parker 
(Jour.  Gen.  Physiol.,  Nov.,  1925),  in  1925, 
have  demonstrated  that,  although  the  medu- 
lated  nerve  fiber  is  much  more  resistant  to 
fatigue  than  the  muscle  cell,  the  nerve  fiber 
does  show  fatigue ; but  it  loses  its  irrita- 
bility when  deprived  of  oxygen  and  during 
functional  activity  it  gives  off  minute  quan- 
tities of  carbon  dioxide.  It  is  possible  that 
certain  symptoms  may  be  due  to  nerve  fa- 
tigue and  it  has  been  suggested  that  neu- 
rasthenia may  become  a well  established 
clinical  entity  with  nerve  fatigue  as  its 
cause.  , 

The  fatigue,  which  accompanies  acute  in- 
fectious diseases,  is  a prominent  early  symp- 
tom but  is  not  of  practical  importance.  The 
early  appearance  of  objective  symptoms  es- 
tablishes the  diagnosis  and  overshadows  the 
symptom  of  fatigue. 

For  us  the  great  importance  of  fatigue  is 
(1)  in  preventive  medicine,  and  (2)  as  an 
early  and  sometimes  solitary  symptom  in 
chronic  disorders. 

In  Preventive  Medicine.  The  prevention 
of  chronic  fatigue  is  a most  important  health 
measure.  Not  only  for  industrial  work- 
ers, but  also  for  brain  workers,  for  the 
growing  child,  and  for  each  and  every  indi- 
vidual. Dr.  Borden  S.  Veeder  (J.  A.  M.  A., 
Sept.  3,  1921)  among  others,  has  written  on 
the  part  played  by  fatigue  in  the  physical 
development  of  the  growing  child.  The 
average  child  of  today  leads  a complex  life, 
too  little  rest  and  too  much  mental  stimu- 
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latior..  This  results  in  overfatigue,  malnu- 
trition and  underweight.  These  children  suf- 
fer in  their  mental  and  physical  develop- 
ment. He  stresses  the  importance  of  an  ade- 
quate amount  of  rest  in  the  growing  child 
to  prevent  overfatigue. 

Darlington,  in  a paper  on  “Physiologic 
Principles  Applied  to  Industry”  (Inter. 
Clinics  26:146),  gives  the  following  as  causes 
of  chronic  or  cumulative  fatigue  : 

(1)  Bad  ventilation. 

(2)  Any  condition  causing  diminished 
oxygen  supply  to  the  tissues,  such  as  high 
altitude,  anemia,  etc. 

(3)  Any  condition  interfering  with  the 
general  circulation,  such  as  heart  disease. 

(4)  Any  condition  causing  diminished 
lung  capacity,  as  tight  clothing,  or  disease  of 
the  lungs,  such  as  pulmonary  tuberculosis. 

(5)  Long  continued  overfatigue  of  the 
muscles  causing  accumulation  of  poisonous 
waste  products  in  muscles  and  blood. 

(6)  Intestinal  fermentation  (indol). 

The  products  of  fatigue,  whatever  the 

source,  pass  into  the  blood  and  affect  all 
parts  of  the  body  including  the  nervous  sys- 
tem. In  industry,  the  prevention  of  over- 
fatigue in  the  worker,  is  of  great  im- 
portance ; not  only  from  the  standpoint  of 
the  health  of  the  individual,  but  in  main- 
taining his  efficiency.  Enlightened  employ- 
ers recognize  the  fact  that  a machine 
worker,  if  allowed  frequent  short  intervals 
of  rest  during  the  day,  will  increase  his  out- 
put and  be  less  fatigued  at  the  end.  Spaeth 
(Jour.  Indus.  Hygiene,  Vol.  1,  No.  8,  1920) 
also  stresses  the  importance  of  preventing 
fatigue  in  industrial  workers.  Normal  or 
physiologic  fatigue  is  harmless  but  cumula- 
tive fatigue  is  dangerous  and  the  former 
may  merge  insensibly  in  to  the  latter  and 
there  is  no  physiologic  test  which  will  show 
when  the  danger  line  is  passed.  He  considers 
that  industrial  psychoneuroses  and  other 
serious  nervous  disorders  are  the  result  of 
chronic  fatigue. 

(2)  Fatigue  as  an  Early  Symptom.  Con- 
sidered as  an  early  symptom  in  chronic  dis- 
orders fatigue  is  of  equally  great  import- 
ance. People  do  not  come  to  us  with  fatigue 
as  their  only  complaint  unless  it  is  severe  in 


character  or  of  long  duration.  When  they  do 
come  to  us  with  this  symptom  it  deserves 
careful  investigation,  for  it  is  always  due  to 
some  pathologic  condition  and  often  to  a 
condition  of  serious  nature.  It  has  been,  and 
I think  is  still,  generally  believed  that 
fatigue  plays  an  important  part  in  the  causa- 
tion of  disease.  Sir  James  Paget  is  quoted 
as  saying:  “You  will  find  that  fatigue  has  a 
larger  share  in  the  promotion  or  transmis- 
sion of  disease  than  any  other  single  causal 
condition  you  can  name”.  When  experimen- 
tal evidence  was  sought  to  confirm  this  gen- 
erally held  conviction  it  was  not  found.  Op- 
penheimer  and  Spaeth,  in  1922,  at  Johns 
Hopkins  University,  induced  fatigue  in  rats 
and  guinea  pigs  by  enforced  muscular  exer- 
cise and  then  injected  them  with  lethal  doses 
of  pneumococci.  In  both  species  of  animals 
it  was  found  that  the  fatigued  animals  were 
more  resistant  to  pneumococcus  infection 
than  non-fatigued  animals.  Possibly  these 
animals  were  only  suffering  from  normal  or 
physiologic  fatigue  and  perhaps  this  type 
of  fatigue  is  not  a causative  factor  in  dis- 
ease. But  chronic  or  pathologic  fatigue  is 
a different  matter  and  I think  most  of  us 
feel  that  it  is  a very  important  factor  in  dis- 
ease causation.  Ochsner,  in  his  book  on 
chronic  fatigue  intoxication  (1923),  believes 
chronic  fatigue  to  be  responsible  for  many 
disease  conditions  involving  most  of  the  or- 
gans and  systems  of  the  body.  He  considers 
paralysis  agitans  to  be  a terminal  condition 
of  chronic  fatigue  intoxication. 

Fatigue  is  an  early  and  often  the  only 
subjective  symptom  in  focal  infections.  Ab- 
scessed tooth  roots  or  chronically  infected 
tonsils  may  cause  marked  fatigue  and  no 
other  subjective  symptom,  and  this  symp- 
tom will  clear  up  promptly  on  removal  of 
the  infected  focus.  It  is  an  important  early 
symptom  in  such  chronic  disorders  as  pul- 
monary tuberculosis,  hyperthyroidism,  car- 
diovascular disease,  renal  disease,  depressed 
mental  states,  diabetes,  etc.  There  is  no  need 
of  enumerating  all  the  conditions  in  which 
fatigue  is  an  early  and  prominent  symptom, 
but  I do  wish  to  emphasize  the  importance 
of  fatigue  as  an  early  symptom  in  many 
important  diseases.  We  hear  this  complaint 
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from  patients  frequently,  so  frequently  in 
fact  that  we  do  not  always  give  it  the  atten- 
tion it  deserves.  A patient  who  comes  to  us 
complaining  of  chronic  fatigue  has  some  un- 
derlying pathologic  condition.  It  is  an  in- 
dication of  an  abnormal  state,  and  possibly 
a serious  one.  I he  patient  comes  to  us  for 
relief  and  we  are  not  doing  our  duty  if  we 
only  prescribe  a tonic.  Chronic  fatigue 
should  never  be  lightly  regarded,  its  cause 
should  be  sought  for  and  determined  when- 
ever possible. 


PRECLINICAL  STAGE  OF  CARDIOVAS- 
CULAR DISEASE. 


H.  M.  Larson,  M.D., 
Morristown,  N.  J. 

\\  i t bin  the  past  few  decades  the  mortality 
from  tuberculosis  has  fallen  about  50%. 
During  the  same  period  the  mortality  from 
disease  of  the  circulatory  system  has  risen 
about  50%.  Diseases  of  the  circulatory  svs- 
tem  have  displaced  tuberculosis  and  now 
occupy  first  place  in  the  list  of  the  causes  of 
death.  Figures  for  morbidity  and  the  fin- 
ancial distress  occasioned  by  morbidity  have 
probably  changed  in  a like  manner.  This 
means  that  diseases  of  the  circulatory  sys- 
tem constitute  an  increasingly  grave  prob- 
lem. 

luberculosis  and  diseases  of  the  circula- 
tory system  have  certain  things  in  common. 
Loth  attack,  cripple  and  kill  at  all  ages.  In 
both  there  seems  to  be  an  hereditary  pre- 
disposition and  an  environmental  influence. 
In  both  there  is  a tendency  to  relapse  if  the 
patient  is  not  under  proper  supervision  for 
a sufficient  length  of  time.  Both  tend  to  be- 
come chronic.  With  both  there  is  the  eco- 
nomic situation  that  goes  with  chronic  dis- 
ease and  the  attendant  loss  of  earning 
power.  Both  are  to  a degree  preventable,  ar- 
restable or  curable.  In  both  an  early  diagnosis 
is  of  great  importance. 

The  progress  in  prevention  and  treatment 


of  tuberculosis  has  to  no  small  degree  been 
due  to  organized  efifort.  For  years  there  has 
been  carried  on  a campaign  against  that  dis- 
ease. The  success  of  that  campaign  has  fully 
repaid  all  who  took  part  in  it.  A great  por- 
tion of  the  actual  work  has  fallen  upon  the 
practicing  physician. 

Diseases  of  the  circulatory  system  which 
present  many  sii  filar  problems  must  be 
combated  by  similar  organized  efifort.  This 
campaign  will  in  no  slight  degree  be  like  the 
one  against  tuberculosis.  There  is  reason 
to  believe  it  will  meet  with  similar  success. 

I he  antitub jrculosis  campaign  has  taken  a 
couple  of  decades  to  gain  its  present  vic- 
tories. 1 he  new  campaign  may  not  take  as 
long  to  win  similar  ones.  At  all  events,  a 
great  poition  of  the  work  in  the  new  under- 
taking will  again  fall  upon  the  practicing 
physician. 

I he  detection  of  the  preclinical  or  incipi- 
ent tubercular  case  has  been  an  important 
work  in  the  fight  against  tuberculosis.  The 
discovery  of  the  preclinical  or  early  circu- 
latory case  is  of  equal  importance  in  the 
new  effort,  tor  this  reason  it  is  worth  while 
to  consider  the  genesis  of  circulatory  dis- 
ease and  its  early  signs. 

A discussion  of  the  genesis  of  all  the 
affections  of  the  circulatory  System  is  ob- 
viously impossible  here.  Although  all  too 
numerous,  such  conditions  as  congenital 
heart  defects,  new  growths  of  the  heart, 
traumatic  heart  lesions,  thyroid  hearts,  bac- 
terial endocarditis  due  to  knowm  organisms, 
intoxications  with  certain  chemical  poisons, 
and  \ ai  ious  other  conditions  are  numerically 
relative  unimportant.  So  too  are  certain 
unusual  diseases  of  the  blood  and  vessels. 

I robably  75%  of  all  those  suffering  from 
diseases  of  the  circulatory  system  fall  into 
one  or  other  of  the  followung  4 great  groups  : 

(1)  We  have  the  so-called  rheumatic 
group  accompanying  or  following  tonsillitis, 
chorea  or  acute  rheumatic  fever.  This  group 
belongs  to  the  early  -decades  of  life.  It  in- 
cludes probably  90%  of  youthful  circula- 
tory cases.  Initial  attacks  are  rare  after  35 
years  of  age.  This  form  of  circulatory  dis- 
ease is  undoubtedly  infections.  It  is  per- 
haps communicable.  It  may  be  preventable, 
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irrestable  or  curable.  Every  young  rheuma- 
tic is  a potential,  or  even  probable,  circula- 
tory case. 

(2)  Syphilis  frequently  attacks  the  cir- 
culatory system.  The  heart  and  aorta  seem 
especially  vulnerable.  It  makes  itself  mani- 
fest there  often  toward  the  end  of  the  sec- 
ond decade  following  the  initial  lesion.  This 
makes  it  chemically  a disease  of  middle  life. 
It  is  infectious,  communicable,  preventable 
and  curable.  Every  luetic  is  a potential  cir- 
culatory case. 

(3)  Hypertensive  circulatory  disease  is 
common  in  middle  life.  For  a period 
of  time  preceding  chemical  signs  of  circula- 
tory insufficiency  one  of  two  conditions  may 
be  evident,  chronic  nephritis  or  so-called  es- 
sential hypertension.  The  first  of  these  is 
often  due  to  infection  somewhere,  some- 
time. If  so  it  may  be  preventable.  The  cause 
of  the  second,  we  know  nothing  of.  The 
circulatory  failure  resulting  therefrom  in  a 
great  percentage  of  these  cases  can,  how- 
ever, be  postponed  if  not  prevented.  The 
patient  with  chronic  hypertension  from 
whatever  cause  is  a potential  case  of  cir- 
culatory failure. 

(4)  Arteriosclerosis  is  a common  dis- 
ease of  the  circulatory  system.  Its  most 
usual  sites  are  the  extremities,  the  heart, 
the  brain  and  the  kidneys.  It  is  a disease  of 
late  life.  In  it,  hypertension  may  be  but 
moderate.  In  many  cases  it  is  absent — a 
fact  worth  remembering.  Its  victims  have 
arteries  and  hearts  that  are  old.  They  may 
be  old  because  of  years  of  work  or  perhaps 
because  the  years  have  exposed  them  to 
frequent  or  prolonged  insult  from  intoxica- 
tions or  infections.  The  primary  site  of 
these  may  be  or  may  have  been  in  any  part 
of  the  body. 

All  who  carry  or  have  carried  repeated 
or  prolonged  infections — especially  the 
elderly — are  potential  circulatory  cases  with 
arteriosclerosis,  heart  failure,  apoplexy  and 
nephritis  threatening  them.  Surely  preven- 
tion is  a possibility  in  some  of  these  cases. 

All  tuberculosis  is  due  to  infection,  and, 
after  considering  these  groups  which  con- 
tribute the  greater  portion  of  our  circulatory 


disease,  one  sees  that  most  circulatory  dis- 
ease is  due  to  infection. 

Keeping  in  mind  the  genesis  of  these 
larger  groups  of  circulatory  disease,  it  will 
be  well  to  consider  some  of  the  early  signs 
presented  by  patients  suffering  from  or 
about  to  suffer  from  circulatory  disease.  In 
searching  for  and  weighing  these  signs 
several  things  should  be  borne  in  mind.  The 
circulatory  system  normally  has  a great  re- 
serve and  the  earliest  signs  of  circulatory 
failure  are  usually  signs  of  impairment  of 
that  reserve.  In  the  young,  objective  signs 
frequently  precede  subjective  signs;  in  the 
elderly  the  opposite  is  true.  Any  complaint 
of  a patient  may  be  due  to  an  overwrought 
nervous  system  or  to  disease  or  disorder 
elsewhere  than  in  the  circulatory  apparatus. 
A cardiac  irregularity  or  murmur  may  be 
an  expression  of  a perfectly  normal  heart. 
The  bitterness  of  a complaint  or  the  intens- 
ity of  a sign  is  not  always  proportional  to 
the  gravity  of  a lesion.  The  most  extensive 
degeneration  and  most  profound  exhaus- 
tion of  the  circulatory  organs  may  be  pres- 
ent and  yet  fail  to  give  appreciable  signs. 
It  is  hazardous  to  attach  great  importance 
to  any  one  sign  unaccompanied  by  other 
phenomena. 

Subjective  signs  are  those  of  which  the 
patient  complains  or  to  which  he  may  con- 
fess when  questioned.  Circulatory  patients 
frequently  suffer  from  one  or  more  of  the 
following  discomforts — at  first  usually  dur- 
ing or  after  exercise  or  eating : 

Fatigue,  which  may  be  either  muscular  or 
mental  and  is  frequently  of  a very  marked 
degree.  It  is  first  induced  by  activity  which 
formerly  failed  to  induce  it.  One  sort  of 
activity  may  produce  the  other  form  of 
fatigue.  It  may  appear  not  during  or  im- 
mediately after,  but  hours— sometimes  a 
whole  day — after  the  activity  causing  it. 
This  fatigue  may  perhaps  be  explained  by 
anemia,  asphyxia,  stasis,  chemical  retention 
or  vascular  changes  in  the  protesting  mem- 
bers. 

Substernal  distress,  heaviness  or  pressure 
behind  the  sternum  or  a sensation  of  chok- 
ing coming  at  first  after  exercise  or  eating 
is  a common  symptom.  Walking  in  a cold 
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wind  often  gives  the  patient  his  first  taste 
of  this  discomfort. 

Cough,  without  obvious  good  cause  com- 
ing during  or  after  exercise  or  eating  may 
be  an  early  symptom.  Pulmonary  and  bron- 
chial congestion  with  irritation,  excessive 
secretion  and  at  times  a mild  added  infec- 
tion— or  a dilated  vessel  making  pressure 
on  an  adjacent  nerve  may  be  the  immediate 
cause  of  this  symptom. 

Palpitation  is  complained  of  more  often 
by  patients  without  demonstrable  circula- 
tory disease  than  by  those  with.  When  in- 
duced by  exercise  it  may  be  the  earliest 
sign  of  circulatory  exhaustion  or  degenera- 
tion. It  is  frequently  accompanied  by 
tachyardia  or  an  irregularity — usually  pre- 
mature contractions. 

Dyspnea  induced  by  what  formerly  did 
not  cause  it  is  a prime  complaint.  Exercise 
or  a full  stomach  are  usual  causes.  The  me- 
chanism of  this  symptom  may  have  to  do 
with  engorgement  of  the  pulmonary  sys- 
tem, increased  venosity  of  the  blood  and  its 
effect  on  the  respiratory  center.  Any  slight 
increase  in  load  easily  upsets  a circulatory 
system  where  the  reserve  is  impaired  and 
dyspnea  readily  results. 

Nocturnal  attacks  are  common.  They  may 
come  upon  the  patient  abed,  often  as- 
leep. They  may  superficially  resemble  and 
are  at  times  mistaken  for  bronchial  asthma. 
They  are  precipitated  by  different  causes. 
The  recumbent  attitude  may  mechanically 
interfere  with  free  thoracic  movement,  re- 
laxed laryngeal  muscles  may  permit  a nar- 
rowing of  the  orifice,  and  a less  sensitive 
respiratory  center  may  permit  a slight  as- 
phyxia to  develop.  Dyspnea,  often  of  a very 
violent  type,  quickly  results.  When  accom- 
panied by  cough  and  a frothy  sputum  such 
attacks  may  have  great  significance. 

Pain  may  occur  with  any  type  of  circula- 
tory disease 'and  is  in  some  cases  an  early 
symptom.  Popular  belief  is  that  cardiac 
pain  is  agonizing  and  unbearable.  So  it  may 
be  in  angina  pectoris  or  in  coronary  throm- 
bosis, but  even  in  these  not  always.  Pain  of 
such  severity  is  rare,  while  minor  pains  are 
not  uncommon  in  circulatory  disease.  So 
mild  may  pain  be  as  to  require  special  ques- 


tioning to  elicit  knowledge  of  it.  Most  signi- 
ficant pains  are  induced  by  exercise  or  eat- 
ing. Many  are  precordial  or  substernal  in 
distribution.  Some  radiate.  Others  do  not. 
many  are  accompanied  by  areas  of  super- 
ficial hyperesthesia.  The  mechanism  of  car- 
diac pain  is  such  a subject  of  debate  as  to 
preclude  discussion  here. 

Abdominal  symptoms — anorexia,  epigastric 
fullness  and  abdominal  distention  are  com- 
mon enough  and  may  be  early  signs  of  cir- 
culatory disease.  Vascular  changes  and  con- 
gestion in  the  various  abdominal  organs  ex- 
plain these  symptoms. 

The  objective  signs  of  circulatory  disease 
are  many  and  varied — easy  to  discover  and 
often  difficult  to  interpret. 

Inspection  may  suggest  to  the  examiner 
the  presence  of  one  or  more  of  the  subjec- 
tive signs  already  mentioned.  A peculiar 
pallor,  not  that  of  anemia,  is  to  be  seen  in 
many  cases.  A slight  cyanosis  in  some  cases 
appears  early — early  in  a clinical  if  not  in 
a pathologic  sense.  Unequal  pupils  may  be 
an  early  sign  of  grave  pathology. 

Tortuous,  thickened  or  hardened  arteries 
may  be  discovered  in  the  extremities  or  re- 
tinas. Of  these  cases,  75%  have  similar 
changes  in  the  coronary  arteries.  The  pulse 
may  reveal  the  inequality  of  aneurysm,  the 
abnormal  rate  of  block  or  flutter,  the  dis- 
turbed rhythm  of  premature  contractions, 
block  or  fibrillation  or  the  varying  force  of 
fibrillation,  premature  contractions  or  al- 
ternation. 

Pulmonary  rales  may  be  the  earliest  and 
only  demonstrable  sign  of  circulatory  dis- 
ease. The  same  might  be  said  of  edema. 

In  examining  the  heart  itself  the  point 
farthest  out  and  down  at  which  the  move- 
ment of  the  apex  is  palpable  is  of  great  im- 
portance. When  beyond  the  midclavicular 
line  it  is  worthy  of  note.  When  to  the  exa- 
miner’s knowledge  it  has  moved  outward  or 
downward  from  no  known  cause  outside  the 
heart  itself  it  is  doubly  important.  Percus- 
sion of  the  heart  is  deceiving.  When  percus- 
sion yields  any  information,  other  signs 
more  easily  elicited  tell  more.  Auscultation 
has  been  said  to  hinder  more  than  help  our 
knowledge  of  hearts.  This  may  be  true 
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where  too  much  weight  is  put  upon  the  dis- 
covery and  interpretation  of  adventitious 
sounds — a field  notoriously  fruitful  of  error 
— and  too  little  attention  and  thought  is  be- 
stowed upon  other  phenomena.  However, 
any  changed  or  added  sound  perceived  in  or 
about  the  heart  may  be  important  evidence 
of  circulatory  disease,  taken  in  conjunction 
with  other  signs. 

Blood  pressure  readings  may  reveal  low 
or  high  systolic  or  diastolic  pressure,  rising 
or  falling  pressures,  high  or  low  pulse  pres- 
sure, the  absolute  irregularity  of  fibrilla- 
tion, the  occasional  irregularity  of  prema- 
ture contractions  or  the  regular  irreg'ularity 
of  alternation. 

In  order  to  avoid  failing  to  see  the  woods 
for  the  trees  the  examiner  must  at  all  times 
bear  in  mind  the  prime  object  of  examina- 
tions— to  ascertain  the  nature  and  signifi- 
cance of  the  history,  past  and  present,  the 
subjective  and  objective  signs  and  their 
bearing  on  the  efficiency  of  the  circulation, 
whether  they  indicate  the  presence,  or 
foretell  the  coming  in  the  near  or  distant 
future,  of  circulatory  failue.  The  question 
is  of  the  ability  of  the  circulatory  apparatus 
to  maintain  efficient  circulation  when  call- 
ed upon  to  meet  the  demands  of  efforts  in- 
cident to  the  daily  life  of  the  individual. 


EARLY  EVIDENCE  OF  MENTAL  AND 
NERVOUS  DISORDERS. 

George  B.  McMurray,  M.D., 

Senior  Resident  Physician,  State  Hospital, 
Greystone  Park,  N.  J. 

I know  you  well  realize  how  utterly  im- 
possible it  is  for  one  to  give  a symptoma- 
tology covering  so  large  a field  as  the  sub- 
ject of  psychiatry  in  the  short  space  of  12 
minutes.  Those  of  you  who  are  well  versed 
and  have  trained  and  specialized  in  this  sub- 
ject will,  I trust,  bear  in  mind  the  few  points 
which  I may  bring  out  are  for  the  benefit 
of  the  general  practitioner  and  those  men 
working  along  other  special  lines. 


Lairing  the  past  few  years  great  advance- 
ment has  been  made  in  the  knowledge  and 
scientific  treatment  of  mental  diseases.  The 
field  of  psychiatry  is  now  approached  from 
an  entirely  different  angle  than  heretofore. 
Not  only  are  we  interested  in  the  case  after 
it  has  arrived  at  the  point  for  institutional 
care  but  We  know  through  experience  and 
practice  that  the  individual  throughout  his 
life  is  continually  contending  with  person- 
ality adjustments  which  were  formed  in 
early  childhood  and  would  indicate  that  the 
so-called  problem  child  who  presents  evi- 
dence of  unstable  emotionality,  who  has 
been  considered  odd,  eccentric,  antisocial 
and  sometimes  incorrigible  or  delinquent,  is 
in  the  formation  period  of  a mental  process 
which  may  later  lead  to  insane  tendencies. 
For  this  reason  the  profession  now  lays 
great  stress  upon  and  is  particularly  in- 
terested in  the  child  before  he  reaches  the 
institution — as  early  as  possible — in  order 
that  these  personality  defects  and  environ- 
mental shortcomings  may  be  corrected  and 
the  condition  thus  be  prevented  from  reach- 
ing  the  stage  where  it  would  be  necessary 
to  commit  the  case  to  institutional  care.  It 
is  often  possible  so  to  regulate  the  child’s 
life  as  to  make  him  a useful  and  productive 
citizen. 

Mental  diseases  fall  usually  under  2 gen- 
eral classifications — the  Organic  Group  and 
the  Functional  Group.  The  etiologic  fac- 
tors and  symptoms  of  the  organic  g'roup, 
which  includes  general  paralysis,  arterio- 
sclerosis, cardiorenal  and  toxic  psychosis, 
you  who  are  internal  medical  men  and  gen- 
eral practitioners  have  considerable-  knowl- 
edge of.  We  are  particularly  interested  in 
the  symptomatology  of  the  functional 
group.  In  this  group  we  find  the  dementia 
praecox  and  the  manic  depressive  forms  of 
insanity  and  these  are  the  forms  of  insanity 
which  are  now  crowding  your  hospitals  and 
institutions  to  the  very  door. 

I cannot  go  too  deeply  into  the  sympto- 
matology of  these  functional  psychoses  but 
let  us  consider  some  of  the  high  points.  In- 
sanity does  not  consist  in  delusions  but  in 
the  disorder  of  the  thinking  process  which 
results  in  delusions.  The  transition  which 
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frequently  takes  place  from  the  real  to  the 
unreal  may  be  gradual  or  may  be  accom- 
plished in  the  twinkling  of  an  eye;  in  the 
functional  cases  it  is  as  a rule,  gradual.  The 
early  symptoms  and  manifestations  are  first 
noticed  by  members  of  the  family  but 
seldom  is  any  particular  attention  paid  to 
them.  If  the  child  who  is  in  an  improper 
environment  does  eccentric  things,  is  con- 
sidered moody,  odd,  antisocial,  presents  nu- 
merous conduct  disorders,  is  considered  in- 
corrigible, and  sometimes  delinquent,  these 
are  the  warning  signs  that  the  doctor  should 
be  aware  of  in  order  to  prevent  the  occur- 
rence of  something  more  serious.  From  this 
period  the  child  gradually  drifts  into  a con- 
dition where  he  becomes  more  seclusive, 
does  not  enter  actively  into  sports  with  the 
other  boys  and  is  found  to  be  shy  and  more 
or  less  on  the  out-skirts  looking  on  rather 
than  actively  engaged.  We  then  notice  a 
tendency  for  him  to  withdraw  to  his  room 
if  visitors  call  to  see  the  family;  he  may  have 
some  scruples  about  eating  at  the  table  with 
his  own  family  and  is  found  eating  between 
meals  in  the  kitchen  when  he  thinks  he  is 
unobserved ; he  falls  behind  in  his  studies  ; 
he  begins  to  suspect  that  friends  who  call 
at  his  home  are  talking  about  him  and  he 
becomes  suspicious  of  his  family. 

The  mental  picture  has  now  reached  the 
stage  where  the  symptoms  have  become 
more  pronounced  and  the  patient  has  be- 
come manifestly  psychotic.  Prominent 
symptoms  at  this  time  are  functional  head- 
aches and  insomnia ; patient  spends  most 
of  his  nights  wandering  about  the  house, 
sleeping  late  in  the  morning,  practically 
changing  night  into  day  ; there  is  a gradual 
change  in  the  patient’s  disposition,  so  that 
he  loses  his  usual  activity  and  energy,  be- 
comes self-absorbed,  sullen,  seclusive,  ir- 
ritable. obstinate,  thoughtless  and  careless 
of  obligations.  We  may  now  notice  certain 
disorders  in  the  train  of  thought  which  may 
be  in  the  form  of  a flight  of  ideas,  retarda- 
tion or  difficulty  in  thinking  or  circum- 
stantiality where  there  is  a frequent  change 
of  direction  of  thought  but  the  goal  idea  is 
maintained  and  ultimately  reached  ; or  there 
may  be  a paralysis  of  thought  when  impres- 


sions from  without  are  not  assimilated  and 
form  no  association.  We  may  now  also 
notice  disorders  of  volition  which  may  be 
in  the  form  of  decreased  or  increased  psy- 
chomotor activity,  or  impulsive  tendencies; 
acts  which  are  more  or  less  uncontrollable, 
or  the  manifestation  may  take  the  form  of 
marked  negativism.  There  is  present, 
usually,  disorder  of  the  emotional  field, 
more  often  a progressive  deterioration  of 
the  emotionql  life ; there  is  a lack  of  interest 
in  the  surroundings — an  early  symptom 
which  first  attracts  the  attention  qf  the 
family  to  the  approaching  disease.  The)' 
notice  a change  in  the  patient’s  disposition, 
a laxity  in  morals,  a disregard  for  former, 
cherished  ideals,  a lack  of  affection  for  pa- 
rents and  near  friends.  The  emotional  at- 
titude is  very  often  one  of  anxiety  and  de- 
pression which  may  later  give  way  to 
moderate  elation. 

During  the  early  stages  of  the  disease 
the  patient  has  some  little  insight  into  his 
condition  and  seems  to  realize  that  there  is 
a change  taking  place ; very  often  complain- 
ing that  his  head  feels  numb  or  empty. 
There  are  sometimes  early  defects  of  judg- 
ment and  these  defects  develop  rapidly  and 
become  profound.  The  train  of  thought  is 
at  first  very  little  disturbed  but  sooner  or 
later  there  is  a profound  disturbance — 
speech  becoming  both  incoherent  and  ir- 
relevant. There  are  other  present  disorders 
of  attention,  a condition  where  there  is  an 
inability  of  the  patient  to  fix  his  attention 
for  any  length  of  time  in  one  direction ; an 
inability  to  properly  concentrate. 

In  the  early  stages  of  mental  disease  the 
patient  usually  is  oriented  but  as  the  dis- 
ease progresses  he  becomes  disoriented  in 
one  or  more  or  even  all  fields.  By  orienta- 
tion is  meant  the  power  of  an  individaal  to 
recognize  and  appreciate  his  environment 
and  all  that  pertains  to  it. 

Clouding  of  consciousness  may  exist  to 
any  degree.  The  patient  may  be  so  oc- 
cupied by  his  delusions,  or  terrifying  hallu- 
cinations, as  to  be  quite  unaware  of  the 
reality  of  the  outside  world;  or  there  may 
be  a scarcely  noticeable  departure  form  clear 
consciousness.  In  the  early  part  of  the  dis- 
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ease  there  are  few  or  no  memory  defects 
but  as  the  condition  progresses  memory  be- 
comes impaired.  I will  say  but  little  con- 
cerning illusions,  delusions  and  the  hallu- 
cinatory states  as  I am  sure  you  are  all  per- 
fectly able  to  recognize  them  when  they  are 
present  and  must  realize  that  when  the  pa- 
tient has  reached  this  stage  of  mental  dis- 
ease he  is  in  need  of  institutional  care. 

The  personality  defects  which  are  almost 
always  present,  I will  not  go  into  exten- 
sively—it  is  a study  in  itself  and  is  very 
often  the  key-note  of  the  whole  situation. 
I have  tried  to  give  you  some  of  the  more 
important  symptoms  which  you  may  come 
in  contact  with  in  the  early  stages  of  in- 
sanity. You  may  find  only  one  of  two  of 
these  symptoms  present  when  you  examine 
your  patient  or  they  may  all  be  present  in 
the  mental  picture. 

It  has  been  said  that  there  are  no  two  nor- 
mal persons  alike  and  it  can  be  just  as  truth- 
fully said  that  there  are  no  two  abnormal 
persons  alike  in  their  make-up  and  sympto- 
matology. Each  patient  is  a study  in 
himself,  and  it  is  most  important  to  get 
your  abnormally  quiet,  reserved,  timid,  shy, 
bashful,  retiring,  secretive,  self  absorbed , pre- 
occupied, unsociable  child  early.  Correct  his 
environment,  adjust  his  personality  diffi- 
culties and  prevent  future  disaster.  If  you 
cannot  handle  the  situation  send  or  bring 
the  child  to  the  mental  clinic  which  your 
State  Hospital  at  Greystone  Park  is  estab- 
lishing in  the  7 counties  of  Northern  New 
Jersey  and  let  the  trained  men  in  charge  of 
these  clinics  help  you. 

In  conclusion,  may  I quote  a letter  which 
Dr.  Curry  has  sent  or  is  about  to  send  to 
every  member  of  this  society  : 

“The  aim  of  these  clinics  is  solely  an 
altruistic  one  and  not  for  remuneration.  We 
propose  to  place  at  the  disposal  of  the  medi- 
cal profession  and  social  agencies  the  serv- 
ice of  a trained  staff  of  specialists  whose 
experience  will  be  of  value  in  interpreting 
these  maladjusted,  neurotic  and  psychotic 
l roblems  purely  as  a consultation  service. 
In  every  case  referred  the  patient  will  be 
returned  to  the  source  from  which  he  came, 
with  recommendations  and  the  proffer  of 


such  assistance  as  may  seem  desirable  from 
a psychiatric  social  service  stand-point. 
Prescribing  for  such  patients  will  not  be 
attempted  and  when  medical  and  surgical 
service  is  thought  necessary  the  family  phy- 
sician will  receive  such  recommendation 
with  the  hope  that  there  may  be  a complete 
harmonious  and  ethical  cooperation  for  the 
betterment  of  this  great  class  of  suffers. 

The  purpose  above  all  things  is  to  keep 
the  individual  in  his  home,  among  his  loved 
ones  and  to  restore  him,  if  possible,  to  his 
full  capacity  for  work  and  a cheerful  atti- 
tude toward  life  without  the  necessity  for 
hospitalization  which  results  in  a double 
economic  loss.” 


PRECLINICAL  SIGNS  AND  SYMPTOMS 
OF  GASTRO-INTESTINAL  DISEASE. 


Ellery  N.  Peck,  M.D., 

Pioonton,  New  Jersey. 

For  the  purpose  of  this  discussion,  it  is 
assumed  that  preclinical  signs  and  symptoms 
are  early  indications  of  gastro-intestinal  dis- 
ease. As  a matter  of  fact,  when  signs  and 
symptoms  of  disease,  either  functional  or 
organic,  can  be  noted,  the  disorder  in  ques- 
tion is  already  existent.  Deductions  may 
be  drawn  from  the  occupation,  habitus,  or 
general  appearance  of  the  patient,  as  to  the 
type  of  gastro-intestinal  disturbance  he 
might  suffer,  but  such  deductions  are  not 
symptoms. 

Preclinical  symptoms  or  signs  will  usually 
be  noted  in  a patient  who  presents  himself 
to  the  physician  for  a periodic  health  ex- 
amination or  for  some  other  condition  not 
related  to  the  intestinal  tract,  or  for  slight 
gastro-intestinal  disturbance.  Usually, 
however,  when  a patient  presents  himself 
with  a definite  complaint  of  gastro-intesti- 
nal disturbance,  the  disease  in  question  is 
well  established  and  the  symptoms  can 
scarcely  be  classified  as  preclinical. 

Preclinical  signs  are,  for  the  most  part, 
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related  to  functional  disturbances  of  the 
stomach  or  intestines.  However,  as  organic 
disease  results  in  functional  disturbance,  the 
early  indications  of  this  type  are  also  of  the 
functional  variety. 

Objective  Signs  of  Gastro- Intestinal 
Disease. 

The  color  or  complexion  often  gives  an 
early  hint.  A slight  icteroid  hue  will  prob- 
ably be  due  to  hepatic  or  intestinal  disorder, 
a sallow  complexion  probably  to  some  de- 
gree of  intestinal  disturbance ; redness  of 
nose,  eczema  or  facial  rash  may  be  due  to 
overindulgence  in  carbohydrates  or  to  other 
dietary  indiscretions.  Flabbiness  of  facial 
muscles,  or  drooping,  would  suggest  pos- 
sible intestinal  toxemia  or  tendency  to  gas- 
tro-enteroptosis.  A bright  red  tongue  sug- 
gests hyperacidity  ; if  thickly  coated,  it  sug- 
gests gastro-intestinal  catarrh.  A heavy 
breath  is  also  indicative  of  gastro-intestinal 
toxemia  or  indicanemia.  The  contour  of 
the  abdomen  may  indicate  the  gastro-en- 
teroptotic  type — elongated  abdomen,  flattened 
thorax,  floating  tenth  rib,  flattened  epigas- 
trium and  bulging  hypogastrium.  Palpa- 
tion of  abdomen  may  reveal  tenderness  of 
slight  degree,  but  nevertheless  abnormal,  in 
the  region  of  the  appendix,  epigastrium  or 
sigmoid  colon ; distention  of  the  cecum,  or 
other  portion  of  the  large  intestine,  with 
feces  or  gas,  flatulency — general  or  local- 
ized— are  all  indicative  of  dysfunction. 

Subjective  Signs  and  Symptoms. 

Loss  of  efficiency  is  not  an  uncommon 
complaint.  The  patient  states  that  he  is 
able  to  do  only  half  as  much  as  formerly, 
feels  tired  and  brain  fagged.  Of  course  this 
may  arise  from  causes  outside  the  gastro- 
intestinal field  but  it  is  frequently  due  to 
toxins,  of  which  the  intestine  may  be  the 
source.  Constipation  is  the  most  common 
and  most  important  of  all  symptoms  con- 
nected with  the  gastro-intestinal  tract.  If  it  has 
not  already  resulted  in  functional  or  organic 
disturbance,  it  surely  will  do  so  unless  cor- 
rected. Constipation  is  a relative  term,  de- 
pending upon  quality  and  quantity  of  food 
ingested.  Intestinal  stasis  is  the  cause  of 
more  abdominal  disorders  than  all  other 
conditions  combined.  It  is  probable  that 


in  many  cases  giving  a history  of  fairly 
good  bowel  action,  a test  for  colonic  stasis 
would  reveal  a marked  degree  of  constipa- 
tion. Capricious  appetite,  failing  appetite 
or  abnormal  appetite  may  indicate  early 
gastro-intestinal  disturbance.  Metallic  taste 
in  the  mouth  may  point  to  indicanemia. 
Headache,  especially  of  the  migraine  type, 
should  always  lead  to  a suspicion  of  intesti- 
nal cause.  Vertigo,  unless  of  aural  or  high- 
tension  origin,  is  usually  associated  with 
hepatic  or  intestinal  disturbance.  Periodic 
or  constant  mental  depression  may  be  due 
to  an  abdominal  cause.  Heartburn — im- 
portant early  symptom — is  usually  indica- 
tive of  hyperacidity.  Gas  eructations  or 
“water-brash”  are  also  early  symptoms  of 
gastro-enteric  disease.  Pain  may  also  be 
an  early  symptom ; it  may  be  due  to  gas 
distention,  to  gastric  ulcer,  or  it  may  be 
that  commonly  known  as  indigestion.  For 
the  most  part,  pain  is  not  an  early  symptom 
of  disease  in  the  abdomen. 

Laboratory  findings,  while  not  in  a strict 
sense  signs  or  symptoms,  may  indicate  early 
or  impending  gastro-intestinal  disturbance. 
Urinary  findings  are  often  suggestive  or 
diagnostic  of  beginning  gastro-intestinal 
functional  disturbance.  Blood  findings  may 
be  of  interest  in  early  diagnosis.  Examina- 
tion of  stools  may  show  that  certain  ele- 
ments of  food  are  not  properly  digested; 
that  harmful  parasites  are  present ; that  the 
flora  of  the  colon  is  abnormal — all  indica- 
tive of  present  or  impending  dysfunction 
or  disease.  The  Roentgen  ray  examination, 
even  when  not  aimed  at  the  gastro-intesti- 
nal tract,  gives  at  times  a hint  of  a probable 
abnormal  abdomen. 


PRECLINICAL  EVIDENCE  IN  GYNE- 
COLOGY. 


Inglis  Folger  Frost,  M.D., 
Morristown,  N.  J. 

In  discussing  the  preclinical  evidence  or 
signs  of  gynecologic  disease  onfe  has  to  bear 
in  mind  certain  factors  or  causes  of  these 
diseases  which  are  peculiar  to  women. 
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These  causes  may  be  classified  according  to 
the  3 periods  of  woman’s  life.  First,  that 
of  girlhood;  second,  of  the  child-bearing 
age ; and  lastly,  the  period  of  the  meno- 
pause. There  are,  however,  many  condi- 
tions which  affect  all  these  periods  of 
woman’s  life : anatomic,  hereditary  and  con- 
genital causes,  civilization  and  social  conditions, 
education,  unhygenic  conditions,  child-birth, 
sexual  relations,  criminal  abortion,  venereal 
diseases,  accidental  infections  and  trauma- 
tism, the  different  periods  of  life  and  lastly 
the  influence  played  by  the  ductless  glands. 

The  anatomy  of  the  uterus  and  its  ap- 
pendages must  be  borne  in  mind,  and  its 
relation  to  the  abdominal  cavity.  The  fact 
that  there  is  a direct  communication  from 
the  outside  to  the  peritoneum,  by  way  of 
the  fallopian  tubes,  produces  a means  by 
which  infection  can  enter  fairly  easily.  In- 
flammation and  adhesions  may  be  the  re- 
sult, and  consequent  distortions  of  the 
uterus  and  appendages,  also  gonorrheal,  and 
tubercular  infections  may  gain  entrance  by 
this  means. 

Hereditary  and  congenital  causes  play  a 
great  part  in  gynecologic  diseases  ; the  most 
common,  perhaps,  is  the  inherited  influence 
of  tuberculosis  and  malignant  diseases. 

Certain  dermoid  and  parovarian  cysts 
may  be  due  to  embryonic  cell  displacements. 
Also,  congenital  influence  may  produce  mal- 
formations of  the  genito-urinary  tract. 
Certain  congenital  defects  of  the  pelvis  may 
cause  a general  ptosis  of  the  abdominal 
viscera  and  may  be  the  source  of  pelvic 
lesions. 

Civilization,  as  we  know,  causes  a les- 
sened amount  of  resistance  to  disease  and 
this  is  especially  true  of  pelvic  diseases. 
The  babies  of  savage  races  more  often  have 
small  heads  and  there  is  less  danger  of 
cervical  and  perineal  tears. 

Social  conditions  play  a very  important 
part  in  cases  of  gynecologic  diseases ; this 
may  be  shown  in  both  the  poorer  and  well 
to  do  classes.  The  poorer  classes  are  gen- 
erally less  well  cared  for  in  confinements 
and  therefore  are  more  prone  to  infection 
through  the  medium  of  lacerations  and  poor 
technic  on  the  part  of  the  midwife  or  doctor. 


The  classes  that  are  better  off  are  generally 
rnore  neurasthenic  and  they  bear  diseases 
less  well. 

Occupation  also  effects  many  women,  for 
those  who  have  long  hours  standing  on  their 
feet  are  more  apt  to  have  uterine  displace- 
ments, and  this  is  also  true  of  women  who 
lift  heavy  objects. 

Education  of  today  is  an  important  factor. 
The  modern  education  of  women  in  our 
schools  and  universities  tends  to  develop  the 
brain  at  the  expense  of  the  body.  There  is 
often  too  little  thought  given  to  the  school 
girl  at  the  age  of  puberty  and  during  the 
menstrual  periods.  Many  gynecologists  be- 
lieve that  long  continued  cramped  positions 
of  the  child  in  school  have  a great  deal  to> 
do  with  the  menstrual  irregularities  that 
develop. 

Unhygenic  conditions,  such  as  neglect  of 
personal  cleanliness,  may  be  a decided  cause 
of  disease.  Aslo,  the  care  of  the  intestinal 
tract  and  bladder  is  an  important  factor.  A 
bowel  which  is  constantly  full  interferes 
with  pelvic  circulation  and  naturally  causes 
congestion'  of  the  pelvic  organs.  This  may 
be  followed  by  uterine  displacements  with 
the  accompanying  order  of  d)rsmenorrhea, 
menorrhagia  and  sterility. 

Childbirth  injuries  are  one  of  the  most 
common  causes  of  pelvic  disease.  This  we 
find  more  often  in  the  p-orer  classes  owing 
to  employment  of  the  unskilled  or  careless 
physician.  Perineal  tears  cause  a destruc- 
tion of  the  pelvic  floor  and  result  in  recto- 
cele,  cystocele,  hemorrhoids  and  displace- 
ments. Lacerations  of  the  cervix,  may  cause 
subinvolution,  endometritis,  menorrhagia, 
displacements,  endocervicitis  and  malignant 
diseases.  Carelessness  and  poor  after- 
treatment  of  labor  are  altogether  too  com- 
mon. Failure  in  sewing  perineal  and  cervi- 
cal tears,  the  keeping  of  the  patient  too  long- 
on  her  back,  the  use  of  too  tight  a bandage, 
and  the  getting  a patient  on  her  feet  too 
early,  all  may  cause  trouble.  All  repairs 
should  be  made  immediately  after  delivery 
and  this  not  only  means  perineal  tears  but 
a careful  inspection  of  the  cervix,  which  is 
often  neglected  on  account  of  inaccesibility. 
The  custom  of  keeping  a patient  for  a long 
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time  on  her  back  is  an  error  which  should 
be  avoided ; it  tends  to  result  in  a sagging 
back  of  the  uterus  with  a retention  of  lochial 
discharges  in  the  vaginal  cul-de-sac.  A 
tight  band-.ge  will  also  force  the  uterus 
out  of  position  and  prevent  its  normal  cir- 
culation. 

Sexual  relations  : Single  women  may  es- 
cape certain  diseases  of  a gynecologic  na- 
ture. yet,  on  the  other  hand,  they  are  more 
apt  to  develop  certain  conditions  due  U> 
celibacy.  These  may  include  fibroid  tumors, 
painful  overies,  anemia,  loss  of  fat 
and  irregularity  of  the  menstrual  flow.  Un- 
natural practice  of  intercourse  in  married 
women  may  be  a cause  of  functional  organic- 
disease.  Also,  excessive  sexual  relations 
may  produce  exhaustion  of  the  nervous 
system  with  a chronic  congestion  which 
may  lead  to  endometritis,  menorrhagia  and 
ctlnr  pelvic  diseases.  Criminal  abortions 
are  often  followed  by  sepsis  which  may  lead 
to  sterility  and  chronic  inflammation  of  the 
fallopian  tubes.  Venereal  diseases,  gonor- 
rhea and  syphilis  may  produce  pelvic 
changes  which  result  in  sterility  or  even 
loss  of  life.  Gonococci  may  lay.  as  we  know, 
dormant  for  years  and  after  marriage  may 
cause  a pelvic  inflammation  of  a most  ex- 
tensive kind. 

The  influence  of  the  ovaries  and  other 
ductless  glands  play  a most  marked  effect 
in  the  cycle  of  woman’s  menstrual  life. 
Menorrhagia,  metrorrhagia  and  amenor- 
rhea may  be  caused  by  a disturbed  balance 
of  endocrine  function. 

In  girlhood,  amenorrhea  is  not  at  all  un- 
common. The  causes  of  such  a condition 
are  often  hereditary,  or  it  may  be  the  re- 
sult of  an  adherent  prepuce,  neoplasm,  mas- 
turbation, slow  development  of  the  internal 
organs,  absence  of  the  uterus  or  ovaries, 
atresia  of  the  genital  canal  such  as  imper- 
forated hymen,  or  of  such  diseases  as  chlor- 
osis, phthisis,  congenital  syphilis  and  en- 
docrine disturbances. 

In  the  child  bearing  age,  we  may  have 
amenorrhea,  dysmenorrhea,  menorrhagia 
and  metrorrhagia.  Amenorrhea,  in  this 
period  of  woman’s  life,  may  be  induced  by 
many  of  the  same  causes  we  have  just  men- 


tioned for  the  period  of  girlhood.  Other 
disease  factors  may  also  cause  this  condi- 
tion ; mumps,  measles,  scarlet  and  typhoid 
fever  are  perhaps  the  most  common  of  these. 
Further  conditions  which  we  may  mention 
are  operative  removal  of  the  uterus  and 
appendages,  obesity,  suppression  of  menses 
from  cold  and  psychic  conditions  such  as 
fear,  anger,  anxiety  and  hysteria.  We  also 
have  to  bear  in  mind  that  long  journeys 
may  cause  amenorrhea. 

Dysmenorrhea  is  one  of  the  most  import- 
ant preclinical  signs  and  has  a most  varied  and 
extensive  etiology.  Perhaps  the  most  common 
cause  is  displacement  of  the  uterus ; that  is, 
anterior  and  posterior  flexion,  the  anter- 
ior being  more  likely  to  cause  trouble. 
Among  other  factors,  we  have  errors  of 
development,  neuralgia,  pelvic  congestions 
and  inflammations,  malformations  of  un- 
developed organs,  endocrine  disturbances 
and  obstruction,  in  which  condition  we 
must  keep  in  mind  the  different  flexions  of 
the  uterus.  Pelvic  congestions  are  very 
often  the  cause  of  dysmenorrhea  and  mar- 
ked women  are  more  susceptible  as  con- 
gestion and  inflammation  are  often  directly 
due  to  sexual  intercourse  and  child  bearing. 
The  normal  congestion  of  menstruation 
should  not  be  accompanied  with  pain.  Also, 
in  dysmenorrhea  we  must  keep  in  mind 
over-exertion,  intestinal  disorders,  uterine 
tumors,  subinvolution,  pelvic  adhesions, 
chronic  pelvic  peritonitis,  acute  and  chronic 
diseases  of  the  tubes  and  ovaries,  and  lastly, 
tumor  of  the  ovary. 

Menorrhagia  and  metrorrhagia  must  not 
be  confused  with  one  another.  Menorrhagia 
is  the  excessive  loss  of  blood  at  the  men- 
strual period,  while  metrorrhagia  is  hemor- 
rhage from  the  uterus  independent  of  mens- 
truation. While  these  conditions  are  dif- 
ferent their  causes  are  practically  the  same, 
and  can  be  divided  into  local  and  general. 
Under  local,  we  have  those  of  uterine, 
ovarian  and  tubal  origin  and  with  pathologic 
conditions  in  the  pelvis.  General  causes 
may  be  attributed  to  acute  and  chronic  dis- 
eases, reflex  conditions  and  spinal  disturb- 
ances. Those  of  uterine  origin  are  dis- 
placements of  the  uterus,  pregnancy,  ma- 
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lignant  diseases,  benign  tumors,,  disease  of 
the  cervix  and  inversion  of  the  uterus. 
Ovarian  and  tubal  causes  are  tumors  and 
inflammatory  diseases  of  the  appendages. 
Pelvic  causes  may  be  fecal  impaction,  pelvic 
tumors,  rectal  and  bladder  tumors.  In  look- 
ing for  general  causes  we  have,  as  in  dys- 
menorrhea, acute  and  chronic  diseases  such 
as  purpura,  anemia,  malaria,  syphilis,  tu- 
berculosis, etc.  Also  here  we  have  to  bear 
in  mind  disease  of  ductless  glands  and 
especially  the  part  played  by  the  thyroid 
gland ; this  is  especially  true  in  metror- 
rhagia. Reflex  conditions  such  as  hysteria, 
emotion,  anger  and  fright  may  have  a great 
bearing  upon  irregular  menstruation. 

The  last  period  in  woman’s  life,  as 
measured  from  the  menstrual  cycle,  is  that 
of  the  menopause.  This  generally  occurs  be- 
tween the  ages  of  45  and  50  years,  although 
there  is  no  hard  and  fast  rule,  for  women 
have  been  known  to  reach  this  period  as 
early  as  20  years  of  eage  and  there  also 
have  been  women  who  menstruated  up  to 
80  years  of  age.  A's  a general  rule,  early 
menstruation  means  a late  menopause,  and 
vice  versa.  Certain  diseases  may  cause  an 
early  menopause ; such  as  typhoid  or  ma- 
laria. This  change  generally  takes  place 
gradually  over  a period  of  2 to  3 years,  or 
even  longer.  In  some  cases  it  may  be  of 
short  duration.  There  are  both  mental  and 
physical  changes  but  it  is  the  latter  which 
interest  us  from  a gynecologic  standpoint. 
There  are  abnormal  symptoms  which  have 
very  definite  bearing  on  our  patient  and 
certain  factors  which  should  always  be 
kept  in  mind.  Menorrhagia  and  metror- 
rhagia are  never  caused  by  the  menopause 
and  when  we  have  a profuse  or  irregular 
menstruation  they  must  not  be  thought  of 
as  due  to  a change  of  life.  The  same  is  also 
true  of  bleedings  which  occur  after  the 
menopause  has  been  established  and  at  any 
time  in  later  years.  If  bleeding  does  take 
place  after  menopause  it  is  generally  proof 
of  a pathologic  condition  such  as  cancer  of 
the  cervix,  uterine  body,  or  a benign  fun- 
goid growth  of  the  endometrium.  Gen- 
erally speaking,  all  benign  lesions  tend  to 
disappear  at  the  menopause  and  discharges 


cease.  Therefore,  if  at  this  time  a leukor- 
rhea  springs  into  activity  a physical  ex- 
amination is  urgent,  as  it  is  often  a fore- 
runner of  malignant  disease. 

Preclinical  signs  so  easily  run  into  clinical 
signs  that  it  is  hard  to  draw  a sharp  con- 
trast between  them ; however,  by  keeping 
the  former  in  mind  it  is  easier  to  under- 
stand the  clinical  signs  and  to  make  a proper 
diagnosis. 


PRECLINICAL  SIGNS  AND  SYMPTOMS 
OF  DISEASE  OF  THE  GENITO- 
URINARY SYSTEM. 


T.  S.  Thomas,  M.D., 
Morristown,  N.  J. 

I have  taken  up  this  system  in  the  follow- 
ing order — kidneys,  ureters,  bladder  and 
prostate  gland — and  have  attempted  to  give 
the  preclinical  symptoms  and  signs  of  the 
most  common  diseases  affecting  each  part 
of  the  system  as  mentioned. 

Kidneys 

(1)  Hydronephrosis. — The  patient  may 
have  intermittent  pain  in  the  kidney  region 
for  years.  This  pain  is  indefinite  in  charac- 
ter. It  may  be  dragging,  is  usually  uni- 
lateral, and  there  is  absence  of  urination 
frequency  with  intervals  of  voiding  greatly 
increased  quantities  of  urine.  This  condi- 
tion is  often  induced  by  malformations, 
congenital  or  acquired,  by  prolapsed  kidney 
with  obstruction  from  kinking  of' the  ureter, 
by  stones  in  the  pelvis  or-  ureter,  and  also 
by  papilloma  of  the  kidney  pelvis.  Extra- 
neous causes  may  be  tumors  or  injuries. 

(2)  Pyelitis.- — The  most  frequent  excit- 
ing cause  is  obstruction,  such  as  that  due 
to  a movable  kidney,  narrowing  or  twisting 
of  the  ureter  ; next  in  frequency  are  extra- 
ureteral  and  intraureteral  stricture,  and  ex- 
tension of  infection  from  the  bladder.  Other 
preclinical  signs  are  acute  catarrhal  inflam- 
mations of  the  mucous  membrane  lining-  the 
nose  and  throat,  gall-bladder,  urinary  blad- 
der and  gastrointestinal  tract.  Exposure  to 
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cold,  fatigue,  and  traumatism  are  contribut- 
ing factors. 

(3)  Acute  Suppurative  Diseases  of  the 
Parenchyma.— Acute  unilateral  septic  infarcts 
of  the  kidney  (Brewer  Kidney),  are  due 
generally  to  lowered  vitality  and  occur  be- 
tween the  ages  of  20  and  40  years.  Females 
are  more  frequently  affected  than  males  and 
the  right  k d-.ey  is  nubt  frequently  in- 
volved. Except  for  lowered  vitality,  there 
is  no  preclinical  manifestations  of  its  oc- 
currence. The  chief  points  of  diagnosis  are 
exquisite  tenderness  in  the  costovertebral 
angle,  marked  rigidity  of  the  muscles  pro- 
tecting the  affected  kidney,  presence  of 
albumen,  pus  cells  and  red  blood  cells  in 
specimens  obtained  by  catheter  from  the 
diseased  kidney,  and  a state  of  severe  toxe- 
mia with  septic  temperature  occurring  sud- 
denly in  persons  apparently  well. 

(4)  Acute  Pyelonephritis. — The  history 
of  the  case  invariably  includes  some  ante- 
cedent disease  or  injury  to  the  genito-uri- 
nary  tract.  In  old  men,  hypertrophy  of  the 
prostate  gland;  young  men,  gonorrhea;  in 
women,  pyelitis,  pyosalpinx  or  some  pelvic 
peritonitis,  or  often  postoperative  condi- 
tions following  injuries  to  the  ureter.  At 
first  it  is  a low  grade  type  of  sepsis,  indi- 
cated by  an  irregular  temperature,  more  or 
less  continuous  rapid  pulse,  loss  of  appetite 
and  strength,  and  gastro-intestinal  irrita- 
tion. 

(5)  Chronic  Suppurative  Diseases. — Pyo- 
nephrosis is  usually  the  result  of  a long 
continued  suppuration  of  the  kidney,  asso- 
ciated with  obstruction.  It  may  develop 
from  an  infected  hydronephrosis,  a renal 
calculus  with  an  infected  pelvis,  a chronic 
pyelitis,  a pyelonephritis,  or  abscess  of  the 
kidney.  There  is  a history  cf  urinary  dis- 
turbance lasting  for  months  or  years.  The 
original  lesion  may  be  referred  to  the  ure- 
thra, prostate,  bladder,  ureter,  or  kidney, 
and  is  always  associated  with  infection.  The 
patient  complains  of  dull,  aching  pains  in 
the  back  or  lumbar  region  and  symptoms 
of  a chronic  low  grade  sepsis.  The  pains 
are  aggravated  by  motion,  are  paroxysmal 
in  character,  and  there  are  usually  periods 


of  complete  relief  from  pain  depending  upon 
the  character  and  extent  of  obstruction. 

(6)  Tuberculosis. — As  to  frequency  of  tu- 
berculosis of  the  kidney,  Kuster  found  that 
10%  of  those  dying  from  tuberculosis 
showed  renal  involvement.  Kronelin  and 
Israel  reported  that  one-third  of  all  cases 
of  suppurative  disease  of  the  kkk.ey  were 
due  to  tuberculosis.  Age  incidence  is  most 
frequently  between  20  and  40  years  and  it 
affects  men  and  women  equally ; 90%  when 
first  examined  show  involvement  of  only 
one  kidney.  The  onset  of  the  disease  is  so 
insidious  and  the  symptoms  referable  to 
the  kidney  are  so  slight,  that  attention  as 
a rule  is  not  called  to  the  kidney  as  a source 
of  persistent  pyuria  or  vesical  irritability 
until  the  lesion  is  well  advanced.  Some  pa- 
tients complain  of  dull  aching  in  the  region 
of  the  affected  kidney ; in  women,  it  is  usual- 
ly increased  during  the  menstrual  period. 
Frequently  the  kidney  on  the  opposite  side 
gives  rise  to  some  symptoms  due  to  com- 
pensatory congestion  and  hypertrophy.  It  is 
frequently  the  case  that  the  sound  kidney 
is  more  sensitive  than  the  diseased  one. 
The  usual  symptoms  of  inflammatory  dis- 
ease of  the  kidney  are  lacking  unless  we 
suddenly  get  urethral  obstruction.  There 
is  no  renal  colic,  no  pain  referred  along  the 
ureter,  no  vomiting,  no  loss  of  weight  or 
strength  and  no  night  sweats  until  the  later 
stages  of  the  disease.  Occasionally  we  have 
mixed  infection  and  calculus  disease  asso- 
ciated with  tuberculous  involvement,  and 
this  would  change  the  clinical  picture. 

(7)  Renal  Calculus. — Primary  stones  are 
those  which  develop  in  the  kidney  without 
previous  infection ; uric  acid,  oxalate  and 
cystin  stones  are  primary.  Secondary 
stones  are  those  which  develop  as  a result 
of  a suppurative  process,  and  these  are  phos- 
phatic  stones.  Therefore,  the  preclinical 
signs  and  symptoms  of  renal  calculi  are  de- 
pendent upon  the  amount  of  these  ingre- 
dients excreted  from  the  kidney,  and  also 
upon  the  history  of  previous  suppurative 
disease  of  the  kidneys.  If  an  acute  infection 
of  the  kidney  is  engrafted  upon  the  calcu- 
lus disease,  the  symptoms  are  accompanied 
by  marked  fever,  septic  manifestations. 
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such  as  pyuria,  continuous  pain  and  tender- 
ness in  the  renal  zone  which  does  not  sub- 
side but  may  be  aggravated  at  times. 

(8)  Renal  Tumors.  — Carcinoma  of  the 
kidney  is  a comparatively  rare  condition 
and  is  seldom  primary.  It  is  seen  mostly  in 
the  aged.  Sarcoma  of  the  kidney  is  more 
frequent  and  occurs  almost  exclusively  in 
children  and  persons  under  30  years  of  age. 
Hypernephroma  is  by  far  the  most  frequent 
form  of  renal  tumor ; comprises  about  80% 
of  the  malignant  growths  of  the  kidney. 

The  first  symptoms  vary  with  the  indi- 
vidual case.  Some  form  of  dull  pain  localized 
in  the  renal  zone  is  a frequent  complaint. 
An  unexplained  general  weakness  and  steady 
loss  of  weight  with  cachexia  may  call  for 
the  first  examination  of  the  patient.  Oc- 
currence of  a sudden  hematuria  is  often  the 
first  symptom  to  attract  attention.  Ac- 
cidental discovery  of  a tumor  mass  in  the 
kidney  region  is  less  frequent.  Various 
other  symptoms,  such  as  vomiting,  jaundice, 
diarrhea  and  fever,  are  limited  usually  to 
the  cases  of  hypernephroma. 

(9)  Hemorrhagic  Diseases. — -The  most 

frequent  causes  of  painless  hematuria  of 
renal  origin  are  acute  and  chronic  nephritis, 
renal  varix,  and  villous  papilloma  of  the 
renal  pelvis.  Acute  inflammation  of  the 
kidneys  is  the  result  of  congestion  caused 
by  poisons,  such  as  cantharides  and  potas- 
sium chlorate,  the  toxemias  which  accom- 
pany the  more  acute  infectious  diseases, 
and  congestion  resulting  from  extensive 
burns  on  the  body.  There  are  2 forms  of 
chronic  nephritis  in  which  hematuria  is  apt 
to  occur : First,  the  diffused  chronic  pa- 

renchymatous nephritis  which  is  accom- 
panied by  paroxysmal  attacks  of  severe 
hematuria  where  the  amount  of  urine  is 
diminished,  the  specific  gravity  is  low  and 
there  is  a large  amount  of  albumen,  many 
hyaline  and  granular  casts,  many  red  blood 
cells  and  leukocytes,  and  frequently  blood 
casts  and  epithelial  casts;  secondly,  the  con- 
tracted and  arteriosclerotic  kidney,  where 
the  urine  is  increased  in  amount,  lowest 
in  specific  gravity  and  contains  little  al- 
bumen. 

Renal  varix  is  a condition  of  localized  in- 


creased vascularization  of  a renal  papilla. 
The  patient,  usually  in  good  health,  sud- 
denly notices  hematuria  with  the  absence 
of  any  exciting  cause.  It  occurs  with  vary- 
ing frequency  in  men  and  women  over  25 
years  of  age.  The  hemorrhage  may  last  but 
a few  days,  only  to  disappear  and  recur 
hyaline  and  granular  casts,  many  red  blood 
again,  even  after  weeks,  months  or  years ; 
it  may  be  continuous  from  the  first,  caus- 
ing progressive  anemia. 

Villous  papilloma  may  occur  as  a single 
papilloma  or  as  a diffuse  growth  scattered 
over  the  mucous  membrane  of  the  renal 
pelvis.  In  the  early  stages,  hematuria  is 
the  only  sign  of  its  presence.  Hemorrhage 
occurs  without  a warning,  independent  of 
any  cause,  and  ceases  suddenly,  leaving  the 
urine  perfectly  clear. 

Anuerysms  of  the  renal  vessels  usually 
give  a history  of  some  injury  to  the  kidney. 
The  onset  of  symptoms  is  variable ; the  first 
symptom  may  be  pain,  hematuria  or  grad- 
ual formation  of  a tumor  in  the  kidney 
region  which  is  slightly  tender. 

Filaria  sanguinis  hominis  infection  shows 
hematuria  alone  or  associated  with  chy- 
luria,  but  this  infection  is  rarely  found  in 
this  climate. 

Bilharz’s  disease  is  characterized  by  a 
persistent  hematuria,  bladder  irritability, 
frequent  urination  and  frequent  association 
of  renal  and  vesical  calculi ; the  ova  of  the 
parasite  is  found  in  the  urine.  In  Egypt, 
it  is  one  of  the  most  frequent  causes  of 
hematuria. 

(10)  Unclassified  Diseases. — Single  and 
multiple  cysts  are  frequently  associated 
with  other  diseases  of  the  kidney,  being 
generally  simple  retention  cysts ; such  cysts 
are  met  with  in  tuberculosis  of  the  kidney, 
neoplastic  disease  of  the  kidney  and  chronic 
interstitial  nephritis.  The  symptoms  are 
due  only  to  pressure  signs,  and  the  pre- 
clinical  signs  depend  upon  the  size  of  the 
kidney  and  the  presence  of  a tumor  with 
reflex  phenomena  from  pressure.  Poly- 
cystic degeneration  of  the  kidney  is  almost 
invariably  bilateral,  and  the  patient  suffers 
from  anemia,  cardiovascular  changes,  gas- 
tric disturbance,  pain  and  discomfort  in 


218 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


May,  1926 


the  renal  zones ; there  are  evidences  of  neph- 
ritis, soft  tumors  in  the  renal  zones  which 
most  often  retain  the  shape  of  the  kidney 
and  increase  steadily  in  size  with  no  evi- 
dences of  suppuration.  The  disease  is  most 
common  during  the  first  year  and  after  the 
fortieth  year  of  life;  it  is  almost  unknown 
between  the  first  and  twenty-first  years. 
Echinococcus  cyst  of  the  kidney  is  very  rare 
and  is  without  noteworthy  symptoms ; his- 
tory of  a slowly  developing  tumor  in  the 
renal  zone,  usually  the  left  side ; booklets 
rarely  appear  in  the  urine  unless  the  cyst 
ruptures  into  the  pelvis,  when  a ureteral 
colic  develops.  Syphilis  of  the  kidney ; syphi- 
litic diffuse  nephritis  or  gummatous  tumors 
of  the  kidney  are  occasionally  observed ; the 
symptoms  are  headache,  anemia,  loss  of  weight 
and  strength,  with  a history  of  exposure  or 
of  positive  Wassermann. 

Diseases  of  the  Ureters. 

The  ureters  are  subject  to  the  same  dis- 
eases, both  obstructive  and  inflammatory,  as  is 
the  urethra.  The  occurrence  of  anomalies 
of  development  are  relatively  frequent  in  the 
ureter,  appearing  in  about  3 out  of  100  cys- 
toscopic  examinations.  The  most  frequent 
anomaly  is  a double  ureter  on  one  side.  This 
is  important  because  the  2 ureters  may  lead 
to  different  portions  of  the  same  kidney,  or 
to  a superimposed  kidney,  the  one  portion  be- 
ing diseased  and  the  other  perfectly  normal. 
If  the  lower  third  of  the  ureter  is  diseased, 
some  change  will  usually  be  seen  at  the  ure- 
teral meatus.  This  is  especially  true  of  a 
descending  calculus,  tumor  formation  and  tu- 
berculous disease  of  the  ureter  below  the  brim 
of  the  pelvis. 

(1)  Stricture.- — The  same  factors  which 
cause  strictures  of  the  urethra  may  affect  the 
ureter,  namely,  infections,  trauma,  etc.,  except 
that  the  gonococcus  is  uncommon.  The  first 
symptom  may  be  a full  pain  in  the  region  of 
the  kidney  or  tenderness  along  the  course  of 
the  ureter,  or  a resultant  hydronephrosis  fol- 
lowing the  obstruction.  Strictures  of  inflam- 
matory origin  are  dilatable  and  are  diagnosed 
by  inability  to  pass'  the  ordinary  ureteral 
catheter,  accompanied  by  extreme  pain  as  the 
catheter  approaches  the  point  of  stricture. 

(2)  Dilatation. — This  may  take  place  as 


a result  of  pressure  on  the  ureter  or  of  any- 
thing which  obstructs  the  escape  of  urine  into 
the  bladder.  Such  conditions  are  accompa- 
nied by  pain  and  symptoms  referable  to  the 
kidney  of  that  side.  We  may  expect  such 
symptoms  in  the  following  conditions: 

(a)  Due  to  spinal  disease,  the  effect  upon 
the  musculature  of  the  ureter  and  bladder 
owing  to  lack  of  innervation,  because  relaxed, 
and  the  ureter  becomes  flabby  and  dilated. 

(b)  Due  to  back  pressure  from  obstruc- 
tion, seen  most  frequently  as  a result  of  stric- 
ture of  the  urethra,  enlargement  of  the  pros- 
tate or  tumor  of  the  bladder. 

(c)  Pregnancy.  In  the  majority  of  preg- 
nant women  the  ureters  are  dilated,  due  pos- 
sibly to  direct  pressure  of  the  enlarged  uterus 
and  to  changes  in  the  innervation  of  the  mus- 
cular walls  of  the  ureter. 

(d)  Inflammatory  lesions.  This  occurs 
most  frequently  in  the  vesicle  portion  of  the 
ureter,  due  either  to  extra-ureteral  or  intra- 
ureteral  causes. 

(e)  Obstruction.  There  are  3 distinct 

types : Obstruction  due  to  anomalous  renal 

blood-vessels ; obstruction  due  to  tuberculous 
disease  of  the  ureter;  and  obstruction  from 
calculi  impacted  in  the  ureter.  The  impor- 
tant points  here  are  history  of  previous  at- 
tack of  pain,  character  of  pain,  location,  radi- 
ation ; there  may  be  nausea  and  fever. 

(f ) Ureteral  fistula,  which  occurs  usually  as 
a result  of  some  traumatic  or  operative  injury, 
as  in  extensive  inflammatory  conditions,  or 
new  growths  in  the  pelvic  organs. 

Disease  of  the  Bladder. 

Cystitis  is  an  inflammation  of  the  bladder 
due  to  germ  infection.  Sudden  acute  conges- 
tion due  to  retention,  chilling,  irritating  con- 
dition of  the  urine,  or  a foreign  body  are 
not  considered  true  inflammations,  since,  un- 
dess  there  is  added  to  this  congestion  germ  in- 
fection, the  condition  is  transitory  and  is  at- 
tended by  no  lesions,  barring  vascular  en- 
gorgement. Yet,  while  the  congestion  lasts, 
the  symptoms  are  identical  with  those  of  acute 
cystitis. 

The  predisposing  causes  are  those  which 
favor  congestion : 

(1)  Retention.  Acute  distention  favors 
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congestion  more  than  a gradual  accumulation 
of  urine,  as  seen  in  strictures  of  the  urethra 
or  in  prostatic  obstruction. 

(2)  Trauma.  May  be  due  to  a jar,  strain 
or  contusion  or  laceration,  rough  instrumenta- 
tion or  bruising  by  a stone  or  foreign  body. 

(3)  Muscular  contractions,  frequent  or 
prolonged,  may  be  excited  reflexly  by  lesions, 
irritations,  inflammations  of  the  rectum,  sexual 
organs,  kidneys  or  urethra  or  may  be  due  to 
hypersensitiveness  of  the  micturition  center, 
or  to  the  habit  of  polyuria. 

(4)  Abnormal  conditions  of  the  urine ; 
strongly  acid  or  markedly  alkaline,  or  low  or 
high  specific  gravity.  Severe  burns,  or  over- 
doses of  drugs,  cantharides,  turpentine,  bal- 
sams, alcohol  or  arsenic. 

(5)  Tumors  and  calculi  indirectly  pre- 
dispose to  congestion  by  admixture  of  blood 
and  urine,  thus  rendering  it  alkaline  and  pe- 
culiarly rich  as  a culture  fluid. 

(6)  Surface  chillings;  wet  feet,  sitting  on 
damp  ground,  may  cause  a congestion. 

(7)  Prolonged  sexual  excitement  or  sexual 
excesses  may  cause  a marked  hyperemia. 

(8)  Cardiac  weakness,  venous  obstruction 
and  atheromatous  changes  in  the  aged,  en- 
larged prostate  with  retention  of  urine,  a large 
cystocele  following  child  birth,  make  the  de- 
velopment of  cystitis  nearly  certain. 

(9)  Lesions  of  the  central  nervous  system 
cause  congestion  by  destroying  vasomotor  con- 
trol. 

The  exciting  cause  of  cystitis  is  local  infec- 
tion, and  this  infection  is  commonly  due  to 
catheterization  or  urethritis.  The  microbes 
may  also  enter  the  bladder  from  the  kidneys, 
by  way  of  the  blood  or  lymph  channels,  or 
they  may  pass  directly  from  the  rectum,  this 
direct  passage  being  particularly  liable  to  take 
place  in  cases  of  constipation,  inflammation, 
hemorrhoids  or  tumors  of  the  rectum.  Peri- 
cystic infection  may  also  occasion  local  bladder 
infection  by  destroying  the  bladder  wall  and 
discharging  pus  into  its  cavity. 

The  organisms  most  commonly  found  in 
cystitis  are  the  colon  bacillus,  staphylococci 
and  streptococci,  of  the  ordinary  pus  forming 
organisms,  and  the  bacillus  proteus  vulgaris. 


It  seems  clear  that  the  gonococcus  may  in- 
vade a part  or  even  the  whole  of  the  trigonum, 
but  there  is  evidence  that  the  remaining  vesical 
mucous  membrane  is  at  least  partially  immune 
to  its  attack.  Cases  of  true  bladder  inflam- 
mation traceable  to  gonorrhea  are  usually  due 
to  mixed  infection. 

The  cystitis  of  syphilis  is  more  commonly 
seen  in  the  tertiary  than  secondary  stage. 
These  patients  may  have  a marked  retention 
with  very  little  pain,  or  they  may  have  sudden 
painless  hematuria.  Tuberculosis  of  the  blad- 
der is  a disease  of  early  and  middle  life,  oc- 
cur ing  chiefly  between  the  ages  of  15  and  40 
years.  It  is  found  more  frequently  in  males 
than  females,  and  is  usually  associated  with 
tuberculosis  of  the  kidney,  often  with  that  of 
the  seminal  vesicles,  epididymes  and  prostate. 
The  predisposing  causes  have  been  found  to 
be  tuberculous  nephritis,  a general  tuberculous 
tendency,  often  inherited,  together  with  an  in- 
fectious cystitis.  Primary  tuberculosis  of  the 
urinary  organs  is  most  likely  to  attack  the  kid- 
neys. Tuberculosis  of  the  bladder  is  usually 
a descending  one  from  the  kidneys.  Occa- 
sionally it  is  secondary  to  tuberculous  epididy- 
mitis or  vesiculitis. 

Stones  in  the  Urinary  Bladder. — For  a cal- 
culus to  form,  2 main  factors  are  requisite : 
( 1 ) a diathetic  tendency  to  over-elimination  of 
urinary  solids,  which  form  its  basis;  (2)  local 
conditions  which  cause  these  solidis  to  con- 
glomerate. The  diathetic  tendency  is  strongly 
marked  in  certain  localities  but  there  are  so 
many  factors  entering  into  this,  such  as  cli- 
mate, surroundings,  diet  and  habits,  which  dif- 
fer so  much  that  no  general  law  can  be  de- 
ducted, which  bears  on  calculus  formation.. 
Statistics  have  been  compiled  showing  that 
among  clinic  patients  the  percentage  is  rela- 
tively high  in  individuals  under  20  years  of 
age,  and  due  apparently  to  lack  of  proper  nour- 
ishment, insufficient  food  and  improper  hy- 
genic  surroundings ; on  the  other  hand,  over 
60%  of  the  private  patients  with  calculus  be- 
ing over  50  years  of  age,  of  upper  and  middle 
classes,  were  predisposed  to  uric  acid  diathesis 
because  of  sedentary  habits ; vital  activity  was 
diminished,  without  lessening  the  quantity  and 
quality  of  food  ingested.  The  relative  differ- 
ence in  length  and  dilatability  of  the  male  and 
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female  urethra,  probably  explains  the  greater 
frequency  of  calculus  in  men.  The  short  dilat- 
able urethra  of  the  female  allows  small  stones 
to  pass  through  the  urethra  without  discomfort 
while  in  the  male  they  are  more  frequently  re- 
tained and  thus  enlarged.  The  proportion  of 
calculi  found  in  the  female  bladder  as  com- 
pared to  the  male  bladder  is  about  1 to  22. 

Ulcers  of  the  Bladder. — There  are  several 
types : 

(1)  Severe  cystitis;  preclinical  signs,  his- 
tory of  bladder  infection  with  frequency,  pain 
and  hematuria. 

(2)  Tuberculous  ulcerations;  usually  a 
history  of  tuberculosis  of  the  kidneys,  seminal 
vesicles,  epididymes  and  prostate. 

(3)  Traumatic  ulceration  due  to  foreign 
bodies,  stones  or  instrumentation. 

(4)  Typhoid  ulceration;  a history  of  hav- 
ing had  the  disease. 

(5)  Solitary  ulceration  of  Fenwick  is  very 
rare.  No  definite  preclinical  signs;  it  is  inden- 
tified  by  the  cystoscope,  usually  located  near 
a ureteric  orifice,  on  the  posterior  wall  of  the 
bladder.  Fenwick  believes  this  ulcer  is  likely 
to  undergo  tuberculous  changes. 

(6)  Malignant  ulceration  is  clinically 
characterized  by  frequency  of  urination  and  by 
pain  referred  to  the  suprapubic  region  or  the 
external  meatus.  Hematuria  is  not  an  early 
symptom.  It  is  frequently  complicated  by 
cystitis.  The  exact  diagnosis  can  only  be  made 
by  inspection. 

(7)  Parasitic  ulcer  of  Bilharz  is  seen 
mostly  in  Egypt  and  the  main  symptom  is  pain- 
less hematuria. 

Tumors  of  the  Bladder. — The  history  and 
symptoms  of  a tumor  of  the  bladder  are  seldom 
sufficiently  characteristic  to  enable  one  to  make 
a correct  diagnosis.  In  the  early  stages  of  tu- 
mor formation,  unless  pressure  exists,  there 
are  usually  no  symptoms.  The  first  sign  of 
trouble,  as  a rule,  is  a symptomless  hematuria 
brought  on  by  exercise  or  over-exertion.  The 
attacks  of  hematuria  are  intermittent,  increas- 
ing in  frequency  as  the  tumor  grows. 

Prostate  Gland. 

In  the  acute  type  of  prostatitis  there  is 
usually  a history  of  exposure'  to  infection, 


most  commonly  by  the  gonococcus,  and  the 
prostatitis  follows  a posterior  urethral  in- 
fection with  secondary  invasion  of  the 
prostate  gland.  The  early  signs  are 
uigeney,  frequency,  pain  referred  to  the 
perineum,  with  a sense  of  fullness  in 
the  perineum  accompanied  by  vesicle  and  rectal 
tenesmus.  Some  patients  have  great  difficulty 
in  urinating,  which  may  go  on  to  complete  re- 
tention. Frequently  there  are  painful  noctur- 
nal pollutions,  sometimes  bloody. 

Chronic  prostatitis  may  be  induced  by  acute 
or  chronic  posterior  gonorrhea.  It  may  be  the 
result  of  a posterior  urethritis  caused  by  ex- 
cessive masturbation  in  young  boys  and  by 
sexual  excesses  and  abnormalities  in  older  men, 
such  as  long  continued  and  ungratified  sexual 
desire.  Other  causes  are  forcible  injection  of 
solution  into  the  deep  urethra  and  bladder  by 
means  of  a large  hand  syringe.  Also,  motor 
cycling  and  horseback  riding,  and  the  all  too 
prevalent  “withdrawal”  during  intercourse  to 
prevent  conception.  In  prostatic  abscess  there 
is  usually  a history  of  recent  gonorrheal  in- 
fection; suppuration  is  ushered  in  by  agoniz- 
ing and  constant  throbbing  pain  in  the  pros- 
tate, with  sweating,  fever  and  chills,  and  there 
follows  frequent  painful  dribbling  of  urine 
which  may  go  on  to  complete  retention. 

Hydatid  cysts  of  the  gland  are  extremely 
rare  and  the  only  symptoms  are  interference 
with  micturition  or  defection,  and  pain;  de- 
tection of  a fluctuating,  noninflammatory  tu- 
mor would  lead  to  a diagnosis.  Retention 
cysts  are  associated  with  hypertrophied  pros- 
tates and  are  sometimes  found  in  newly  born 
children.  These  may  readily  cause  interfer- 
ence with  micturition.  In  the  early  stages, 
carcinoma  causes  no  symptoms  indicative  of 
the  nature  of  the  trouble.  The  first  symptoms 
simulate  prostatic  hypertrophy  of  a benign 
type,  difficulty  and  frequency  of  urination  be- 
ing the  most  common.  The  difficulty  may  be 
anything  from  a slowness  in  starting  or  a lack 
of  force  to  the  stream,  to  complete  retention, 
or  frequency  increasing  gradually  until  it  be- 
comes a condition  of  continual  unrest.  Pain 
and  hematuria  are  later  symptoms.  Sarcoma 
is  comparatively  rare  and  occurs  at  any  period 
of  life,  nearly  50%  having  been  found  in  the 
first  decade.  Sarcoma  usually  springs  from 
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the  upper  and  posterior  part  of  the  prostate 
and  grows  chiefly  in  an  upward  and  backward 
direction ; for  this  reason  disturbance  of  urina- 
tion is  a relatively  late  symptom.  Occasionally 
the  urethra  is  infiltrated  and  sarcomatous  pro- 
jections have  been  found  in  the  lumen.  In- 
volvement of  the  mucosa  of  the  bladder  is  rare. 
The  earliest  symptoms  of  the  disease  may  be 
urinary  obstruction  or  pain — rarely  obstruc- 
tion in  the  rectum.  The  course  of  the  disease 
is  more  rapid  than  that  of  carcinoma. 

Corpora  amylacea  are  constantly  found  in 
the  prostate  and  their  presence  can  scarcely 
be  considered  abnormal.  This  name  is  given 
to  them  because  they  exhibit  a granular  nu- 
cleus probably  made  up  of  degenerated  epithe- 
lial cells  and  mucus.  In  youth  these  bodies  are 
microscopic  in  size  and  seldom  cause  any  symp- 
toms. As  they  enlarge  they  act  as  foreign 
bodies,  exciting  inflammation,  and  having  de- 
posited in  and  upon  them  lime  salts,  thus  form- 
ing calculi,  or  they  may  come  from  the  bladder 
or  urethra  and  may  be  deposited  in  the  prostate. 
The  early  symptoms  are  those  of  a posterior 
urethritis  or  a chronic  prostatitis. 

Syphilis  of  the  prostate  is  exceedingly  rare. 
A few  cases  of  tertiary  syphilis  have  been  re- 
ported. There  is  a urethral  discharge  at 
times,  during  the  secondary  stage  of  the  dis- 
ease, when  the  mucous  patches  of  the  urethra 
may  extend  posteriorly  and  cause  a profuse 
yellow  discharge  simulating  gonorrhea. 

Tuberculosis  may  be  primary  in  the  pros- 
tate or  secondary  to  involvement  of  other  or- 
gans either  adjacent  or  remote.  Primary  tu- 
berculosis of  the  prostate  is  commonest  in  the 
prime  of  life,  frequently  induced  by  pos- 
terior urethritis.  The  history  in  many  cases 
shows  that  tuberculous  involvement  follows 
gonorrhea.  The  prostate  is  usually  enlarged 
from  inflammatory  congestion,  abscess  forma- 
tion takes  place  slowly,  and  ulcers  form  which 
steadily  extend.  Mixed  infection  supervenes. 
The  symptoms  are  those  of  chronic  prosta- 
titis; complaint  of  frequent  and  urgent  urina- 
tion with  a slight  continuous  or  intermittent, 
glary  mucopurulent  discharge  from  the  meatus. 

Other  conditions  simulating  prostatic  dis- 
ease are:  (1)  Retention  of  urine  due  to  spinal 
disease.  (2)  Vesicle  tumors  arising  near  the 


prostate.  (3)  Vesicle  calculi  which  have  slow- 
ly formed  in  the  bladder  wall  and,  lying  near 
the  prostate,  eventually  cause  congestion  of 
the  prostate ; with  symptoms  of  prostatitis  but 
characterized  by  frequency  during  the  day. 


PERIODIC  HEALTH  EXAMINATIONS. 


A.  C.  Morgan,  M.D., 

Professor  of  Medicine,  Post-Graduate  School  of 
Medicine,  University  of  Pennsylvania. 

(Address  to  the  Gloucester  County  Medical 
Society,  February  18,  192  6.) 

The  matter  of  periodic  health  examina- 
tion is  a practical  and  very  important  one. 
The  thought  has  been  that  the  age  of  40 
would  be  a fair  working  age  for  persons  to 
report  to  the  proper  physician  for  periodic 
health  examination.  We  must  concede  that 
when  a man  or  woman  reaches  the  age  of 
40,  they  confess,  in  their  inner  hearts,  that 
they  are  not  as  young  as  they  used  to  be, 
even  if  they  do  dance  the  tango  and  the  fox 
trot ; therefore,  as  the  change  of  life  then 
occurs  or  approaches,  it  is  the  time  when 
stock  should  be  taken  and  a review  made  of 
the  personal  general  physical  condition. 

It  is  imperative  that  the  first  health  exa- 
mination shall  be  a particular  one,  that  it 
shall  impress  the  applicant  with  its  import- 
ance, and  that  we  shall  by  our  personal  in- 
terest in  the  individual,  so  enthuse  him  as 
to  make  him  come  back  to  us  at  each  suc- 
cessive periodic  time  for  examination.  The 
usual  recommendation  has  been  to  so  ob- 
serve his  birthday,  but  that  may  be  an  in- 
convenient time  for  him  or  his  doctor.  I 
know  some  doctors  who  are  arranging-  the 
dates  for  their  periodic  examinations  at  a 
time  just  before  or  just  after  their  own  va- 
cation, or  when  their  time  is  not  taken  up 
with  teaching  or  hospital  work,  or,  when 
released  from  hospital  or  college  service. 
That  is  a matter  that  can  be  left  in  the  hands 
of  the  individual  physician ; the  important 
point  to  establish  is  that  of  some  definite 
periodicity  of  examination. 

There  are  certain  points  that  should  be 
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manifest  with  regard  to  the  character  of 
these  examinations.  First  comes  the  condition 
of  the  heart  and  blood-vessels ; therefore, 
the  blood  pressure  examination  and  the  rate 
of  pulse  should  be  ascertained.  The  renal 
function,  in  so  far  as  the  ordinary  laboratory 
examination  of  urine  goes,  is  usually  suf- 
ficent  for  practical  purposes,  but  in  addition 
to  the  routine  test  for  albumen,  sugar  and 
specific  gravity,  the  best  interests  of  the 
patient  and  physician  are  conserved  by  hav- 
ing a laboratory  examination  made  for  in- 
dican, crystals  such  as  uric  acid,  calcium 
oxalate  and  phosphates,  and  the  presence 
of  tube  casts.  The  weight  and  height  of  the 
patient,  then  the  general  history  so  far  as 
his  life  is  concerned,  especially  with  regard 
to  eating,  work  and  relaxation  should  be 
determined.  His  general  habits  must  be  dis- 
cussed, and  then  comes  the  very  important 
matter  of  x-ray  examination  of  the  teeth. 
It  is  astounding  how  many  infected  and  un- 
erupted teeth  are  discovered  by  x-ray  exa- 
minations, which  will  explain  and  easily 
solve  the  problem  of  many  headaches  and 
neuralgias.  The  matter  of  focal  infection 
may  have  been  somewhat  overdone,  but 
there  are  so  many  symptoms  from  which 
people  suffer,  and  that  are  resultant  from 
infection  of  teeth  and  tonsils,  that  such  an 
x-ray  examination  is  most  important. 

I can  say  assuredly  that  the  Pennsylvania 
State  Medical  Society  is  in  favor  of  pro- 
moting periodic  health  examinations,  and  so 
is  the  Philadelphia  County  Medical  Society. 
We  have  printed  forms,  some  of  which  I 
have  here  to  show  you,  that  offer  an  outline 
or  working  basis  as  to  what  points  to  cover 
in  the  examination.  Of  course,  some  of  our 
enthusiastic  brethren  are  riding  this  horse 
too  strongly.  I have  seen  one  form  on  which 
about  200  questions  had  to  be  answered ; 
that  is  too  much.  My  thought  is,  to  take  as 
a basis  such  a blank  as  I shall  give  you,  and 
modify  it  according  to  your  needs,  thus  de- 
vising one  of  your  own  for  your  working 
model.  This  may  be  printed  or  mimeograph- 
ed, or  if  you  are  satisfied  with  just  a few 
changes,  a rubber  stamp  may  be  used  with 
a line  of  questions  to  cover  a certain  por- 
tion of  the  blank.  Make  it  as  simple  as  you 


can,  but  as  efficient  as  possible.  The  next 
point  is,  that  always  a certain  portion  of  that 
blank  should  be  for  the  use  of  the  patient, 
to  put  upon  him  the  responsibility  of  an- 
swering questions,  to  make  him  a sharer  or 
partner  in  the  examination.  If,  when  a man 
comes  to  see  you,  he  is  asked  a lot  of  ques- 
tions, such  as  for  a life  insurance  examina- 
tion, it  takes  too  much  the  matter-of-form 
for  him  and  savors  of  an  automatic  exami- 
nation, but  if  you  ask  the  applicant  to  state 
in  writing  his  previous  diseases,  his  symp- 
toms if  he  has  any,  and  those  thoughts 
which  are  uppermost  in  his  mind,  even  sus- 
picions if  you  please,  as  to  whether  he  has 
any  abnormal  condition,  all  these  things 
may  put  the  responsibility  on  the  applicant, 
and  I promise  you  when  it  comes  to  your 
time  for  questions,  that  man  will  be  ready 
and  willing  to  cooperate  with  you. 

Cooperation  is  most  important  in  periodic 
health  examinations ; just  so  much  as  the 
applicant  puts  himself  into  his  side  of  the 
examination  and  we  inject  our  personality 
into  our  side  of  the  process,  therein  will  we 
outshine  and  out-rank  the  mechanical  or 
card  index  headquarters  attitude  represent- 
ed by  institutional  examinations.  Today  I 
had  a man  in  my  office  who  had  been  in  the 
Life  Extension  Institute,  of  New  York,  for 
5 years.  He  has  very  bad  teeth.  I recom- 
mended 2 years  ago  that  those  teeth  should 
be  taken  out,  and  the  man  showed  me  a re- 
port from  the  Institute  in  1924  recommend- 
ing that  he  should  have  the  teeth  removed. 
I read  to  him  from  my  notes  concerning 
those  teeth.  What  had  happened?  That 
man,  exhibiting  human  nature,  had  yielded  to 
vanity  and  pride,  and  had  had  extensive 
bridgework  done,  retaining  infected  teeth  be- 
cause he  did  not  want  his  friends  to  know  he 
had  false  teeth.  I am  going  to  write  this  man 
a letter  and  tell  him  that  he  has  too  much 
pride  and  not  enough  calcium  salts  in  his 
back  bone.  There  is  no  use  in  our  exam- 
ining people  and  reporting  anything  of  the 
examination  unless  they  will  cooperate. 
You  may  serve  ever  so  faithfully,  you  may 
strive  ever  so  hard  to  give  a man  a thor- 
ough examination,  but  unless  he  cooperates, 
the  result  is  a failure. 
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What  are  the  conditions,  or  what  are 
some  of  the  symptoms  that  you  can  and 
should  lay  stress  upon  in  the  course  of  the- 
examination?  I would  stress  4 symptoms 
in  particular.  They  are  dyspnea  on  exer- 
tion, cough,  expectoration  and  cyanosis.  AH 
are  simple  of  determination  and  I attach 
great  importance  to  them.  If  a person  has 
shortness  of  breath  on  exertion,  or  if  he 
has  dyspnea,  that  person’s  heart  is  not  proving 
equal  to  the  load  put  upon  it  at  that  time. 
If  the  dyspnea  becomes  more  prolonged, 
more  easily  excited,  then  his  cardiopulmon- 
ary balance  is  still  more  greatly  disturbed, 
and  when  he  has  disturbed  cardiopulmonary 
balance  the  first  effect  will  be  hypostatic 
congestion  of  the  lungs,  giving  rise  to  cough 
and,  finally,  edema  at  the  bases  of  the  lungs. 
Physical  signs  will  demonstrate  this — the 
symptom  is  merely  suggestive.  Cough  is 
related  to  the  dyspnea  and  if  this  symptom 
is  severe,  expectoration  will  accompany  it, 
mucoid,  or  viscid  and  there  may  be  spots  of 
blood.  Then  look  for  blueness  of  the  lips  or 
finger  tips,  nose  or  ears. 

When  you  have  schooled  yourselves  to 
use  this  quartette  of  symptoms  you  will  be 
able  to  gauge  fairly  well  that  man’s  reserve. 
I have  followed  this  outline  for  some  years 
and  can  testify  to  the  value  of  observing 
these  symptoms  in  sequence.  When  a man 
has  cyanosis,  whether  slight  or  pronounced, 
it  tells  us  the  cardiopulmonary  imbalance  is 
extensive,  and  in  a man  of  40  or  over  who 
develops  it  for  the  first  time,  we  must  again 
think  of  the  cardiopulmonary  imbalance  of 
retention  toxemia.  Whether  that  retention 
toxemia  lies  in  the  renal  tract  or  is  ascribed 
to  focal  infection,  probably  from  the  teeth, 
tonsils  or  sinuses,  it  is  always  of  major  sig- 
nificance. 

Nosebleed  occurring  in  a man  or  woman 
over  40  always  has  a true  signification.  A 
young  person  who  develops  nosebleed  may 
be  the  subject  of  rheumatic  disease,  may 
have  some  tonsil  or  adenoid  condition,  may 
be  a bleeder  or  may  have  some  anemia,  but 
the  person  of  40  or  over  who  develops  nose- 
bleed for  the  first  time,  always  suggests  the 
likelihood  of  other  causes.  If  between  40 
and  50  it  is  ascribed  to  hepatic  sources ; if 


over  50  these  nosebleeds  suggest  to  us  that 
the  patient  has  a chronic  interstitial  ne- 
phritis. The  same  may  be  said  of  subcon- 
junctival hemorrhage ; when  a person  ex- 
hibits spontaneous  subconjunctival  hemor- 
rhage it  is  significant  of  friability  of  the 
capillaries  and  indicates  a condition  of 
chronic  arteriocapillary  hypertension. 

Calf  cramps  at  night,  another  important 
leading  symptom,  are  so  common  in  advanc- 
ing years  that  many  people  think  they  run 
in  the  family ; father  or  mother  have  had 
them  and  therefore  they  expect  to  have 
them  and  they  attach  no  significance  to 
them,  but,  given  headache,  dizziness,  capil- 
lary hemorrhage  and  calf  cramps,  I can  pre- 
dict that  they  mean  hardening  of  the  arteries, 
and  are  only  signs  before  the  storm  that  will 
break. 

I am  grouping  symptoms  so  as  to  show 
you  how  easily  we  can  get  their  relative  im- 
portance, and  estimate  the  likelihood  of  their 
appearing  in  certain  parts  of  the  body. 

After  40,  we  have  in  some  people  the  can- 
cer diathesis  hovering  in  the  offing,  with 
the  attending  cachexia  and  loss  of  weight. 
I examined  a man  the  other  day  whose 
heaviest  weight  was  178,  recently  164,  then 
5 days  after  he  had  weighed  himself,  it  was 
161  in  my  office.  Ten  days  later  I put  him 
in  a hospital  and  he  had  lost  a pound,  only 
a pound,  but  it  was  on  the  same  scale  and  in 
the  same  clothes.  That  man  had  a so-caHed 
indigestion,  but  he  also  has  a carcinoma. 
X-rays  show  a delay  in  stomach  filling  from 
causes  outside  of  the  stomach.  I have  seen 
a couple  of  similar  cases  that  at  exploratory 
operation  verified  the  diagnosis  of  carci- 
noma. 

Loss  of  weight  is,  therefore,  important, 
and  in  the  man  or  woman  over  40  who  begins 
to  lose  weight,  we  must  always  be  suspici- 
ous as  to  the  cuase.  Diabetes,  chronic  ne- 
phritis, tuberculosis,  syphilis  and  carcinoma 
are  a few  of  the  likely  causes  for  loss  of 
weight.  As  a rule,  men  and  women  take  on 
weight  after  40  and  it  is  said  of  the  ladies 
“they  become  pretty  well  upholstered’’,  and 
take  on  matronly  outlines,  all  being  a part 
of  the  menopause,  but  if  a woman  takes  on 
too  much  weight  after  the  menopause,  we 
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must  remember  that  over-weight  on  the 
outside  is  only  part  of  the  fat  retained  in- 
side, and  if  this  increase  is  too  great,  that 
woman  is  going  to  suffer  from  extra  strain 
that  is  placed  upon  the  heart. 

About  the  age  of  40  men  have  sometimes 
begun  to  accumulate  money  and  then  to  fly 
high,  especially  with  regard  to  eating.  They 
indulge  very  heavily  and  somehow  or  other, 
men  taking  on  fat,  are  fond  of  candy,  cakes, 
whipped  cream,  potatoes  and  foods  that  are 
rich  in  fats.  They  walk  and  exercise  less, 
and  a good  deal  of  ashes  and  clinkers  form 
in  their  bodies  causing  blood-vessel  changes 
which  later  result  in  chronic  arterial  hyper- 
tension. If  the  man  would  continue  with 
physical  exercise  at  the  same  time  he  is  be- 
ginning to  eat  more,  he  would  be  all  right, 
but  unfortunately  a man  of  40  becomes  so 
occupied  in  business  that  he  has  no  time  for 
exercise ; he  overeats,  overindulges,  has  a 
tendency  to  late  hours,  and  in  the  course  of 
a decade  he  is  so  saturated  with  poisons  that 
he  comes  to  us  a wreck. 

Angina  pectoris  is  the  doctors’  penalty, 
the  doctors’  fashionable  disease.  Why  ? Be- 
cause doctors  are  only  human  and  doctors 
disobey  the  laws  of  nature  perhaps  more 
than  any  other  body  of  men  I know.  Min- 
isters, perhaps  in  the  kind  provision  of 
Providence,  do  not  have  too  much  money. 
If  you  are  on  a Board  of  Trustees,  do  not 
use  that  argument,  but  ministers  do  not 
lead  the  irregular  lives  that  doctors  have 
to  lead.  Lawyers  suffer  to  some  extent,  but 
doctors  seem  to  be  penalized  in  the  matter 
of  cardiovascular  diseases  developing  in  the 
fifties.  The  average  age  of  a doctor’s  life 
is  57  years,  the  age  which,  fortunately,  a 
good  many  of  us  have  reached  and  hope  to 
go  beyond,  but  I want  to  tell  you  that  doc- 
tors are  most  negligent  of  their  own  well 
being.  Two  years  ago  I was  one  of  a large 
Board  of  Doctors  who  examined  physician 
subjects  so  as  to  instruct  them  in  following 
the  proper  methods  of  examination,  and  it 
became  my  duty  to  examine  5 of  them.  The 
first  was  a man  of  77,  a graduate  of  Jeffer- 
son, and  he  was  just  eager  to  be  with  the 
“boys”  at  their  reunion  smoker.  I presented 
him  to  John  Beardsley  and  said  “John,  this 


is  one  of  your  young  fellows.”  Dr.  Beards- 
ley asked  him  what  class  he  belonged  to, 
and  he  answered  “69”.  John  said,  “There  is 
a man  over  there  who  was  graduated  in 
68”.  This  man  was  the  best  preserved  in 
the  whole  lot.  The  others  had  rotten  teeth  ; 
astoundingly  bad  tonsils;  2 with  fistula  in 
ano ; 2 with  hemorrhoids ; and  the  old 
gentleman  was  the  noblest  Roman  of  them 
all. 

Why  is  it  we  doctors  so  frequently  have 
angina  pectoris  and  cardiovascular  disease? 
It  must  be  because  of  our  irregular  life,  not 
with  regard  to  dissipation,  because  a man 
may  be  moral  in  the  accepted  sense — may 
not  have  the  so-called  bad  habits,  and  be 
quite  free  from  venereal  taint— -yet  he  suc- 
cumbs. Why?  Because  of  our  long  hours 
of  work,  our  irregular  times  of  eating,  our 
failure  to  take  vacations,  and  the  general 
neglect  of  our  own  bodies.  A doctor  should 
always  be  the  servant  of  everybody,  but  he 
should  be  the  slave  of  none.  How  many  of 
you  have  office  hours  in  ntidday  or  in  the 
evening  close  to  meal  time?  Practically  all 
of  you.  How  many  of  you  are  such  slaves 
that  when  the  buzzer  makes  a noise  or  pa- 
tients are  announced,  you  hurry  through 
your  meal  or  you  get  up  from  the  meal  and 
go  in  to  wait  on  that  patient,  or,  if  a patient 
is  waiting,  you  begin  to  get  restless  and  do 
not  take  time  for  social  conversation  nor 
for  any  domestic  pleasure,  but  hurry  into 
your  office.  Why  ? Because  you  are  a 
slave.  Very  few  men  in  other  occupations 
or  callings  will  do  that.  It  is  said  of  the 
late  William  Pepper  that  he  was  so  busy 
that  he  would  have  a lunch  brought  in  to 
him  and  would  eat  the  lunch  while  talking 
with  patients ; some  time  he  was  so  tired 
that  he  kept  a couch  in  the  office  and  would 
lie  on  this  couch  for  a 5 minute  rest.  A 
wonderful  man,  yes,  but  he  died  of  angina 
pectoris  at  the  age  of  55.  Was  the  game 
worth  the  candle? 

When  it  comes  to  periodic  health  exami- 
nation, we  ask  the  man  these  questions  as 
to  the  hours  of  work,  his  lack  of  exercise, 
overeating,  short  hours  of  sleep,  failure  to 
take  vacations,  poorly  ventilated  living 
rooms  and  offices,  and  give  him  our  advice — 
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but  how  prone  are  we  to  think  that  this 
is  fine  for  the  other  fellow,  and  how  lacking 
in  our  duty  to  ourselves  ! 

Under  loss  of  weight,  tuberculosis  comes 
in  for  consideration.  As  you  know,  tuber- 
culosis is  most  common  between  the  ages 
of  10  and  30.  At  40  there  are  so  many  fac- 
tors in  the  background  to  sap  the  patient’s 
strength,  lower  his  resistance,  destroy  his 
immunity  and  favor  the  lighting  up  of  an 
old  tuberculosis.  This  is  particularly  true 
after  an  attack  of  so-called  influenza  and 
there  is  much  that  masquerades  under  the 
name  of  influenza  that  is  not  influenza ; 
symptoms  of  influenza  may  simply  be  the 
result  of  infections  of  the  body  by  a germ 
that  seems  to  favor  the  respiratory  tract. 
I had  a patient  some  time  ago,  a young  girl 
with  acute  ulcerative  endocarditis,  who  had 
exactly  the  symptoms  of  influenza  though 
the  condition  was  entirely  different. 

Under  tuberculosis  we  must  consider 
again  shortness  of  breath,  cough  and  ex- 
pectoration. Here,  the  shortness  of  breath, 
cough  and  expectoration  are  accompanied 
by  loss  of  weight,  night  sweats,  and  the 
background  of  pallor  and  anemia.  As  we 
look  at  patients  than  who  are  robust  and 
apparently  well  nourished,  with  similar 
symptoms,  we  do  not  find  tuberculosis,  but 
must  look  elsewhere  for  the  cause  of  these 
symptoms.  Patients  with  cardiopulmonary 
disease  do  not  lose  weight  rapidly,  but  a 
patient  with  tuberculosis  will  have  these 
symptoms  plus  loss  of  weight. 

Now,  in  general,  these  symptoms  would 
cover  the  leading  points  of  examination  of 
the  individual.  Sometimes  laboratory  tests 
will  be  necessary  if  the  patient  gives,  for 
instance,  the  history  of  syphilis.  Search  for 
the  ordinary  clinical  symptoms,  such  as  we 
had  to  rely  upon  before  the  Wassermann 
test  was  available,  will  generally  suffice, 
but,  if  necessary,  have  a Wassermann  test 
made.  If  the  patient  looks  anemic,  have  a 
blood  count  made.  If  these  laboratory 
tests  are  to  be  n)ade,  then  it  will  be  neces- 
sary to  recall  the  patient  at  an  appropriate 
time  suitable  for  both  to  enter  into  conver- 
sation, when  the  doctor  is  not  pushed  for 
time  and  the  patient  is  at  ease.  There 


should  be  this  getting  together;  as  the  Good 
Book  says,  “come  and  let  us  reason  to- 
gether”, and  in  so  far  as  that  doctor  is  able 
to  inject  his  personality  into  the  examination 
and  put  his  message  over  because  of  his 
personality,  and  in  so  far  as  the  doctor  can 
show  that  he  practices  what  he  preaches 
and  can  testify  to  the  patient  that  he  him- 
self has  submitted  to  x-ray  examinations 
or  that  he  has  had  his  tonsils  removed,  that 
he  has  blood  pressure  recorded  and  a 
urinalysis  made,  and  that  he  is  trying  to 
take  care  of  himself  with  regard  to  diet,  it 
will  comprise  one  of  the  best  arguments 
that  he  can  use  to  put  his  subjects  across. 
If,  however,  you  are  hurried,  if  you  are  not 
in  even  temper  (the  pot  dare  not  call  the 
kettle  black  in  this  case)  and  doctors  do 
sometimes  lose  their  tempers,  you  will  fail 
in  putting  the  message  over  ; then  the  effect 
is  lost  because  we  ourselves  have  failed  in 
our  trust.  If  we  can  put  the  message  over, 
however,  and  make  our  patient  feel  that 
the  responsibility  is  now  up  to  him,  then 
we  have  discharged  our  duty  by  personality 
and  example  and  we  can  later  ascertain 
whether  or  not  he  has  complied  with  our 
direction.  If  the  patient  does  cooperate  and 
carry  out  fully  all  we  have  recommended, 
then  he  will  be  one  of  the  best  recom- 
menders  that  we  know ; if,  however,  he  fails, 
he  is  going  to  discredit  periodic  health  ex- 
aminations, and  if  this  is  true,  either  he  is 
of  the  stubborn  type  or  the  doctor  per- 
sonally has  failed  in  putting  over  the  value 
of  these  examinations. 

I might  say  a word  about  fees.  How 
much  should  we  charge  for  a physical  ex- 
amination or  periodic  health  examination. 
Here  is  a proposition.  It  is  worth  more  in 
time  and  in  effort  than  an  ordinary  ex- 
amination. It  means  more  to  the  patient 
than  a simple  life  insurance  examination,  so 
I am  always  sounding  this  word  to  the 
doctors — “Charge  at  least  a minimum  fee 
equal  to  the  maximum  Life  Insurance  Com- 
pany fee  for  such  examination.”  If  you 
are  getting  $5.00  or  $10.00  or  more  for  the 
Insurance  Company,  then  tell  that  man  you 
are  worth  that  and  more  to  him  for  his 
work.  Do  not  take  a $2.00  or  $3.00  fee,  be- 
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cause,  if  you  cheapen  your  work  to  that  in- 
dividual he  will  appreciate  you  propor- 
tionately, but  if  you  explain  to  him  the  real 
worth  of  the  procedure  he.  will  be  willing 
to  pay  a reasonable  sum. 

With  regard  to  keeping  records.  Very 
few  doctors  do  keep  complete  records ; they 
say  they  are  too  busy.  I challenge  that 
statement.  You  can  get  an  ordinary  con- 
tainer for  a few  dollars  and  folders  are  about 
a cent  and  a half  each,  for  each  individual 
case  record.  Show  the  patient  that  you 
have  system  and  you  will  gain  his  confidence. 
The  younger  men,  who  were  in  the  Army 
or  Navy,  have  had  a wonderful  education, 
especially  as  to  card  index  records,  and  they 
expect  you  to  keep  some  kind  of  records 


rather  than  trust  to  your  memory.  The 
generation  now  growing  up  is  going  to  be 
your  mainstay  in  practice.  If  you  give 
them  evidence  of  your  systematic  keeping 
of  records  they  will  not  change  doctors 
readily  for  they  will  say,  “Dr.  So-and-so 
has  my  record  in  his  file,  and  I will  go  back 
to  him.”  I can  testify  to  this,  personally, 
that  a card  record  history  has  been  the 
means  of  keeping  many  patients  who  would 
otherwise  have  gone  elsewhere. 

There  are  many  other  points  that  might 
be  mentioned  but  I do  not  want  to  burden 
you  with  too  long  a talk,  and  in  closing  I 
will  only  reiterate  that  the  value  of  periodic 
health  examinations  is  proportionate  to  the 
personality  of  the  doctor  and  the  coopera- 
tion of  the  patient. 


AT  JOURNEY’S  END. 


This,  in  a twilight,  was  the  thing  I saw — 

Can  it  be  true? 

Outside  the'  City  walls 

Camped  a great  multitude  from  far  and  near, 
Waiting  w'hat  time  the  gates  should  be  wide  flung 
And  they  might  enter  as  had  been  foretold. 

Sounds  of  soft  music  on  the  wafting  breeze 
Gave  subtile  prescience  of  the  bliss  within 
Prepared  for  all  the  weary  of  the  earth; 
Whence,  languorous  sweet,  came  perfume  of  the 
rose, 

Sound  of  the  bees  amid  the  clover  blooms, 
Murmer  of  streams  from  springs  in  mosses  hid, 
And  fragrance  of  all  fruit  from  laden  boughs. 

Ever  they  grew,  the  patient  waiting  host 
Gathered  slow  one  by  one  without  the  walls; 
While  long  drawn  out  in  countless  hoary  folds 
Time  drooped  above  them  like  the  old  gray  moss — 
The  bannering  moss — that  hangs  from  tropic 
trees, 

Long,  gray  and  still,  unstirred  by  sigh  or  sound, 
Shrouding  the  shadow  with  its  deeper  gloom. 

“Now  who  are  these?”  I asked,  who  had  but 
come 

To  that  dim  trysting  place  of  waiting  souls. 
“They  are,”  one  answered,  speaking  not  with 
words 


But  from  far  deeps  the  hidden  self  within — 
“Prophets  and  sages  who  outspeed  the  rest 
In  all  the  aeons  and  in  all  the  climes, 

But  here  must  tarry  till  the  rest  arrive.” 

“But  may  not  these  return  and  teach,”  I asked, 
“So  they,  the  swift  souls,  urging  on  the  slow, 

Shall  make  the  way  less  weary  for  them  all. 

Nor  any  waiting  at  the  journey’s  end? 

Now,  all  their  wisdom  but  to  patience  grows, 

And  droops  above  them  like  the  long  gray  moss:” 

“Nay,  none  may  help;  each  walks  his  path 
alone 

And  brings  to  fruit  the  seed  in  his  own  soul. 

Each  has  all  time,  which  measures  from  the  first 
To  very  last,  and  then  shall  be  no  more. 

One  body  all,  and  issued  at  one  birth 
With  every  part  apportioned  work  to  do 
In  equal  share  according  to  its  kind, 

Each  must  be  perfect  for  the  perfect  whole; 

So  at  one  glorious  death  to  enter  Life!” 

This  in  the  twilight  was  the  thing  I saw; 
Useless  it  is  to  speed  above  the  rest, 

For  all  must  wait  until  the  last  arrives! 

Can  this  be  true,  O Merciful  and  Wise? 

M.  E.  BUHLER. 
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TO  MAKE  A CORRECTION. 

Our  attention  has  been  called  to  an  error 
in  the  communication  from  Dr.  Hunter,  Sec- 
retary of  the  Board  of  Trustees,  addressed 
to  the  Presidents  and  Secretaries  of  County 
Medical  Societies,  as  published  in  the  Jour- 
nal for  March  (page  138),  and  we  desire  to 
acknowledge  responsibility  for  the  mistake 
and  to  make  proper  correction. 

At  the  special  meeting  of  the  Trustees 
held  January  20,  1926,  Dr.  Eagleton  present- 
ed a report  prepared  by  himself  and  Dr.  E. 
J.  Ill  as  members  of  a committee  previously 
appointed  to  consider  the  advisability  of  pro- 
viding for  reconstruction  of  the  Board.  The 
section  of  that  report  which  proposes  a re- 
vision of  the  scheme  of  selecting  Trustees, 
reads  as  follows  : 

“The  Board  of  Trustees  shall  consist  of 
twenty-eight  members,  (as  now  constitut- 
ed). Seven  officers  by  virtue  of  their  office. 
Five  representatives  of  Judicial  Districts  to 
be  elected  as  representatives  of  the  perman- 
ent delegates.  Six  representatives  of  the 
Fellows  to  serve  for  three  years  each.  Ten 
delegates-at-large  to  be  elected  by  the 
House  of  Delegates  to  serve  the  term  of  five 
years  each.  Any  of  the  ten  delegates-at- 
large  may  he  Fellows  if  they  are  chosen  by 
the  House  of  Delegates.” 

In  explanation  of  the  error  in  publication 
we  beg  to  say  that  in  typing  the  copy  to  be 
sent  to  press  one  line  of  the  original  manu- 


script was  skipped  ; a sin  of  both  omission 
and  commission. 


THE  STATE  SOCIETY  CONVENTION. 

Those  menfbers  who  have  not  yet  engag- 
ed accommodations  at  Atlantic  City  for  the 
Annual  Meeting  (June  17-19)  should  do  so 
at  once.  No  member  can  afford,  really,  to 
absent  himself  from  these  periodic  gather- 
ings of  the  State  Society.  At  such  conven- 
tions one  comes  into  more  intimate  associa- 
tion with  his  colleagues  ; secures  an  especial 
opportunity  to  learn  to  know  his  brother 
as  himself ; absorbs  the  available  additions 
to  his  scientific  knowledge;  and,  withal,  en- 
joys a vacation  from  work. 

We  are  informed  by  the  Chairman  of  the 
Committee  on  Scientific  Program,  Dr.  Dar- 
nall,  that  the  forthcoming  meeting  will  be 
one  of  exceptional  interest.  There  will  be 
a symposium  on  the  medical  aspects  of 
“Cardiovascular  Renal  Disease”,  inaugu- 
rated by  Dr.  Frederick  S.  Allen,  an  author- 
ity of  note  in  this  field.  Dr.  Hugh  H. 
Young,  of  the  Brady  Clinic,  Johns  Hopkins 
University,  will  head  a symposium  on  Uro- 
logy. Dr.  Samuel  Lambert,  of  New  York, 
will  direct  a moving  picture  “Exhibition  of 
Heart  Lesions.”  These  represent  only  the 
high  spots ; many  other  interesting  and  valuable 
contributions  are  listed. 

The  Chairman  of  the  Committee  on  Ar- 
rangements, Dr.  Reddan,  writes  that  the  en- 
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tertainment  this  year  will  be  unique  in  some 
respects  and  pleasing  in  every  way. 

Come  ! Let  nothing  keep  you  away  from 
this  meeting!  And,  bring  the  family. 
Wives,  mothers,  sisters,  sweethearts,  daugh- 
ters and  sons  can  all  find  entertainment, 
pleasure,  new  life  at  Atlantic  City. 


A NEW  JOURNAL  DEPARTMENT. 

The  success  that  has  attended  establish- 
ment of  several  special  departments  in  the 
Journal  during  the  past  year — those  under 
the  headings  of  Economics,  Ethics,  Esthetics 
and  Lighthouse  Observations — emboldened 
us  to  inaugurate  an  additional  feature  with 
the  April  issue.  Under  the  broad  title  of 
“Lay  Mirror  Reflections”  we  propose  to 
present  clippings  from  the  lay  press  as  they 
relate  to  approval  or  criticism  of  profes- 
sional matters ; accompanying  such  quota- 
tions at  times  with  appropriate  comment. 
The  new  department  will  thus  be  compar- 
able to  those  popular  columns  of  newspapers 
and  magazines  sometimes  called  “Boosts 
and  knocks”  or  “Bouquets  and  Brickbats” ; 
with  us,  a means  of  calling  the  attention  of  the 
profession  to  the  attitude  of  the  public  to- 
ward some  of  our  problems. 


INFLUENCING  LEGISLATION. 

Styles  change  even  in  the  manner  of  per- 
forming the  simplest  of  acts.  The  standard 
customs  of  yesterday  are  not  recognized  as 
the  “correct  thing”  today.  And  such  changes 
are  not  limited  to  dress  and  social  deport- 
ment, but  extend  also  to  business  conduct 
and  the  general  procedures  of  dealing  with 
organized  groups  of  society. 

The  Hearld-Tribune  (Sunday,  April  4,) 
contained  a detailed  explanation  of  the  pres- 
ent mode  of  bringing  influence  to  bear  upon 
the  National  Congress,  emphasizing  parti- 
cularly the  decadence  of  old  time  methods 
of  lobbying  at  Washington  and  the  greater 
effectiveness  of  newer  processes. 

No  longer  are  Senators  and  Representa- 
tives “button-holed”,  threatened  or  cajoled, 
or  importuned  by  aggressive  lobbyists  on  the 
floor  or  in  the  corridors  of  the  halls  of  Con- 


gress. Instead,  those  who  seek  to  influence 
the  action  of  members  of  Congress  place  in 
the  hands  of  Representatives,  by  one  means 
or  another,  the  information  designed  to  en- 
lighten them  and  advise  them  how  to  vote 
— if  they  would  please  their  constituents — 
and  then  calmly  keep  watch  upon  their  ac- 
tions. If  perchance  the  Congressman  does 
not  perform  as  requested  or  expected,  his 
constituents  are  informed  by  letter  or  tele- 
gram, and  almost  immediately  he  begins  to 
receive  “messages  from  home”  notifying 
him  to  change  his  course  or  prepare  to  ac- 
cept the  consequences. 

That  the  old  time  method  is  out  of  date 
in  state  legislatures  as  well  as  national,  was 
indicated  early  in  the  recent  sessions  of  the 
General  Assembly  of  New  Jersey,  when  the 
“Dean  of  the  House”  made  a speech  vigor- 
ously protesting  against  the  presence  of  lob- 
byists on  the  floor,  interfering  with  the  pri- 
vacy of  members  and  generally  obstruct- 
ing the  business  of  the  Assembly.  In  a 
scathing  rebuke,  Mr.  Pascoe  said  in  part : 

“All  of  us  come  here  with  the  expectation  that 
we  will  be  permitted  to  carry  on  the  work  of  this 
body  unhampered  by  any  outside  influence  and 
that  we  will  be  given  a free  opportunity  for  de- 
bate and  deliberation  on  the  matters  that  come 
before  us.  Unfortunately,  because  of  a most  per- 
sistent lobby  who  seem  to  have  no  regard  for  the 
members,  but  who  annoy,  discommode,  and  inter- 
fere with  us  during  the  working  hours  of  the  ses- 
sions, we  are  unable  to  give  that  attention  which 
is  necessary  for  a proper,  careful  and  conscien- 
tious consideration  of  the  serious  matters  that 
we  must  pass  upon.  * * * * It  is  time  to  call  a 
halt.  * * * * We  must  now  as£.~you,  Mr.  Speaker, 
to  direct  the  proper  officers  of  this  House  to  com- 
ply with  the  rules  of  the  House  and  your  instruc- 
tions to  keep  the  floor  free  from  these  annoying 
lobbyists,  in  order  that  we  may  expedite  our 
work.” 

Fortunately,  the  State  Medical  Society, 
though  utilizing  its  prerogative  of  offering 
members  of  the  legislature  information  on 
bills  pertaining  to  medical  matters,  did  not 
come  in  for  a share  in  that  criticism.  We 
had  adopted  the  more  modern,  and  apparent- 
ly the  more  effective,  method.  When  oppor- 
tunity arose  or  could  be  made,  members  of 
the  Assembly  were  approached  directly,  for 
a discussion  of  pending  bills,  but  chief  de- 
pendence was  placed  upon  a series  of  writ- 
ten communications,  addressed  to  the  repre- 
sentatives at  their  homes,  where  they  had 
time  to  give  them  proper  consideration — 
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letters  explaining  which  bills  the  medical 
profession  favored  and  which  ones  they  op- 
posed, and  giving  in  each  case  succinct 
reasons  for  the  position  taken. 

The  new  method  worked  as  well  as  could 
have  been  expected  this  year  but  it  can  be 
made  even  more  efficacious  another  time. 
Success  with  this  plan  presupposes  certain 
preliminary  preparation  and  advance  ar- 
rangement for  cooperation  of  all  possible 
active  factors  at  the  proper  moment.  There- 
in rests  its  secret  of  success  ; a definite  pur- 
pose and  plan  upon  which  all  are  agreed, 
and,  prompt  response  of  each  individual 
when  his  “cue”  is  flashed. 

Larger  corporations  and  organizations  of 
various  sorts,  that  have  frequent  need  to 
seek  special  legislation  have  learned  not  to 
introduce  any  measure  until  there  seems  to 
be  a reasonable  prospect  of  securing  its  pas- 
sage, because  to  suffer  defeat  is  not  only  to 
waste  energy  but  to  lose  prestige  with  the 
legislative  body.  This  counts  for  more  than 
one  might  at  first  glance  suppose  ; an  organ- 
ization that  acquires  the  reputation  of  win- 
ning all  its  battles,  whether  for  or  against 
proposed  legislation,  establishes  a much 
more  favorable  standing  and  carries  far 
more  influence  than  one  that  suffers  fre- 
quent defeats.  Anyone  may  be  forced  to 
fight  a defensive  battle  but  rarely  is  anyone 
forced  to  start  an  aggressive  campaign  at  an 
unfavorable  moment. 


CHANGING  THE  CONSTITUTION. 

In  the  March  Journal  was  published  a let- 
ter from  the  Secretary  of  the  Board  of  Trus- 
tees stating  that  the  Board  had  requested  a 
referendum  upon  the  advisability  of  amend- 
ing the  State  Society  Constitution  in  respect 
to  the  organization  of  said  Board  and  the 
manner  of  choosing  its  membership.  This 
letter  stated  that  there  appeared  to  have 
been  some  criticism  of  the  basic  construc- 
tion of  the  Board,  implying  that  it  consti- 
tuted a “close  corporation”,  some  complaint 
that  as  organized  it  is  not  a “democratic 
body”,  and  that  out  of  this  complaint  and 
criticism  had  grown  a proposition  to  amend 
the  Constitution.  Reading  between  the  lines, 


one  might  infer  that  members  of  the  Board 
of  Trustees  had  felt  themselves  in  a some- 
what embarassing  situation ; in  the  sub- 
mitted amendment  there  was  implied  criti- 
cism of  their  conduct  of  the  Society’s  affairs 
and  a proposition  to  legislate  them  out  of  of- 
fice, and  yet  no  dissatisfaction  had  been  ex- 
pressed and  no  reason  given  for  proposing 
the  change.  The  Trustees  had  taken  cogni- 
zance of  the  proposed  amendment  affecting 
their  tenure  of  office,  had  considered  wheth- 
er there  is  any  necessity  for  a change  in  the 
organic  structure  of  the  Board  and  whether 
a Board  chosen  in  any  different  manner 
could  better  serve  the  interests  of  the  So- 
ciety, and  had  finally  decided  to  ask  the 
members  of  the  Society  whether  there  ex- 
ists any  serious  dissatisfaction  with  the' 
Board  or  whether  there  is  any  wide-spreacl 
discontent  with  the  Board  membership  or 
Board  actions,  and,  if  so,  what  better  plan 
for  the  selection  of  Trustees  for  the  future 
might  be  adopted.  Through  the  proper  of- 
ficials of  each  county  society,  every  member 
of  the  State  Society  has  been  asked  to  ex- 
press himself  upon  these  points. 

Altering  the  fundamental  laws  of  any  es- 
tablished organization  is  a grave  matter  and 
something  that  should  not  be  done  lightly 
or  thoughtlessly.  Especially  is  this  true  of 
an  organization  that  has  been  functioning 
satisfactorily  for  a period  of  time.  Change 
•does  not  always  mean  improvement.  It  is 
comparatively  easy  to  tear  down  a struc- 
ture but  it  takes  much  time  and  a deal  of 
labor  to  construct  a better  one.  We  would 
not  say  that  the  Constitution  of  an  organ- 
ization should  never  be  modified,  for  that 
would  block  all  progress,  but  we  would 
certainly  say  that  the  basic  laws  of  a society 
should  not  be  changed  without  good  and 
sufficient  reasons  accompanied  by  substan- 
tial evidence  that  the  proposed  change  will 
result  in  a decided  improvement. 

With  that  idea  in  mind,  let  us  consider 
the  question  at  issue.  The  “visitor  from 
Mars”,  reading  the  letter  referred  to,  would 
very  naturally  inquire  “What’s  the  big 
idea”?  What  has  your  Board  of  Trustees 
been  doing,  wherein  has  it  failed,  that  you 
are  asked  to  make  this  radical  change  in  its 
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construction?  What  are  the  criticisms  of, 
what  are  the  complaints  against,  the  pres- 
ent Board  or  the  method  of  its  selection? 
Has  the  Board  as  a whole,  or  have  individual 
members  of  the  Board,  been  guilty  of  mis- 
conduct or  neglect  of  duties,  that  you  should 
•consider  removing  them  from  office?  Is  that 
portion  of  the  State  Sociey’s  work  entrust- 
ed to  the  Board  being  properly  conducted, 
or  not  ? What  is  the  real  reason  for  sug- 
gesting this  change  and  in  what  respect  is 
the  proposed  change  expected  to  improve 
conditions  ? 

These  are  pertinent  questions  which  every 
member  of  the  Society  would  do  well  to 
consider  and  which  every  member  of  the 
House  of  Delegates  should  certainly  ponder 
with  due  care.  The  State  Society  is  com- 
pleting 160  years  of  existence.  It  is  the  old- 
est State  Medical  Society  in  the  United 
States,  and  at  the  same  time  one  of  the 
most  progressive  of  state  societies ; there 
may  be  others  that  make  a bit  more  noise 
about  what  they  are  doing  but  there  is  none 
that  has  heretofore  surpassed  this  Society 
in  usefulness  and  none  that  is  today  rend- 
ering better  service  to  its  members  and  to 
the  public.  An  organization  of  which  that 
can  be  truthfully  said  must  be  functioning 
fairly  well  regardless  of  its  structural  for- 
mation. After  all,  is  it  not  the  “man  behind 
the  gun”  that  counts  ; is  it  not  the  character 
■of  the  men  who  comprise  the  organization* 
and  the  attitude  which  they  take  toward 
their  duties  and  obligations,  the  conduct  of 
chosen  leaders  rather  than  the  means  of 
their  choosing,  that  counts  in  the  procure- 
ment of  such  results? 

There  is,  apparently,  no  word  of  criticism 
of  any  action  taken  by  the  Board  nor  of  any 
individual  as  a Trustee;  no  malfeasance  and 
3io  neglect  of  duty  charged.  The  nearest 
approach  to  anything  of  a personal  nature, 
In  so  far  as  we  have  heard,  is  the  suggestion 
that  whereas  each  President  of  the  Society, 
on  retiring  from  that  office,  becomes  a mem- 
ber of  the  Board  of  Trustees  and  holds  the 
latter  office  for  life,  there  might  result  a 
condition  in  which  some  member  should  out- 
live his  usefulness  to  the  organization ; in 
other  words,  that  the  Board  may  accumu- 


late some  “dead  wood”.  But  that  is  purely 
a theoretical  proposition  and  seemingly 
does  not  apply  to  present  conditions.  One 
glance  at  the  list  of  Trustees  will  show  that 
every  member  of  that  class,  member  by  vir- 
tue of  being  a Fellow  and  an  ex-President, 
is  mentally  alert  and  physically  active.  In- 
deed, some  of  the  most  active  members  of 
the  State  Society  are  to  be  found  in  that 
group  of  men.  And,  suppose  they  were  dis- 
posed of  by  changing  the  Constitution,  or 
that  they  should  suddenly  resign  their  posi- 
tions, where  could  you  procure  a group  of 
superior  men  to  replace  them?  Is  it  not 
patent  that  any  member  who  has  attained 
such  prominence  in  his  local  county  society, 
or  who  has  by  some  other  means  so  attract- 
ed the  attention  of  the  State  Society  as  to 
win  the  honor  of  election  to  the  Third  Vice- 
Presidency,  and  who  has  then  followed 
through  the  vice-presidential  chairs  and 
served  a year  in  leadership  of  the  organiza- 
tion as  its  President,  is  better  fitted  to  be- 
come a Trustee  than  is  likely  to  be  a mem- 
ber chosen  without  regard  to  previous  ex- 
perience by  the  House  of  Delegates?  To 
argue  otherwise,  is  to  argue  that  experience 
is  practically  worthless. 

There  ore  rumors  of  complaint  that  the 
Board  as  constituted  under  the  existing 
laws  is  or  may  become  a “close  corpora- 
tion”, and  that  present  conditions  do  not 
permit  of  choosing  a Board  on  democratic 
principles.  The  first  question  may  be  dis- 
posed of  by  showing  that  it  cannot  be  a very 
“close”  corporation  because  of  the  fact  that 
12  members  are  subject  to  annual  election 
and  there  are  now  only  15  members  by  virture 
of  being  Fellows;  a higher  power  than  the 
State  Society  constitution  disposes  of  the 
latter’s  tenure  of  office  and  prevents  their 
accumulation.  As  to  the  “democratic”  issue, 
what  earthly  reason  can  there  be  for  mak- 
ing such  a Board  democratic?  What  is  the 
function  of  a Board  of  Trustees?  It  is  not 
a legislative  body?  The  Board’s  func- 
tion is  to  safeguard  your  property  interests 
and  to  transact  any  emergency  business 
that  may  arise  in  the  intervals  between 
meetings  of  the  House  of  Delegates.  A 
Trustee  should,  therefore,  be  someone  fami- 
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liar  with  the  working  history  of  the  organi- 
zation, of  proved  fidelity  to  the  Society’s  in- 
terests, and  trustworthy  to  the  highest  de- 
gree. Is  it  possible  to  secure  for  such  a po- 
sition better  qualified  men  than  those  who 
have  been  selected  by  yourselves  because 
of  their  character  and  who  have  demon- 
strated their  interest  in  the  organization’s 
welfare  ? 


BIGGER  AND  BETTER. 

The  general  slogan  of  this  generation, 
whatever  movement  it  may  be  characteriz- 
ing, is  “Bigger  and  Better”,  and  while  it 
savors  a bit  of  “Babbitt”  it  does  serve  a use- 
ful purpose  in  some  respects ; serves  occa- 
sionally at  any  rate  to  stimulate  one  to  more 
strenuous  efforts.  It  may  be  questioned 
whether  it  is  desirable  to  make  the  Journal 
much  larger  than  it  is  but  there  can  be  no 
question  of  the  desirability  of  making  it  just 
as  good  as  may  be  possible. 

There  has  been,  during  the  past  year,  a 
steady  and  very  gratifying  growth  in  the 
amount  of  material  offered  us  for  publica- 
tion, so  that  we  are  now  virtually  compelled 
to  publish  6 to  8 original  articles  each  month 
as  compared  to  the  average  of  3 or  4 we 
were  carrying.  We  believe,  too,  that  there 
has  been  a coincident  improvement  in  the 
quality  of  papers  submitted  ; more  first-class 
original  articles  are  now  presented  and  we 
are  in  a better  position  to  choose  our  papers 
on  a basis  of  worthiness.  Further  increase 
in  size  has  also  resulted  from  the  greater 
number  of  county  society  reports  promptly 
sent  in,  and  from  the  fact  that  other  medi- 
cal organizations  of  the  state  are  contribut- 
ing their  proceedings  for  publication.  Al- 
together the  Journal  has  grown  in  one  year 
from  an  average  of  32  pages  of  reading 
matter  monthly  to  an  average  of  -52  pages  ; 
an  increase  of  60%.  A pleasing  increase  in 
advertising  is  also  to  be  noted,  as  Dr.  Ben- 


nett has  raised  that  space  from  32  to  36 
pages  monthly. 

As  indicated  above,  however,  we  are  more 
concerned  about  making  the  Journal  “bet- 
ter” than  we  are  about  watching  its  growth 
in  size.  To  meet  the  needs  of  all  members, 
a periodical  of  this  character  must  carry 
something  of  interest  to  each  in  every  issue  ; 
this  we  are  attempting  to  do.  The  special 
departments  of  “Medical  Economics’  and 
“Ethics”  touch  upon  problems  of  daily  im- 
port to  the  practitioner,  and  the  section  de- 
voted to  Esthetics  affords  a certain  variety 
of  interest  to  relieve  the  monotony  of  pro- 
fessional strain.  In  “Observations  from  the 
Lighthouse”  we  are  endeavoring  each 
month  to  treat  of  some  feature  of  medical: 
progress,  calling  attention  to  new  discov- 
eries, presenting  a review  of  results  ob- 
tained from  experience  with  comparatively 
recent  discoveries,  or  summarizing  the  most 
recently  expressed  opinions  concerning  im- 
portant scientific  problems  in  different 
fields  of  practice.  The  latest  department 
opened,  “Lay  Mirror  Reflections”,  is  de- 
signed to  show  in  some  measure  where  rve 
stand  with  the  public,  without  entering  in- 
to any  active  controversy  over  differences 
between  lay  and  professional  opinions.  The 
past  few  months  have  brought  us  a series 
of  interesting  letters  for  publication  under 
the  head  of  “Communications”,  but  we  could 
stand  a good  deal  more  of  that  sort  of  thing 
and  hope  that  members  will  more  fre- 
quently send  us  letters  setting  forth  their 
views  upon  important  topics. 

We  hope  to  introduce  in  the  near  future 
two  or  three  additional  specific  departments, 
to  broaden  the  scope  of  medical  interests 
and  to  elicit  still  greater  personal  interest 
in  development  of  the  Journal.  As  we  have 
said  before,  this  is  your  Journal  and  we  will 
welcome  suggestions  tending  to  its  further 
betterment.  It  is  well  on  the  way  to  be- 
coming a significant  state  society  Journal 
and  we  again  invite  your  assistance  in  its 
development. 
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NEER,  Rush,  288  Graham  Avenue,  Paterson,  one  of  the  oldest  and! 
best  known  physicians  of  that  city,  died  at  his  home,  March  20,  1926. 

Dr.  Rush  Neer,  son  of  Dr.  David  Neer,  was  born  in  Charlottesville,. 
N.  Y.,  October  2,  1849,  but  had  lived  in  Paterson  since  1851.  He  at- 
tended public  and  private  schools  of  Paterson  and  received  his  medical 
degree  from  the  Long  Island  Medical  College  in  1880.  Dr.  Neer  is 
survived  by  a widow  and  two  sons,  one  of  the  latter  being  Dr.  Frank  Y. 
Neer,  of  Paterson. 


COBB,  George  Henry,  117  Irvington  Avenue,  South  Orange,  died 
at  his  home,  on  April  5,  1926,  after  a two  weeks’  illness  of  influenza  and 
pneumonia. 

Dr.  Cobh  was  horn  in  North  Andover,  Massachusetts,  January  20, 
1863.  Graduating  from  Amherst  in  1885,  he  entered  upon  the  study  of 
medicine  and  obtained  his  doctorate  degree  from  the  College  of  Physi- 
cians and  Surgeons,  New  York,  in  1888.  In  addition  to  his  private  prac- 
tice. Dr.  Cobb  took  an  active  interest  in  public  health  matters  and  served 
for  15  years  as  a member  of  the  South  Orange  Board  of  Health. 


KLINE,  William,  a prominent  physician  of  Phillipsburg,  died  sud- 
denly at  his  home,  118  S.  Main  Street,  on  March  2,  1926.  Dr.  Kline 
had  been  suffering  from  the  results  of  a fall  sustained  a week  previously 
but  his  condition  was  not  supposed  to  he  serious  in  character.  The  un- 
expected fatal  termination  came  in  the  form  of  a heart  attack. 

Dr.  Kline,  the  son  of  William  and  Elizabeth  Kline,  was  born  in  Har- 
mony, Warren  County,  New  Jersey,  September  2,  1865.  He  was  edu- 
cated in  the  public  schools  and  Easton  Academy,  graduating  from  the 
latter  in  1885,  and  then  entered  Lafayette  College  for  a two-year  course. 
In  the  fall  of  1888  he  matriculated  in  the  medical  department  of  the  Uni- 
versity of  Pennsylvania,  graduating  in  1891  with  the  degree  of  M.D.  He 
located  in  Phillipsburg  in  1893  and  soon  ranked  as  one  of  the  most  skilled 
physicians  in  Warren  County. 

Both  socially  and  as  a citizen  he  was  highly  esteemed  and  had  al- 
ways taken  an  interest  in  everything  looking  to  the  welfare  of  the  com- 
munity and  the  people.  He  held  the  office  of  City  Physician  in  1894-5 
and  served  for  12  years  in  the  town  council.  Dr.  Kline  was  one  of  the 
pioneer  workers  for  the  establishment  of  Warren  Hospital  and  labored 
long  and  faithfully  with  that  institution,  serving  as  Chief  of  the  Medical 
Staff,  and  he  served  five  years  on  the  Board  of  Education,  being  presi- 
dent of  the  board  the  last  year  of  his  term.  He  was  a member  of  the 
Warren  County  Medical  Society,  a thirty-second  degree  Mason,  being 
member  of  the  Shrine  Crescent  Temple,  Trenton,  N.  J.,  and  was  a mem- 
ber of  the  First  Presbyterian  Church  of  Phillipsburg. 

The  deceased  is  survived  by  his  wife,  Caroline  F.  Kline,  and  by  two 
daughters,  Mrs.  William  H.  Galbreath  and  Miss  Mildred  L.  Kline. 
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ETHICS  AND  THE  MEDICAL 
PROFESSION. 

Richard  C.  Cabot,  M.D.,  Boston,  Alass. 

(Reprinted  from  Survey  Graphic, 
by  permission.) 


Continued  from  April  Journal. 

Yet  silent  example  is  not  enough  for  the 
student  of  medicine.  He  wants  precepts  also, 
explanation  after  demonstration.  And  be- 
cause universities  still  omit  to  put  any  teach- 
ing of  medical  ethics  into  the  curriculum,  the 
students  plan  ethical  instruction  on  their  own 
accord  and  call  in  speakers  from  outside.  This 
has  happened  at  Harvard  every  year  in  the  last 
dozen  or  so,  and  I have  no  doubt  it  is  the  same 
at  many  other  medical  schools.  1 he  students 
really  need  it.  For  example,  they  are  un- 
comfortably aware  that  they  have  been  told 
nothing  about  medical  fees  or  about  any  part 
of  medical  economics.  Yet  they  know  that 
very  soon  they  will  have  to  be  earning  their 
living  and  they  wish  to  earn  it  honorably. 
They  have  heard  about  “fee  splitting"  (one 
of  the  commonest  forms  of  medical  graft) 
and  gossiped  about  the  exorbitant  fees  exacted 
from  rich  patients.  They  have  also  heard  that 
the  doctor  is  expected  to  treat  a good  many 
patients  for  nothing  or  for  merely  a nominal 
fee.  They  have  heard  medical  partnerships 
extolled  and  denounced  and  they  wonder  why. 
“Contract  practice’’  they  hear  described  as  a 
heinous  crime.  Yet  how  it  differs  from  any 
other  work  done  under  contract  and  why  a 
contract  should  be  honorable  in  all  other  fields 
but  disgraceful  in  medicine,  they  do  not  under- 
stand (which  is  natural  enough  because  no  one 
else  has  ever  yet  penetrated  this  mystery  of 
medical  phraseology). 

Again  medical  students  have  had  occasion  to 
watch  but  never  to  discuss  the  contrast  between 
the  outstanding  integrity  of  the  medical  teacher 
in  certain  difficult  medical  situations  and  his 
readiness  to  lie  on  other  occasions. 

Moreover  they  want  to  know  about  euthana- 
sia, that  ancient  and  reliable  novelty,  that  de- 
pendable stimulant  of  readers’  interest  in  the 
news  of  the  day,  the  shopworn  discussion 
which  the  newspapers  trick  out  afresh  each 
year  in  August  when  politics  are  dull  and  there 
is  dearth  of  copy. 

Students  want  to  hear  the  pros  and  cons  on 
the  ethics  of  birth  control,  of  state  medicine,  of 
abortion,  of  the  use  of  bread  pills,  of  medical 
advertising,  of  proper  and  improper  technic 
in  medical  competition  and  in  many  other  mat- 
ters. 


But  since  the  medical  faculty  in  its  wisdom 
provides  not  an  hour  of  instruction  in  medi- 
cal ethics,  all  these  problems  have  to  be  com- 
pressed into  a few  hours  of  volunteer  lectur- 
ing arranged  for  by  the  students  themselves 
on  one  of  their  free  afternoons,  when  they 
ought  to  be  getting  some  much  needed  out- 
door exercise. 

Yet  though  as  a profession  medicine  is  so 
extraordinarily  reticent  about  ethics,  it  has 
been  (so  far  as  I know)  the  first  professional 
body  to  formulate  its  traditions  of  correct  pro- 
fessional behavior,  the  first  to  write  a code  of 
ethics  and  to  acknowledge  allegiance  to  an  oath 
— the  ancient  Flippocratic  oath.  In  the  United 
States  the  code  of  medical  ethics  was  drawn 
up  by  a committee  of  the  American  Medical 
Association  in  1847  and  revised  in  1912.  Most 
of  the  ethical  codes  of  the  various  trades  and 
professions  have  come  considerably  later,  as 
I shall  show  in  another  article. 

The  Hippocratic  oath  dates  from  the  time 
of  the  founder  of  medicine  400  years  before 
Christ.  It  is  a curious  mixture  of  sound  sense, 
valid  for  all  time,  and  of  pledges  which  have 
no  anplication  to  modern  medicine.  In  it  the 
doctor  promises  that  he  will  not  operate  on 
anyone  for  stone  in  the  bladder  but  “will  give 
way  to  those  who  work  at  this  practice” — a 
form  of  trade  unionism  not  popular  among 
physicians  today.  But  he  also  promises  that 
“Whatsoever,  in  my  practice  or  not  in  my 
practice,  I shall  see  or  hear  amid  the  lives  of 
men  which  ought  not  to  lie  noised  abroad,  as 
to  this  I will  keep  silence.”  One  wishes  that 
such  an  antigossip  rule  were  in  force  today. 
Physicians  do  not,  as  a rule,  take  this  oath  to- 
day but  they  are  in  strong  sympathy  with  the 
spirit  of  many  of  its  clauses  and  not  infre- 
quently devise  more  modern  pledges  for  medi- 
cal neophytes  in  the  effort  to  christen  their 
early  work  with  the  solemnity  of  an  oath. 

For  example : At  the  University  of  Michi- 
gan— said  to  lie  the  original  from  which  Sin- 
clair Lewis  sketched  the  medical  school  in 
Arrowsmith — a body  of  students  and  gradu- 
ates desiring  to  raise  the  ethical  and  scientific 
standards  of  the  school,  organized  not  many 
years  ago  the  Alpha  Omega  Alpha  society. 
The  three  Greek  letters  in  its  name  are  the 
initials  of  Greek  words  meaning  “Fit  to  serve 
the  suffering.” 

Last  April  (1925)  in  the  course  of  an  im- 
pressive address  with  which  one  of  its  student 
members  prefaced  the  administration  of  the 
oath  to  5 newly  admitted  students,  at  Ann 
Arbor,  I heard  the  following  words : 

Our  Society  exists  to  advance  professional 
ideals  among  medical  students.  Your  selection 
(as  members)  is  symbolic  to  you  and  to  fellow 
students  of  the  true  ideals  of  the  medical  pro- 
fession. These  ideals  are: 

First  of  all,  moral  character  must  be  above 
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reproach;  no  one  is  tit  to  practice  medicine  of 
whom  this  is  not  true.... The  state  and  private 
philanthropy  has  expended  money  upon  training 
not  in  order  that  you  may  yourselves  selfishly 
profit,  but  in  order  that  you  may  serve  your  day 
and  generation  in  a highly  difficult  and  respon- 
sible profession.  It  is  yours  to  give  to  your  pa- 
tients the  very  best  of  which  you  are  capable. 
We  are  confident  that  you  will  be  guided  by  this 
ideal  of  service.  Otherwise  you  would  not  have 
been  chosen. 

Readers  must  realize  that  these  words  were 
spoken  by  a medical  student  to  his  fellow  medi- 
cal students  at  a private  dinner  of  their  club, 
with  no  thought  of  general  effect  and  with 
none  of  the  official  temptation  to  “talk  big’’  to 
one’s  pupils. 

At  this  point  I saw  5 young  medical  students 
stand  up  ,side  by  side  at  their  places  at  the 
dinner  table.  Facing  them  the  speaker  con- 
tinued : 

These  are  the  guiding  principles  of  the  medi- 
cal profession  to  which  we  ask  you  to  give  assent 
as  members  of  Alpha  Omega  Alpha.  I therefore 
demand  of  you  whether  you  give  your  assent  to 
these  ideals  of  your  chosen  profession. 

Space  compels  me  to  omit  part  of  what  he 
said,  but  it  was  all  of  a piece  with  my  quo- 
tations. 

In  an  impressive  silence,  the  boys  answered 
- — not  theotrically  or  self-consciously,  but 
quietly  and  clearly : 

We  do. 

Do  you  promise  hereafter  to  use  your  utmost 
efforts  not  only  to  attain  these  ideals  in  your  own 
life,  but  also  to  maintain  and  advance  them  in 
the  profession  at  large? 

We  do. 

Do  you  agree  to  support  the  Constitution  of 
Alpha  Omega  Alpha  and  to  aid  in  every  honor- 
able way  to  enlarge  its  usefulness? 

We  do. 

In  the  name  of  the  Alpha  Omega  Alpha  of 
Michigan,  I formally  declare  that  you  are  en- 
titled to  the  privilege  of  full  membership  in  the 
society. 

Each  of  the  5 then  received  the  official  badge 
and  certificate,  after  which  I was  called  upon 
— profoundly  impressed  by  what  I had  seen 
and  heard— to  sav  what  seemed  appropriate. 

Here,  then,  is  another  example  of  how  the 
ethical  idealism  of  the  medical  student,  in  the 
absence  of  any  efforts  on  the  part  of  his  teach- 
ers, breaks  out  and  asserts  itself.  It  is  charac- 
teristic, not  of  course  of  all  students  in  all 
American  medical  schools,  but  of  a large  and 
influential  section  in  the  better  institutions.  ' 

It  is  interesting  to  see  the  differences  be- 
tween the  code  of  ethics  adopted  by  the  Amer- 
ican Medical  Association  in  1847  and  the  re- 
vised form  issued  in  1912. 

(1)  They  should  study  (says  the  1847 
code)  in  their  deportment  . ....  to  unite  con- 
descension with  authority  (italics  mine). 

In  the  1912  code  they  have  ceased  to  conde- 
scend, but  in  1847,  one  was  forced  to  do  so 
because  “reasonable  indulgences  should  be 
granted  to  the  mental  imbecility  and  caprices 


of  the  sick”.  However  much  the  modern  phy- 
sician may  think  this  of  his  patients,  he  will 
not  say  it,  even  in  his  code. 

(2)  Another  change  in  the  1912  code  re- 
minds me  of  some  earlier  ethical  battles  with 
medical  colleagues.  This  concerns  the  matter 
of  professional  secrets  which  was  touched 
upon  in  the  Hippocratic  oath.  There  the  phy- 
sician swears  not  to  gossip  about  his  patients 
or  to  pass  along  to  others  the  knowledge  which 
he  may  have  about  the  seamier  sides  of  their 
lives.  In  the  1847  code  we  find : 

None  of  the  privacies  of  personal  and  domestic 
life,  no  infirmity  of  disposition  or  flaw  of  charac- 
ter observed  during  professional  attendance 
should  ever  be  divulged  by  (the  physician)  ex- 
cept when  he  is  imperatively  requried  to  do  so 
....Professional  men  have,  under  certain  cir- 
cumstances, been  protected  in  their  observance 
of  secrecy  by  courts  of  justice. 

But  how  far  does  professional  secrecy  go? 

Suppose  a young  man  is  found  by  his  physi- 
cian to  have  syphilis  and  despite  this  fact,  to 
be  approaching  his  wedding  day,  his  fiancee 
and  her  family  knowing  nothing  of  his  condi- 
tion. Is  the  physician  bound  by  professional 
secrecy  to  allow  this  man  to  marry  a woman 
who  knows  nothing  of  his  condition  and  prob- 
ably to  infect  her  with  a serious  disease  ? 

Twenty  years  ago  many  of  my  colleagues 
said  “yes”  and  were  indignant  with  those  of 
us  who  said  “no”.  Indeed,  a fair  case  can  be 
made  out  for  the  affirmative.  The  patient  has 
given  his  physician  the  facts  because  he  trust- 
ed the  physician  to  preserve  a professional 
secret.  If  all  honorable  and  skillful  physicians 
were  known  to  be  ready  to  betray  such  a secret, 
patients  might  shun  such  physicians  and  lie 
drawn  into  the  hands  of  quacks  and  shysters. 

Nevertheless,  I believe  today  the  great  ma- 
jority of  physicians  would  say  to  such  a man: 
“Put  off  your  marriage  until  you  are  cured 
or  at  any  rate  non-contagious.  Otherwise, 
either  you  or  I will  tell  your  fiancee.”  Few 
physicians  would  stand  by  and  see  an  innocent 
woman  suffer  such  a punishment  as  would 
follow  if  his  advice  was  disregarded.  And  to- 
day much  fewer  men  would  think  of  treating 
any  woman  in  so  dastardly  a way. 

This  change  in  public  sentiment  is  reflected 
in  the  1912  code  which  enjoins  physicians  to 
preserve  their  patient’s  confidence  as  a trust, 
but  adds : 

There  are  occasions,  however,  when  a physician 
must  determine  whether  or  not  his  duty  to  so- 
ciety requires  him  to  take  definite  action  to  pro- 
tect a healthy  individual  from  being  infected. 

Note  that  it  is  still  left  an  open  question, 
and  that  still  no  duty  to  the  “healthy  indi- 
vidual” is  recognized — only  the  duty  to  society. 
But  in  practice  these  two  duties  would  usually 
prove  to  be  one. 

Of  course  no  one  is  likely  to  suppose  that 
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the  writing  or  signing  of  a code  of  ethics  se- 
cures obedience  to  it.  The  code  is  of  interest 
chiefly  because  it  shows  what  a fairly  repre- 
sentative section  of  medical  men  think  ought 
to  be  the  behavior  of  all  physicians.  What 
the  writers  of  the  code  consider  important 
enough  to  mention  and  what  they  leave  out, 
either  as  unimportant  or  as  too  obvious  to 
need  mention,  are  matters  of  some  interest. 

As  in  most  other  codes  of  ethics,  question 
of  etiquette  and  of  professional  custom  take 
precedence  over  questions  of  right  and  wrong. 
What  is  seemly,  what  is  good  form,  what  is 
convenient  for  the  smooth  movement  of  daily 
work,  what  can  be  counted  on  to  minimize 
friction  and  to  keep  the  peace  in  the  relations 
of  doctor  to  doctor  and  doctor  to  patient,  fill 
most  of  the  code.  For  example,  newspaper 
advertising  of  his  powers  by  a physician  is 
contrary  to  medical  ethics.  But  no  one  would 
contend,  I suppose,  that  it  was  in  itself  morally 
wrong.  Medical  men  have  explicity  or  tacitly 
agreed  not  to  do  it.  Hence,  anyone  who  does 
it  is  going  against  the  corporate  opinion  and 
the  usual  practice  of  his  group.  That  is  all. 

(To  be  continued.) 
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RECORD  OF  A TRIP  TO  ALASKA. 

Lancelot  Ely,  M.D.,  Somerville,  N.  J. 

Several  weeks  of  fires  raging  in  the  beauti- 
ful forests  of  Washington,  formed  a dense 
blanket  of  smoke  over  Seattle  and  vicinity, 
and,  as  we  were  approaching,  completely  hid 
from  us  the  beauties  of  Puget  Sound,  Mt. 
Rainier  and  the  Olympian  Mountains.  It  was 
on  August  1,  1925,  that  we  sailed  from  Se- 
attle, “The  Gateway  to  Alaska”,  on  the  S.  S. 
“Yukon”  of  the  Alaska  Steamship  Co.,  bound 
for  Seward.  Our  steamer  was  very  commo- 
dious, with  good  room  for  promenading  on 
each  deck,  and  comfortable  space  for  steamer 
chairs.  The  staterooms  were-  cozy,  and  the 
dining  room  well  appointed  and  inviting  3 
times  a day.  Most  of  the  passengers  were, 
like  ourselves,  pleasure  bent.  There  were 
many  from  California,  Washington  and  Ore- 
gon taking  the  trip  for  a summer’s  vacation, 
some  others  were  going  up  to  visit  friends, 
or  for  a month  or  more  fishing  and  hunting, 
and  some  were  going  back  after  a short  visit 
“outside”. 

Our  second  day  out,  the  smoky  atmosphere 
cleared  and  we  could  watch  and  enjoy  the  dis- 
tant mountains  and  forest-covered  shore  line. 
We  travelled  through  British  waters  for  the 
best  part  of  3 days ; American  boats  do  not 
stop  at  any  of  the  Canadian  ports  and  we  went 
about  500  miles  before  making  our  first  stop. 
The  weather  was  fine,  the  water  smooth,  and 


the  route,  the  “inside  passage”,  most  pic- 
turesque. It  winds  in  and  out  among  the 
thousands  of  islands  that  dot  the  coast  of  south- 
eastern and  south-western  Alaska  all  the  way 
to  the  Aleutian  Islands,  on  the  west,  with  very 
few  places  exposing  the  steamer  to  the  open 
waters  and  cold  winds  of  the  northern  Pacific. 
The  route  is  even  yet  poorly  charted  and  until 
quite  recently  has  been  considered  a dangerous 
one.  Now,  there  are  lights  and  buoys,  es- 
pecially in  south-eastern  Alaska,  making  the 
trip  a reasonably  safe  one.  The  course  is  so 
tortuous  that  the  tall  and  snowcapped  moun- 
tains would  appear  first  ahead  then  at  the  side 
and  again  at  the  rear  of  the  boat  as  it  made 
the  many  turns  in  the  channel. 

We  were  all  anxious  to  reach  Alaskan  ter- 
ritory but  as  we  approached  the  town  of 
Ketchikan,  our  first  stop,  we  were  somewhat 
dismayed,  for  the  docks,  built  on  pilings,  were 
much  in  need  of  repair  and  the  water  was  very 
dirtv  with  waste  from  the  canneries  that  line 
the  shore.  Once  on  shore,  however,  the  un- 
pleasant approach  was  forgotten,  and  we  found 
much  to  interest  and  please  us.  We  first 
noticed  the  roads,  which  are  made  of  heavy 
planks  built  up  on  pilings,  and  the  houses,  built 
in  tiers  along  the  steep  hillside,  with  long 
flights  of  steps  leading  up  from  the  highways. 
The  business  section  parallels  the  docks,  and 
many  of  the  buildings  are  supported  over  the 
water  on  pilings.  The  stores  are  up-to-date, 
splendid  markets  of  friuts  and  vegetables  which 
are  brought  in  from  the  States,  and  souvenir 
stores  are  filled  with  attractive  objects  for  the 
tourist.  Autos  are  used  in  the  town  almost 
entirely,  as  horses  are  too  noisy  on  the  plank 
roads,  and  splinter  the  wood,  but  there  are 
very  few  miles  of  roadway,  and  none  outside 
of  town  suitable  for  automobiling.  The  homes 
ax-e  very  cozy  and  well  cared  for,  and  the 
residents  take  pride  in  their  small  gardens 
of  shrubbery  and  flowers,  and  an  occasional 
vegetable  garden.  The  soil  is  shallow  on  the 
hillsides,  and  rocky,  and  often  precious  soil 
is  carried  for  a long  distance  to  make  these 
gardens. 

It  rained  in  Ketchikan  while  we  were  there, 
as  it  rains  most  of  the  time ; an  annual  pre- 
cipitation of  13  feet.  It  does  not  seem  to  be 
a wetting  rain,  but  more  like  a heavy  mist, 
and  no  one  stays  home  because  of  the  rain. 
A resident  was  asked  by  a tourist  if  it  rained 
every  day  in  Ketchikan.  The  reply  was — “I 
really  cannot  say,  for  I have  lived  here  only  15 
years,  but  it  has  rained  every  day  since  I have 
been  here.” 

A mountain  stream  with  beautiful  cascades 
flowed  through  the  town  and,  in  season,  the 
salmon  may  be  seen  by  the  thousands,  a pink 
and  silver  mass,  going  upstream  to  spawn. 
The  stream,  which  has  its  source  in  the  snow 
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capped  mountains  back  of  the  town,  supplies 
power  for  electricity  as  well  as  water  for  town 
use.  There  are  sanitary  drinking  fountains 
at  all  the  main  corners. 

Leaving  Ketchikan,  we  continued  in  our 
narrow  course,  the  rocks  and  forests  and  dis- 
tant mountains  constituting  an  ever-changing 
panorama.  It  was  along  this  route  that  my  at- 
tention was  first  called  to  little  shrines  hidden 
along  the  water’s  edge,  and  several  totem  poles 
nearby,  marking  places  sacred  to  the  Indians 
of  the  past. 

We  arrived  at  Wrangle,  our  second  port, 
late  in  the  afternoon  of  August  3.  Here  we 
saw  many  totem  poles,  one  large  one  greeting 
us  at  the  very  entrance  to  the  town,  and  sev- 
eral along  the  main  street.  1 hese  Indian  to- 
tems are  neither  tombstones  nor  idols,  but  are 
the  tribal  crests  or  coats  of  arms,  and  tell  to 
one  who  can  read  them,  the  family  history 
and  ancestory  of  the  residents  within,  for  they 
are  generally  placed  in  front  of  the  door.  I hey 
are  as  proudly  displayed  as  are  the  emblems 
of  heraldry  of  the  European  nobility.  We 
visited  the  burial  place  of  old  Chief  Shake, 
and  his  lodging  house  where  the  family  and 
tribal  totems  are  all  preserved  in  the  original. 
We  were  entertained  by  Rev.  Phillips  who  has 
made  a study  of  the  Indian  and  written  con- 
siderably of  Indian  lore  and  totems  in  Alaska. 
He  took  us  through  his  little  Episcopal  Church 
and  showed  us  the  alter  of  Alaskan  marble, 
and  then  showed  us  his  flower  garden  with  its 
beautiful  pansies,  and  dahlias  large  as  dinner 
plates.  Here  also  we  enjoyed  some  freshly 
picked  raspberries,  large,  rich,  and  juicy.  From 
the  small  Indian  boys  at  the  dock,  the  souven.r 
collector  may  purchase  the  native  garnets ; of 
interest  because  they  are  distinctly  local,  but 
do  not  lend  themselves  to  polish  as  they  are 
too  soft  and  full  of  flaws. 

It  was  clear  moonlight  from  a full  moon  as 
we  left  Wrangle,  and  many  of  the  passengers 
staid  up  late  into  the  night  to  enjoy  the 
scenery  as  we  passed  through  Wrangle  Nar- 
rows, a passage  so  narrow  that  it  can  lie  en- 
tered only  at  high  tide,  and  with  expert  ma- 
nipulation, by  the  bigger  steamers. 

We  stopped  at  Juneau,  the  capitol  of  Alaska, 
where  we  saw  the  first  evidence  of  extensive 
gold  mining.  The  Alaska-J  uneaja  Gold  Min- 
ing Company  has  large  buildings  and  modern 
machinery  for  operations  along  the  hillside 
above  the  town.  Across  the  waterway  from 
Juneau  is  the  deserted  town  of  Douglas, 
where  in  the  years  of  prosperity  much  gold 
was  mined ; now,  the  buildings  are  abandoned 
and  decaying.  The  Government  buildings 
and  prosperous  homes  of  Juneau  are  very 
beautiful,  with  green  lawns  and  flowers  ev- 
erywhere. A very  fine  museum  displays  in 
pleasing  manner  the  wonders  of  Alaska,  curios 


of  the  earliest  Indian  history  as  well  as  of  the 
Russian  occupation ; minerals,  furs,  and  wild 
life  arranged  most  attractively,  and  the  whole 
in  charge  of  a Russian  priest  who  is  very  glad 
to  explain  or  to  listen. 

Over  a well-built  road,  we  were  taken  to  see 
our  first  Alaskan  glacier, Mendenhall,  a mass 
of  ice  14  miles  long  and  1J4  miles  wide,  with 
many  grottoes  and  caves  in  the  green  and  blue 
ice.  This  glacier  is  rapidly  receding  and  great 
masses  of  alluvial  deposit  are  left  in  its  old 
path.  On  the  drive  out  from  Juneau,  we  saw 
several  good  looking  farms  and  an  active  dairy 
with  sleek  looking  cattle,  a greater  evidence  of 
prosperous  agriculture  than  we  saw  anywhere 
else  in  Alaska,  as  there  is  little  of  the  coast 
land  adapted  to  farming. 

After  leaving  Juneau,  we  made  our  first 
cannery  stop.  There  was  nothing  here  but  the 
cannery,  and  it  was  typical  of  many  we  were 
to  visit  before  we  reached  Seward.  They  are 
usually  located  in  a sheltered  cove  or  bay,  and 
built  over  the  water  and  along  the  shore.  There 
is  one  large  building  for  the  canning  of  the  fish, 
and  one  or  two  others  for  storage.  Just  back 
from  these  buildings,  and  often  along  the  hill- 
side, are  built  one  or  two  large  dormitories 
for  the  imported  helpers  and  a few  shacks  for 
the  natives.  A small  store  for  general  sup- 
plies completes  the  settlement.  There  are  no 
roads  leading  to  or  from  the  canneries,  all 
communication  being  by  water.  The  business 
of  the  Alaskan  canneries  is  enormous,  some 
of  the  larger  ones  covering  several  acres  and 
canning  millions  of  cans  of  fish  in  an  ordinary 
year  and  freezing  hundreds  of  thousands  of 
pounds  for  market  use.  When  the  fish  are 
brought  in  by  the  boatloads,  and  dumped  out 
by  the  thousands,  still  alive  and  flopping,  they 
are  hardly  dead  before  they  are  started  into 
“the  Iron  Chink”,  a machine  which  cleans  each 
fish,  cutting  off  head,  tails  and  fins  and  clean- 
ing out  the  inside  within  the  time  of  a watch 
tick.  This  work  was  formerly  done  by 
Chinese,  hence  the  name  “Iron  Chink".  This 
machine  will  clean  30,000  fish  in  10  hours,  re- 
placing about  50  of  the  most  expert  men.  A 
chopper  automatically  cuts  the  fish  into  pieces 
of  the  right  size  for  the  cans,  each  can  getting 
its  share  of  several  parts  of  the  fish.  Just  the 
required  number  of  ounces  goes  into  each  can, 
and  as  they  move  onward,  an  automatic 
weigher  drops  out  any  that  are  underweight. 
The  cans  are  covered  by  machinery  and  carried 
to  a furnace  or  exhaust  box  where  the  tem- 
perature is  220°,  then  the  tops  are  tightened 
and  sealed,  and  they  are  cooked  in  large  re- 
torts for  an  hour  and  a half  at  a temperature 
of  254°.  Then,  each  can  is  labeled  and  packed 
away  for  shipment.  The  method  of  fishing, 
and  kinds  of  salmon  caught,  are  all  under  Gov- 
ernment control. 

After  leaving  south-eastern  Aalaska,  we  en- 
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tered  the  open  ocean  passing  over  Queen 
Charlotte  Sound.  It  was  the  fifth  of  August, 
a beautiful  clear  morning.  As  we  came  on 
deck  after  breakfast,  and  looked  shoreward, 
along  the  horizon  we  saw  what  appeared  to  be 
banks  of  silver  clouds,  the  sun  just  rising  be- 
hind them,  and  tinting  them  beautiful  opal- 
escent shades.  Looking  longer,  we  realized 
they  were  not  clouds,  but  distant  snow-capped 
mountains — Mt.  St.  Elias,  Mt.  Cook,  and  Mt. 
Logan ; the  first  named  being  18,000  feet  high. 
The  sieht  was  most  magnificent,  a memory  of 
which  will  stay  with  us  forever. 

We  reached  Cordova  the  next  day,  and  from 
there  went  inland  for  50  miles  over  the  Cop- 
per River  Railway,  which  was  built  at  such 
great  expense  and  peril,  and  presented  so  many 
engineering  difficulties.  We  saw  the  “Million 
Dollar  Bridge”  made  famous  by  Rex  Beach 
in  The  Iron  Trail.  Here  were  the  great  gla- 
ciers he  describes — the  Miles  and  the  Childs. 
Miles  Glacier  is  receding  and  losing  its  ac- 
tivity ; Child’s  is  still  active,  presenting  its  face 
to  the  Copper  River,  ljTj  miles  of  beautiful, 
glistening,  clean  ice  extending  back  40  miles 
into  the  mountains.  Between  fighting  the  ac- 
tive mosquitoes  and  watching  tons  of  ice  fall- 
ing with  a thunderous  roar  into  the  river,  we 
spent  a thrilling  2 hours.  The  next  day,  our 
steamer  went  out  of  its  regular  course  to  bring 
us  in  front  of  the  great  Columbia  Glacier, 
which  is  very  active,  dropping  icebergs  into 
the  water  constantly.  Our  ship  maneuvered 
up  very  near  to  the  great  ice  wall  which  is 
about  500  feet  high  and  3 miles  wide.  All 
shades  of  green  and  blue  were  in  this  wall  of 
ice.  There  was  a constantly  repeated  roar  of 
falling  ice,  a splash,  and  a boiling  noise  as  the 
bergs  came  to  the  surface  again.  It  was  here 
we  were  introduced  to- the  Alaskan  strawberry, 
the  Captain  bringing  a large  dish  of  luscious 
ones,  big,  red  and  juicy,  and  telling  us  he  had 
just  picked  them  off  the  glacier.  The  fascina- 
tion was  so  great  we  forgot  we  were  freezing 
from  the  cold  wind  blowing  over  this  vast  ice 
field,  and  regretted  the  signal  to  the  engineer 
for  the  ship  to  pull  away. 

We  made  a short  stop  at  LaTouche,  a big- 
copper  mining  port,  then  on,  passing  Cape 
St.  Elias,  a massive  rocky  promontory  jutting 
out  into  the  sea,  the  gateway  to  Resurrection 
Bay,  on  which  Seward  is  located.  This  point 
is  also  called  “the  sailors’  grave-vard”,  as  many 
a ship  has  been  wrecked  in  the  treacherous 
rocks.  Now  there  is  a warning  buoy,  which 
automatically  wails  a dismal  note  sounding 
like  the  ghosts  of  lost  souls  lying  beneath. 

We  reached  Seward  in  the  early  evening  of 
Saturday,  the  eighth  day  from  Seattle,  and  far 
enough  west  to  lie  3 hours  different  in  time. 
We  said  good-bye  to  several  of  our  passengers 
who  were  making  the  loop  trip  inland  to  Fair- 
banks by  train  and  by  auto  down  to  Cordova, 


where  they  would  catch  the  next  steamer  a 
week  later.  At  this  point  we  became  “round 
trippers”  and  using  the  boat  as  our  Hotel,  re- 
turned with  it  southward.  One  of  the  pas- 
sengers whom  it  was  our  privilege  to  know 
well  was  Dr.  Georgeson,  who  is  in  charge  of 
the  U.  S.  Agricultural  Experiment  Station  at 
Sitka.  He  has  lived  in  Alaska  for  35  years, 
and  is  enthusiastic  over  the  possibilities  of 
Alaskan  agriculture. 

Sunday  was  rainy  again.  We  went  to  Sun- 
day school  and  church  at  the  Methodist 
Church,  a small  but  active  organization.  In 
the  choir  of  young  girls,  we  were  interested 
to  see  one  an  Indian.  In  all  the  windows  of 
the  church  and  across  the  altar  were  potted 
plants;  I counted  27,  and  21  were  in  full 
bloom.  We  roamed  over  the  town  and  out- 
side at  our  will,  were  allowed  to  pick  flowers 
and  big  red  strawberries  from  one  garden ; 
visited  a silver-fox  farm,  and  a kennel  of 
Alaskan  huskies.  We  regretted  having  to 
leave  Seward,  after  2 days  of  real  enjoyment. 

On  our  return  trip,  we  stopped  at  more 
canneries,  to  take  on  loaded  cases  of  salmon, 
and  at  each  of  the  ports  that  we  had  touched 
on  our  way  north.  Passengers  were  taken  on 
at  each  stop,  many  of  them  cannery  helpers 
as  it  was  the  end  of  the  salmon  season.  We 
met  many  prospectors  and  gold  miners,  and 
looked  with  interest,  and  perhaps  some  envy, 
at  the  nuggets  they  were  bringing  out. 

Back  again  to  the  States,  after  this  18  days 
of  pleasure  in  Alaskan  territory.  There  is  a 
“lure”  to  Alaska,  and  it  must  be  indulged. 
Sometime,  we  hope  to  return,  to  go  inland 
and  down  to  Nome,  spend  the  winter  among 
the  ice  and  snow  fields,  watching  the  ice 
freeze  and  again  break  up  on  the  big  Yukon, 
and  becoming  real  “sourdoughs”. 


Jftletrical  (Economics! 


MORE  ANENT  SPECIALIZING. 

Last  month  in  this  column  attention  was  in- 
vited to  certain  discords  between  the  general 
practitioner  and  the  specialist.  In  particular, 
attention  was  directed  to  the  relations  between 
the  family  and  the  city  specialist  in  consulta- 
tion practice. 

Among  other  points  of  maladjustment  is 
the  case  of  the  specialist  in  general  surgery. 
He  exists  in  almost  every  community  large 
enough  to  have  a hospital.  He  is  a necessity, 
for  neither  the  hospital,  nor  the  public,  nor  the 
general  medical  man  could  get  along  without 
him.  For  the  greater  part  he  is  a man  who 
has  started  in  general  practice  in  the  same  town, 
and  has  turned  his  attention  to  surgery  through 
natural  appitude,  or  an  ambition  to  excel  in  a 
chosen  field ; sometimes  through  local  neces- 
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sity,  or  from  a desire  for  the  larger  financial 
rewards  of  the  surgeon.  These  are  the  in- 
gredients, mixed  in  varying  proportion,  which 
determine  the  careers  of  most  surgeons. 

The  great  fault  of  this  group  of  specialists 
is  their  failure,  as  a group,  to  limit  themselves 
to  their  specialty.  They  combine  too  much 
medical  work  with  their  surgical  practice ; too 
much  either  for  their  own  good  or  for  that  of 
the  community  they  serve. 

Some  of  the  reason  for  this  is  apparent 
enough  if  one  will  pause  to  analyze  the  early 
career  of  the  surgeon.  He  has,  as  a rule,  had 
his  start  in  the  community  as  a general  prac- 
titioner, and  built  up  a successful  practice. 
Having  had  in  his  hospital  interne  years  some 
training  and  experience  in  major  surgery,  he 
performs  an  amputation  or  appendectomy  now 
and  then,  as  occasion  offers  amongst  his  own 
clientele.  His  hospital  experience  warrants 
his  doing  the  less  complicated  major  operations, 
and  such  being  the  case  he  feels  that  the  finan- 
cial advantage  may  as  well  be  his  as  another’s. 
As  time  passes,  operations  increase  in  number, 
his  interest  grows,  the  idea  of  becoming  a 
surgeon  is  implanted,  and  he  proceeds  to  de- 
velop himself  in  that  direction.  He  begins  to 
study  surgical  and  regional  anatomy  in  his 
spare  moments,  reads  the  special  journals,  and 
spends  his  vacations  at  various  clinics ; per- 
haps he  stays  a few  months  in  residence  at 
some  one  of  them  which  offers  facilities  for 
intensive  postgraduate  training. 

At  last  he  feels  himself  ready  to  take  up 
surgical  work  as  a specialty,  and  makes  more 
or  less  formal  announcement  of  that  fact  to 
his  colleagues.  Meantime,  however,  with  the 
passing  years,  financial  obligations  have  in- 
creased. There  is  the  mortgage  on  the  lately 
purchased  home,  a growing  family  to  be  cloth- 
ed and  sent  to  school,  social  responsibilities 
that  are  widening ; and  altogether  outlay  has 
increased  pari  passu  with  income,  and  the  bank 
reserve  is  still  small. 

Now,  he  realizes,  is  the  time  to  cut  himself 
adrift  from  general  practice;  but  can  he  afford 
to  do  it  completely?  Can  he  forego  a large 
part  of  the  income  so  derived,  face  a few  lean 
vears  with  all  the  retrenchment  they  signify, 
and  quietly  await  the  development  of  his  sur- 
gery till  that  has  established  him  on  a good 
financial  basis?  That  is  the  difficult  question, 
and  to  most  men  it  seems  easier  to  cling,  for 
the  time  being  at  least,  to  the  more  lucrative 
part  of  their  practice,  and  allow  it  to  tide  them 
over  till  such  time  as  their  chosen  work  has 
reached  proportions  which  will  justify  giving 
it  entire  time  and  attention.  This  would  seem 
for  many  the  necessary  and  wise  answer. 

So  far  then,  so  good.  Too  often,  however, 
difficulty  presently  begins,  for  though  his  sur- 


gical work  grows,  our  specialist  never  quite 
breaks  himself  of  the  habit  of  caring  for  medi- 
cal cases,  particularly  those  who  can  see  him 
at  his  office.  Not  unjustifiably  this  annoys  his 
medical  confreres,  who  soon  beedn  to  feel  that, 
if  they  are  to  refer  surgical  work  to  him,  he 
should  play  fair  and  keep  hands  off  medical 
cases.  They  complain  too  commonly  that  pa- 
tients are  sent  to  him  for  surgery  and  are  per- 
mitted to  return  later  for  purely  medical  ail- 
ments. In  such  circumstance,  it  is  a just  criti- 
cism that  the  specialist  fails  to  specialize. 

The  adoption  of  such  a course  is  not  uni- 
versal by  any  means,  nor  on  the  other  hand  is 
it  unheard  of ; indeed,  the  complaint  of  it  is 
rather  loud  from  time  to  time.  That  it  is  a 
poor  plan  is  obvious  from  several  viewpoints 
which  the  man  who  desires  to  be  a surgeon 
should  consider  squarely.  First,  it  is  unfair  to 
his  brother  practitioners  who  do  no  surgery. 
It  is  not  “playing  the  game”.  Then  it  is  unfair 
to  the  surgeon  himself,  for  it  interferes  with 
his  own  proper  development  as  a surgeon.  It 
is  a rare  man  who  can  practice  both  good 
surgery  and  good  medicine  at  the  same  time. 
Every  medical  case  he  treats  involves  him  in 
a waste  of  precious  time  that  were  better  spent 
perfecting  his  surgical  knowledge  and  skill. 
Finally,  it  is  unfair  to  the  community  in  which 
he  lives,  especially  to  that  part  of  it  with  which 
he  comes  in  contact,  because,  under  the  ex- 
igencies and  stress  of  active  general  practice, 
few  men  have  the  ability,  or  can  find  the  time 
to  develop  the  skill  in  any  special  branch  re- 
quisite to  its  first  class  practice.  Thus  the  com- 
munity has,  instead  of  the  surgeon  of  true  first- 
class,  to  which  it  is  entitled  and  which  his  native 
ability  and  aptitude  fits  him  to  be,  a surgeon 
distinctly  second  rate,  combined  with  a prac- 
titioner of  medicine  of  mediocre  quality,  ad- 
dicted to  the  casual  care  of  medical  cases  and 
to  unskilled  surgery.  There  is  in  this  all  too 
common  situation  a fundamental  lack  of  vision, 
lack  of  courage,  and  a failure  of  the  spirit  of 
fair  play  and  cooperation  necessary  to  the  high- 
est type  of  "ublic  service. 

A specialist’s  success  is  largely  predicated 
on  his  ability  to  gain  and  hold  the  confidence 
of  his  professional  confreres;  and  this  confi- 
dence will  be  founded  on  their  various  esti- 
mates of  his  skill,  knowledge,  and  reputation 
for  fair  dealing.  Surgeons  may  be  heard  now 
and  then  all  unconsciously  admitting  this  want 
of  their  fellows’  confidence  in  them,  when  they 
complain  that  it  is  impossible  to  practice  a pure 
specialty  in  their  community  because  the  doc- 
tors are  too  jealous  to  send  them  work.  In  its 
practical  application  the  Golden  Rule  works 
two  ways,  and  is  dependent  upon  the  ease  of 
reversibility  of  its  receiving  and  sendin?  com- 
ponents. 
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Current  Cbents. 


VISITING  NURSE  PROBLEMS  IN  MORRIS 
COUNTY. 

George  H.  Lathrope,  M.D., 

Secretary,  Morris  County  Medical  Society. 

As  the  problems  of  the  Visiting  Nurse  are  com- 
mon to  almost  every  community  throughout  the 
State,  and  are  closely  allied  to  medical  affairs 
wherever  they  arise,  it  may  prove  helpful  to 
other  communities  to  relate  the  discussion  of  and 
solutions  for  some  of  these  questions  which  have 
been  reached  during  this  past  Winter  in  Morris 
County.  Cooperation  between  the  physicians 
and  nursing  association  had  long  been  felt  to  be 
inadequate,  especially  by  the  nurses,  who  were 
convinced  that  they  could  work  to  better  ad- 
vantage if  they  had  some  method  of  placing 
their  problems  before  the  doctors,  and  of  secur- 
ing their  advice  and  help.  A joint  meeting  was 
therefore  called  of  the  Executive  Committee  of 
the  County  Medical  Society  and  representatives 
of  several  of  the  Visiting  Nurse  Associations  of 
the  county.  The  transactions  of  this  meeting  are 
given  below,  and  an  account  of  the  effort  to  work 
out  the  problems  presented.  It  may  be  added 
that  the  way  has  thus  been  opened  for  a much 
closer  cooperation  • in  the  future  between  the 
Nursing  Associations  and  the  doctors  of  the  com- 
munity, and  this  should  be,  it  seems,  in  the  long- 
run  highly  beneficial  to  the  public,  both  lay  and 
professional. 

This  meeting  was  held  in  Morristown  on  Janu- 
ary 14,  19  26.  It  was  initiated  by  the  Morristown 
Visiting  Nurse  Association  and  invitations  to  at- 
tend and  share  in  the  discussions  were  sent  to 
all  the  Visiting  Nurse  organizations  of  the 
county;  4 of  the  6 organizations  in  the  county 
sent  representative’s  to  the  meeting;  5 out  of  8 
members  of  the  Executive  Committee  attended; 
Doctor  Glazebrook,  President  of  the  County  Medi- 
cal Society,  presided. 

Seven  matters  of  interest  were  brought  up  for 
discussion. 

(1)  The  first  question  raised  was  that  of 
“Standing  Orders”  for  nurses  making  their  first 
visit  to  patients  not  yet  seen  by  a physician.  It 
was  explained  that  nurses  not  infrequently  saw 
cases  before  the  physician  did,  despite  the  fact 
that  a call  to  any  case  should  ordinarily  come 
from  or  through  a doctor.  Where  there  is  a ma- 
ternity case,  sick  infant,  or  febrile  patient,  it 
seemed  that  certain  things  might  be  done  by  the 
nurse  to  avoid  loss  of  time  and  effort,  if  some 
standing  orders  recognized  by  the  doctors  were 
available.  A committee  was  appointed  to  draw 
up  a set  of  such  orders. 

(2)  The  Nursing  Associations  asked  for  ways 
and  means  for  an  annual  health  examination  of 
such  of  their  workers  as  might  desire  it.  It  was 
agreed  that  they  should  get  up  a blank  form  for 
the  examination,  and  that  each  nurse  desiring  it 
might  apply  to  a physician  to  be  appointed  each 
year  in  the  various  communities  by  the  Executive 
Committee  of  the  County  Medical  Society.  The 
arrangement  of  this  blank  form  was  referred  to 
the  committee  appointed  to  draw  up  the  “Stand- 
ing Orders”. 

(3)  The  nurses  reported  difficulty  in  getting  in 
touch  with,  and  securing  action  from,  the  proper 
civil  and  police  authorities  in  cases  where  they 
met  infractions  of  the  law  and  local  Board  of 
Health  rules. 

It  was  suggested,  following  considerable  dis- 
cussion, that  such  matters  might  be  reported 


in  writing  to  the  President  or  Secretary  of  the 
County  Society  who  would  then  cooperate  with 
the  V.  N.  A.  in  securing  attention  of  the  proper 
authorities. 

(4)  The  nurses  stated  that  calls  for  treat- 
ment often  came  direct  from  patients,  and  that 
they  felt  it  would  be  better  if,  wherever  possible, 
calls  on  the  Visiting  Nurse  might  come  through 
a physician.  This  would  save  time  in  beginning 
treatment  and  promote  generally  better  coopera- 
tion between  physician  and  nurse. 

(5)  The  question  was  raised  as  to  how  the 
Visiting  Nurse  was  to  decide  on  the  suitability  of 
any  given  patient,  whom  she  was  sending  to 
clinic  or  hospital,  for  free  treatment.  One  of  the 
nurses  asked  if  it  would  be  considered  advisable 
to  have  a fixed  standard  of  income  relative  to  the 
number  of  dependents  in  a family.  Discussion  of 
this  matter  resulted  in  the  suggestion  that  all 
cases  should  be  decided  according  to  the  best 
judgment  of  the  nurse  at  the  time;  that  in  send- 
ing them  in  she  should  report  them  in  the  hos- 
pital or  clinic  as  free  or  pay  patients;  that  if  she 
was  in  doubt,  she  should  report  the  fact  of  her 
doubt  to  the  clinic  authorities  and  leave  it  to 
them  for  final  determination. 

(6)  Should  the  Visiting  Nurse  care  for  con- 
tagious cases?  Two  organizations  reported  that 
their  local  doctors  had  ruled  against  their  visit- 
ing this  type  of  case.  The  other  2 organizations 
stated  that  they  regularly  looked  after  contagious 
diseases,  but  that  in  so  doing  the  nurses  were 
careful  to  make  these  visits  at  the  end  of  their 
daily  rounds.  The  nursing  representatives  voiced 
an  unanimous  opinion  that  this  is  an  important 
field  for  the  Visiting  Nurse — from  the  standpoint 
both  of  prevention  and  of  education.  The  physi- 
cians agreed  that  this  was  legitimate  and  valuable 
work,  and  that  with  proper  precautions  on  the 
part  of  the  nurse,  no  risk  need  be  incurred  to 
other  patients.  They  further  stated  that  the  mat- 
ter would  be  presented  to  the  county  society  for 
discussion,  along  with  the  “Standing  Orders”. 

(7)  The  matter  of  fees  charged  by  the  Visit- 
ing Nurse  was  the  final  subject  of  discussion. 

Two  organizations  reported  that  they  had  a 
flat  charge  of  $1.00  per  visit,  which  was  never  ex- 
ceeded, and  only  a fraction  or  none  of  which  was 
received  or  asked  for  in  many  cases.  Two  others 
reported  that  in  certain  selected  cases  they  doubl- 
ed their  fees. 

It  was  pointed  out  that  the  actual  cost  per  visit 
to  the  V.  N.  A.  in  Morristown  had  been  reckoned 
and  that  it  was  over  $1.00;  that  thus  the  organ- 
ization did  all  of  its  work  at  a loss;  further,  that 
while  there  was  no  desire  on  the  part  of  the  V. 
N.  A.  to  be  commercial,  or  to  enter  into  active 
competition  with  private  nurses  doing  hourly 
nursing,  the  demand  was  frequently  more  than 
the  private  nurses  could  meet,  and  that  therefore 
many  calls  were  answered  by  the  V.  N.  A.  from 
patients  well  able  to  pay  a private  nurse.  A 
graduated  scale  was  therefore  suggested  based  on 
3 classes: 

(a)  The  regular  fee  for  hourly  nursing,  ap- 
plicable to  fill  patients  able  to  pay  a private  nurse; 
were  one  available. 

(b)  Cost  price. 

(c)  Less  than  cost — any  sum  the  patient 
could  afford,  or  nothing  at  all. 

After  considerable  discussion  this  plan  -was  ap- 
proved and  it  was  decided  to  submit  it  to  the 
County  Medical  Society  for  approval. 

Following  this  meeting  the  matters  discussed 
were  brought  up  at  a subsequent  Executive  Com- 
mittee meeting  and  then  at  the  regular  quarterly 
meeting  of  the  County  Medical  Society,  March 
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9,  1926,  Standing  orders  for  nurses  were  deter- 
mined as  follows: 

Standing  Orders  for  Nurses. 

To  be  used  on  first  visit  when  no  orders  have 
been  given. 

For  all  New  Patients:  Cleansing  bath,  T.  P.  R. 
Instruction  in  hygiene  of  sick-room  with  special 
emphasis  on  ventilation,  cleanliness  and  diet  suit- 
ed to  patient’s  conditions  and  needs. 

For  Patients  with  Fever,  Undiagnoised:  Liquid 
diet.  Low  S.  S.  enema  when  no  abdominal  pain 
or  tenderness.  Sponge  for  temperature.  Isolate 
if  any  sign  of  communicable  disease. 

For  Infants  with  Fever,  Diarrhea  or  Convul- 
sion: Normal  salt  solution  irrigation,  P.R.N.  Diet, 
boiled  water. 

For  Convulsions:  Hot  mustard  bath  (1  table- 

spoonful mustard  to  1 gallon  water)  for  5 minu- 
tes. Cold  cloths  to  head. 

Burns:  Remove  clothing  unless  adherent  to 

skin.  Apply  warm  normal  salt  solution  com- 
presses. Remove  patient  to  hospital  if  severe  and 
physician  cannot  be  reached. 

Minor  Dressings:  Cuts,  bruises,  infected  fingers, 
scratches — Cleanse  with  hot  boric  or  saline  solu- 
tion and  apply  wet  dressing.  If  patient  has  had 
dressing  done  by  physician  do  not  remove  with- 
out orders  from  physician. 

Discharging  Ears:  Cleanse  outer  ear  with  warm 
boric  solution.  Do  not  irrigate  without  an  order. 
Emphasize  need  of  medical  attention. 

Sore  Throat:  Liquid  diet.  Isolate  if  possible 

until  physician  sees  patient. 

Symptoms  of  Respiratory  Diseases:  General 

care.  Advise  good  ventilation.  Teach  isolaion 
and  care  of  nasal  and  mouth  discharges.  Avoid 
exposure  to  cold.  Liquid  diet.  Low  S.  S.  enema 
P.  R.  N. 

For  Infectious  Diseases:  Isolate,  and  same 

treatment  as  for  respiratory  cases. 

Maternity  Cases: 

For  Mothers — Antepartum:  Cleansing  bath. 
Local  cleansing  with  soap  and  water  followed 
with  lysol  solution.  Low  S.  S.  enema  S.  O.  S. 

Postpartum:  Cleansing  bath.  Local  cleansing 

with  lysol  solution.  Abdominal  and  breast  bind- 
ers, P.  R.  N.  Low  S.S.  enema  P.  R.  N. 

For  the  Baby:  Daily  bath.  Cord  dressing  chang- 
ed P.  R.  N.  Cleanse  eyes  and  mouth  with  boiled 
water  or  boric  solution.  Cleanse  skin  around  um- 
bilicus with  alcohol  and  apply  boric  powder.  Ad- 
vise 3 hour  feedings  unless  otherwise  ordered. 
Soap  suppository  P.  R.  N. 

The  society  voted  its  approval  of  the  plan  and 
further  that  each  Visiting  Nurse  Association 
might  present  the  matter  to  the  physicians  in 
their  towns  for  final  approval,  having  the  back- 
ing of  the  County  Society  as  a whole. 

Relative  to  question  No.  7,  a letter  was  received 
and  read  from  the  President  of  the  Morristown 
V.  N.  A.,  stating  that  they  had  decided  on  a sche- 
dule of  fees,  on  the  basis  of  the  discussion  origi- 
nated by  them  at  the  joint  meeting  reported  above, 
and  asking  for  official  approval  of  the  County 
Medical  Society. 

This  suggested  schedule  was  as  follows: 

Addit’nal  Chge. 

Outside 

In  Morrist'n.  Morrist’n. 

(a)  To  patients  who  could 

have  employed  a private 

nurse,  had  one  been  avail- 
able   $2.00  $1.00 


(b)  To  patients  who  wish 

to  pay  cost  1.10  .25 

(c)  To  patients  who  cannot 

pay  full  costs Any  proportion  there- 

of or  service  free. 

This  letter  stated  that  the  cost  price  had  been 
reckoned  according  to  the  Metropolitan  Life  In- 
surance Company’s  scale;  and  further  that  as 
this  would  probably  increase  the  income  of  the 
V.  N.  A.  their  call  on  the  Community  Chest  of 
Morris  County  would  be  correspondingly  less.  It 
emphasized  the  fact  that  the  bulk  of  the  V.  N.A. 
work  and  their  chief  interest  would  always  be 
with  the  third  class  of  patients  (c);  that  the  sec- 
ond class  (b)  would  comprise  a moderate  amount 
of  work  on  which  there  would  be  no  loss;  while 
the  smallest  group  (a)  would  yield  some  definite 
income. 

This  schedule  was  unanimously  approved  by 
the  County  Medical  Society. 


THE  SPREAD  OF  COMMUNICABLE  DISEASES 

BY  COMMON  EATING  UTENSILS 
TO  BE  STOPPED. 

Henry  B.  Costill,  M.D.,  Director, 

New  Jersey  State  Department  of  Health. 

The  danger  of  the  spread  of  communicable  dis- 
eases through  the  common  drinking  cup  and  rol- 
ler towel  long  ago  prompted  the  passage  of  State 
laws  prohibiting  the  use  of  these  age-old  public 
nuisances.  The  common  drinking  cup  and  the 
roller  towel  did  not  disappear  simply  as  the  result 
of  the  enactment  of  these  laws,  but  undoubtedly 
attempts  at  law  enforcement  have  been  of  edu- 
cational value  and  have  resulted  in  the  elimina- 
tion of  many  of  these  sources  of  the  spread  of 
communicable  disease.  The  conditions  which 
make  the  drinking  cup  and  the  towel  potential 
vectors  of  communicable  diseases  apply  equally 
to  soiled  cooking  and  eating  utensils,  the  danger 
which  heretofore  has  been  ignored  by  State  laws 
and  regulations. 

It  is  known  that  diphtheria,  scarlet  fever,  and 
similar  diseases  may  be  transmitted  from  mouth 
to  mouth  by  infected  drinking  glasses  and  eating 
utensils,  and  undoubtedly  common  colds,  pneu- 
monia, and  influenza  are  spread  in  the  same  man- 
ner. Although  it  is  difficult  to  prove  definitely 
the  transmission  of  diseases  by  common  eating 
and  drinking  utensils  used  in  restaurants,  soda 
fountains,  and  other  places  where  food  and  drink 
is  prepared  and  sold  for  human  consumption,  the 
State  Department  of  Health,  realizing  the  po- 
tential danger  to  public  health,  has  taken  the 
first  step  toward  closing  this  avenue  for  the 
spread  of  communicable  diseases.  The  State  law 
gives  to  the  State  Department  of  Health  the  au- 
thority to  make  rules  for  the  protection  of  foods 
and  beverages,  and  under  the  provisions  of  this 
act  the  State  Department  of  Health  at  its  last 
regular  meeting  adopted  the  following  regulation: 

“All  hotels,  restaurants,  cafes,  soda  fountains, 
and  other  places  where  food  is  produced,  manu- 
factured, stored,  cooked,  prepared,  distributed, 
and  sold,  or  intended  for  sale  for  human  con- 
sumption, shall  be  provided  with  adequate  facili- 
ties for  the  treatment  of  cooking  and  eating  uten- 
sils by  boiling  water,  or  steam  under  pressure,  or 
by  other  means  which  shall  yield  the  same  re- 
sults; and  all  utensils  intended  for  a second  use, 
including  pots,  pans,  dishes,  plates,  cups,  saucers, 
glasses,  and  other  containers  repeatedly  used  for 
food,  and  all  knives,  forks,  and  food  implements 
shall  be  subjected  to  treatment  with  boiling 
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water,  or  steam  under  pressure,  for  at  least  three 
minutes  after  each  service,  or  by  such  other 
method  that  effective  sterilization  of  each  article 
shall  be  properly  carried  out  between  each  use. 
Where  sufficient  or  adequate  sterilizing  equipment 
has  not  been  or  cannot  be  installed  as  above 
specified,  sanitary  single-service  receptacles 
(paper  cups  and  utensils)  which  are  to  be  thrown 
away  after  being  used  may  be  adopted  and  used 
in  whole  or  in  part  as  a service.” 

As  local  health  departments  have  power  to  en- 
force regulations  of  the  State  Department  of 
Health,  it  becomes  their  duty  to  require  restau- 
rants and  soda  fountains  to  be  equipped  with 
facilities  for  the  proper  serilization  of  drinking 
glasses  and  eating  utensils  and  to  see  that  this 
disinfection  is  carried  out  satisfactorily.  Common 
decency  dictates  that  eating  utensils  be  cleaned 
before  each  usage,  and  the  protection  of  public 
health  requires  sterilization  of  utensils.  The  en- 
forcement of  this  regulation  should  be  a long  step 
forward  in  the  prevention  of  the  spread  of  many 
communicable  diseases. 

Practicising  physicians  who  are  health  board 
members,  and  other  physicians  as  well,  will  have 
many  opportunities  to  further  this  program  so 
important  from  the  esthetic  and  sanitary  stand- 
points. 


OPPORTUNITY  FOR  YOUNG  PHYSICIANS. 

The  Editor  has  recently  received  2 interesting- 
communications  bearing  upon  the  demand  for  ad- 
ditional country  practitioners,  and  in  both  in- 
stances recommending  what  appear  to  be  good 
openings  for  earnest  young  physicians.  New  Jer- 
sey ought  not  to  suffer  to  any  great  extent  from 
the  general  complaint  of  less  well  settled  portions 
of  the  country,  that  professional  men  tend  to 
congregate  in  the  cities  and  to  leave  the  country 
districts  deserted,  because  no  part  of  this  state  is 
very  far  remote  from  the  larger  centers  of  popu- 
lation. It  appears,  however,  that  there  are  places 
within  the  state  inadequately  supplied  with  phy- 
sicians at  present  and  which  offer  promising  fields 
for  the  up-building  of  a lucrative  practice  as  well 
as  for  the  pursuit  of  a satisfying  professional 
career. 

The  April  issue  of  the  Journal  carried  an  an- 
nouncement of  the  death  of  Dr.  William  J.  Burd, 
of  Belvidere,  and  we  are  informed  that  the  pass- 
ing away  of  this  distinguished  member  of  the  pro- 
fession leaves  a vacancy  that  needs  to  be  frilled. 
Belvidere  is  a town  of  approximately  2000  in- 
habitants and  the  center  of  a prosperous  farm- 
ing and  industrial  district.  There  are  none  too 
many  physicians  in  Warren  County  and  additions 
to  the  group  have  not  kept  pace  in  recent  years 
with  the  losses  by  death,  so  that  this  would  seem 
to  be  an  opportunity  for  some  young  man  desir- 
ous of  establishing  a comfortable  country  town 
practice. 

From  White  House-Lebanon,  Hunterdon  Coun- 
ty, comes  another  appeal  for  help.  The  appellant 
states  that  ‘‘within  a radius  of  10  miles  we  have 
only  one  doctor,  who  would  be  mighty  glad  to 
have  another  physician  come  in  here  and  share 
the  work”.  The  district  referred  to  has  a popula- 
tion of  approximately  1500  in  the  towns  and  a 
prosperous  surrounding  farming  section,  the 
population  of  which  we  cannot  estimate. 

Both  communications  are  respectfully  offered  for 
the  consideration  of  physicians  seeking  or  willing 
to  enter  upon  practice  in  the  country  and  the 
Editor  will  be  very  glad  to  put  interested  parties 
in  communication  with  persons  who  know  local 
conditions  in  each  district. 


Communications;. 


RESPONSE  OF  THE  MORRIS  COUNTY  MEDI- 
CAL SOCIETY  TO  THE  TRUSTEES’ 
LETTER, 

Morristown,  March  25,  1926. 

Dear  Dr.  Hunter: 

Replying  to  your  letter  of  February  22,  1926, 
in  which  you  circularized  the  Presidents  and  Sec- 
retaries of  the  County  Medical  Societies  of  the 
state  regarding  the  question  or  reorganization  of 
the  Board  of  Trustees  of  the  State  Society,  per- 
mit me  herewith  to  inform  you  of  the  action  taken 
after  due  discussion  by  the  Morris  County  Com- 
ponent Society. 

On  two  (at  least)  previous  occasions  this  ques- 
tion had  been  discussed  at  regular  meetings  of  the 
society.  On  receipt  of  your  letter  the  Executive 
Committee  again  went  over  the  matter  and  re- 
ported to  the  society  at  its  regular  quarterly 
meeting  held  at  Dover,  March  9,  1926. 

The  feeling  which  obtains  in  our  organization 
is  that  the  Trustees,  having  a combined  Senator- 
ial and  Cabinet  function,  should  exhibit  a more 
representative  and  state-wide  composition  than 
at  present:  the  House  of  Delegates  remaining-  the 
body  which  represents  the  Society  from  a numer- 
ical point  of  view,  the  Trustees  being  .the  Sena- 
torial Chambers,  so  to  speak. 

As  the  State  Society  is  conducted  at  present, 
the  small  counties  have  little  or  no  authoritative 
representation  anywhere  in  the  organization;  sev- 
eral of  them  have  had  as  their  sole  representa- 
tion for  many  years,  but  a few  delegates  in  the 
House,  where  their  voice  and  influence  are  en- 
tirely lost,  except  when  asked  to  come  into  “com- 
bines” with  other  County  Societies  and  resort  to 
what  is  felt  to  be  objectionable  political  jockeying. 

We  feel  that  the  Board  of  Trustees  should 
properly  be  representative  of  the  entire  state,  and 
that  it  can  be  so  not  only  without  any  detriment 
to  the  activities  of  the  Society,  but  to  its  distinct 
advantage.  This  is  suggested  with  entire  respect 
to  the  honesty  of  purpose  of  the  Fellows,  and  due 
regard  to  their  conduct  of  affairs  throughout  the 
past. 

We  therefore  report  the  following  result  of 
the  vote  taken  upon  your  three  questions: 

(1)  “Are  you  satisfied  with  existing  conditions 
as  to  the  constitutional  provisions  for  organiza- 
tion of  the  Board  of  Trustees”? 

Vote:  a unanimous  “NO”. 

(2)  “Do  you  wish  to  make  any  change  in  the 
construction  of  the  Board  or  in  the  manner  of  its 
election  or  appointment?” 

Vote:  a unanimous  “YES”. 

(3)  “If  you  desire  a change,  will  you  please 

indicate  which  of  the  3 plans  hereinbefore  de- 
scribed would  be  preferable,  or  will  you  submit 
some  other  plan?”  It  was  unanimously  voted  to 
offer  the  following  plan:  That  the  Board  of 

Trustees  of  the  State  Society  shall  consist  of  28 
members,  seven  to  be  the  officers  of  the  Society 
ex-officio,  viz:  the  President,  the  three  Vice-Pres- 
idents, the  Treasurer,  the  Corresponding  Secre- 
tary, and  the  Recording  Secretary,  and  21  to  be 
chosen,  one  from  each  County  Society  in  the  State; 
that  the  21  representatives  of  the  several  County 
Societies  shall  be  chosen  for  a term  of  3 year* 
each,  as  follows:  The  21  counties  to  be  divided 

alphabetically  into  3 groups  of  7 each,  designated 
as  Groups  A,  B,  and  C,  respectively.  The  first 
representative  chosen  from  each  county  in  Group 
“A”  to  serve  for  3 years;  from  each  Group  “B  ' 
County  for  2 years;  and  from  each  Group  “C” 
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County  for  1 year.  Thereafter  the  representa- 
tives chosen  from  each  of  the  21  counties  to  serve 
for  a term  of  3 years. 

We  feel  that  this  would  make  for  a real  repre- 
sentative upper  body,  and  would  be  a great  boon 
to  the  small  counties,  where  the  interest  in  the 
State  Society  has  been  waning  for  a long  time. 
This  plan  does  not  of  course  preclude  the  election 
of  any  Fellow  as  the  representative  of  his  county, 
which  would  very  naturally  tend  to  happen,  but 
the  counties  would  have  the  right  to  select  whom- 
ever they  regarded  as  the  best  man  for  the  task. 

If  it  meets  with  your  approval,  we  should  like 
to  send  copies  of  this  letter  to  the  various  County 
Socities  of  the  state. 

Very  truly  yours, 

George  H.  Lathrope,  M.D., 

Secretary. 


LETTER.  TO  THE  BOARD  OF  TRUSTEES, 
FROM  DR.  PHILIP  MARVEL,  OF 
ATLANTIC  CITY. 

Kenilworth  Inn,  Biltmore,  N.  C., 

February  26,  1926. 

Dear  Dr.  Hunter: 

A copy  of  your  communication  from  the  Trus- 
tees to  the  Presidents  and  Secretaries  of  the  var- 
ious County  Societies  has  been  remailed  to  me 
here  by  Miss  Wolf,  my  secretary.  I have  been 
much  interested  in  reading  the  same,  and  would 
have  been  greatly  interested  in  the  meeting  of 
the  Board  of  Trustees  which  took  action  thereon 
had  it  been  possible  for  me  to  have  been  present; 
however,  I think  they  have  taken  the  wisest 
course  possible.  If  we  can  only  manage  to  in- 
terest the  majority  of  the  County  Societies  suf- 
ficiently to  have  the  members  think  and  cooper- 
ate, to  think  from  a collective  as  well  as  from  an 
individual  point  of  view,  we  shall  have  an  honest 
and  interesting  expression  which,  while  it  may 
differ  from  our  conclusions,  at  least  will  show  a 
reason  for  its  existence. 

In  attempting  to  discuss  the  subjects  presented 
in  your  communication,  let  me  preface  my  re- 
marks by  saying  that  I am  going  to  accept  the 
matter  from  the  basis  that  the  best  of  motives 
are  behind  each  presentation,  and  try  to  analyze 
said  presentations  from  the  standpoint  of  their 
merits. 

First.  The  sole  reason  given  for  the  suggested 
constitutional  change  in  membership  of  the  divi- 
sional bodies  of  our  State  Society  is  a plea  to  place 
the  same  on  a more  “democratic  basis’’.  The  in- 
ference implied  is  that  the  Board  of  Trustees,  as 
constituted  now,  is  a close  corporation.  My  per- 
sonal knowledge  of  the  Board  of  Trustees  is  at 
variance  with  such  opinion;  certainly  the  fact  is 
far  from  being  established. 

Second.  Each  Fellow  embraced  in  the  member- 
ship of  the  Board  of  Trustees  as  now  constituted 
has  by  virture  of  office  been  eliminated  from  any 
incentive  to  connive  or  be  other  than  democratic 
in  his  relations  to  the  vital  questions  and  inter- 
ests of  the  State  Medical  Society.  Therefore,  it 
would  seem  that  Dr.  Quigley’s  proposed  consti- 
tutional amendment  has  grown  out  of  a misun- 
derstanding or  at  least  a misconception  of  the  ac- 
tual facts  in  the  situation,  and  because  of  its  un- 
favorable standing  with  relation  to  the  facts,  it 
should  not  be  supported. 

As  to  the  action  of  the  Board  of  Trustees  in 
supporting  either  Dr.  Eagleton’s  resolution  or  Dr. 
Morrison's  substitute  amendment  therefore  let  us 
be  sure  to  keep  in  mind  that  the  Board  of  Trus- 
tees has  no  power  to  legislate  except  as  members 


of  the  House  of  Delegates.  We  cannot  ignore  the. 
fact  that  the  charter — not  the  constitution — dis- 
tinctly defines  the  office  of  Past  Presidents;  hence, 
unless  we  cancel  our  New  Jersey  State  Medical 
Society’s  charter,  any  variance  from  its  declar- 
ations is  likely  to  upset  and  lead  the  Society  into 
untold  difficulties.  It  would  therefore  seem  out  of 
place  in  our  present  position  to  encourage  either 
Eagleton’s  or  Morrison’s  amendments;  in  both  we 
are  confronted  with  constitutional  power  which  is 
overshadowed  by  charter  authority.  Hence  the 
situation  would  seem  impossible  of  clarification 
from  action  along  this  line,  unless  a membership 
affirmative  vote  could  be  obtained  without  a dis- 
senting voice. 

The  above  are  some  of  the  reasons  that  make 
me  hesitate  to  recommend  any  of  them.  There- 
fore, I cannot  say  that  I am  in  consonance  with 
the  recommendation  of  your  honorable  committee. 

1.  (a)  I believe  changes  can  and  should  be 
made  in  our  present  Constitution  and  By-law's. 

2.  (b)  It  is  questionable  whether  the  author- 
ity of  the  Board  of  Tustees  can  be  changed  by 
constitutional  legislation,  without  first  amending 
or  revoking  our  charter. 

3.  (c)  The  same  argument  maintains  against 
Dr.  Morrison’s  substitute  offered  at  the  meeting 
of  the  Board  of  Trustees  as  against  Eagleton’s 
resolution. 

If  full  affirmative  consent  can  be  had  by  our 
membership  body  to  amend  our  Constitution  and 
By-laws  to  the  end  that  we  reorganize  our  House 
of  Delegates  under  the  charter  granted  the  State 
Medical  Society  by  the  A.  M.  A.,  which  was  liber- 
alized, by  sanction  at  least,  to  admit  the  State 
Medical  Society  of  New  Jersey,  allowing  it  to  hold 
on  to  its  former  charter  as  one  of  the  composite 
state  associations  making  up  the  National  Asso- 
ciation, thereby  making  our  House  of  Delegates 
strictly  the  legislative  body  in  the  Society,  I take 
it  that  it  will  not  be  difficult  to  reorganize  the 
working  methods  of  our  State  Society  so  that  each 
body  politic  in  the  Society  shall  have  definitely 
defined  its  duties  and  limitations  and  many  of 
our  present  differences  will  have  ceased.  The  exe- 
cutive body  should  be  this  in  fact  rather  than  by 
inference,  and  the  judiciary  power  should  be  the 
Judiciary  and  Court  of  Appeals  for  questions  aris- 
ing in  the  various  component  socities.  The  oper- 
ations and  privileges  of  the  Scientific  Committee 
should  be  so  arranged  and  divided  as  to  in  no  way 
conflict  with,  or  be  limited  by  the  requirements 
of  the  executive,  legislative  or  judicial  bodies,  in 
so  far  as  relates  to  their  distinctive  privileges  and 
duties.  The  legislative  power  of  the  Medical  So- 
ciety of  the  State  of  New  Jersey  should  rest  in 
the  House  of  Delegates  and  to  this  body  should 
be  reported  all  of  the  activities  and  results  which 
strictly  belong  to  the  material  interests  of  the  So- 
ciey.  AVhen  thus  introduced  in  the  House  of  Dele- 
gates, all  matters  of  important  interest  should 
first  be  referred  to  a Reference  Committee  for 
study  and  then  reported  back  for  subsequent  ac- 
tion by  the  House  of  Delegates. 

In  my  judgment,  what  our  Society  most  needs 
is  segregation  into  the  proper  divisions  for  the 
various  matters  under  discussion  and  considera- 
tion, the  duty  of  each  division  being  prescribed 
and  limited,  and  the.  Society’s  encouragement 
back  of  a wholesome  clarification  of  the  duties 
of  each  and  every  officer  and  committee. 

If  our  Constitution  and  By-laws  are  revised 
along  this  or  some  similar  line,  believing  as  I do 
the  motive  behind  the  restless  discontent  of  which 
we  are  all  aware  and  which  appears  to  be  the 
fruits  of  disentanglements  growing  out  of  mis- 
interpretations and  misunderstandings,  the  result 
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will  tend  to  prevent  further  confusion  and  dif- 
ference of  opinion — I believe  we  shall  be  well 
out  of  the  mire. 

If  we  can  only  get  together  with  the  one  pur- 
pose of  obtaining  the  greatest  good  for  the  Medi- 
cal Society,  rather  than  for  any  member  or  class 
of  members,  I am  hopeful  of  an  early  establish- 
ment of  a harmony  which  will  protect  us  against 
differences  or  factions.  This  accomplished,  we 
shall  have  much  upon  which  to  congratulate  our- 
selves and  the  Society. 

Sincerely  yours, 

Philip  Marvel. 


A VISIT  TO  THE  CLINIC  OF  DR.  W.  WAYNE 
BABCOCK,  CHIEF  SURGEON  OF  THE 
SAMARITAN  HOSPITAL,  PHILA- 
DELPHIA, PA. 

(Letter  from  John  Hammond  Bradshaw,  M.D., 
F.A.C.S.,  Orange,  N.  J.) 

The  Samaritan  Hospital  of  Philadelphia  has  a 
bed  capacity  for  about  250  patients.  To  me,  the 
most  unique  feature  aside  from  its  chief  surgeon, 
Dr.  Babcock,  is  its  dark  operating  room.  I may 
not  have  been  observant  but  in  the  several  hos- 
pitals in  many  different  cities  of  the  world  that  I 
have  visited  I never  before  saw  an  operating 
room  without  sky-light  or  windows,  the  dark  ef- 
fect being  enhanced  by  the  flooring  and  dark  green 
tiling  of  the  walls.  The  operators  in  this  room  are 
better  and  better  pleased  with  it  as  time  goes 
by,  claiming  that  with  their  fine  central  light 
focused  only  upon  the  operating  table  they  work 
with  less  exhaustion  and  with  the  iris  dilated, 
thus  suffering  less  from  eye-strain.  They  even 
claim  the  vision  is  better.  The  nurses,  too,  are 
enthusiastic,  as  they  claim  that  they  can  work 
longer  hours  with  less  tire.  For  any  preparatory 
treatment  or  cleansing  of  the  room  it  can  be 
flooded  instantly  with  light  almost  similar  to  day- 
light. The  operating-table  nurse  has  her  own 
effective  light  during  the  performance  of  the 
operation.  This  room,  moreover,  can  accomo- 
date about  100  students  in  the  gallery. 

Dr.  Babcock  looks  about  3 5 years  old  but  this 
is  the  only  thing  about  him  that  is  deceiving. 

The  first  thing  that  pleased  me  w'as  a set  of 
rules  posted  in  the  doctors’  dressing  room  in  the 
most  conspicious  place  and  which  might  adorn 
with  benefit  any  hospital  of  the  land. 

Rules  and  Regulations  of  the  Samaritan  Hospital, 
Philadelphia,  Pa. 

W.  Wayne  Babcock,  Chief  Surgeon. 

(1)  The  time  scheduled  for  operation  means 
that  the  surgeon  and  his  assistant  should  be  in 
the  operating  room,  ready  to  operate  at  that  time. 
It  does  not  mean  the  time  of  arrival  of  the  sur- 
geon at  the  hospital.  If  the  surgeon  is  suffieently 
late  to  overlap  the  operating  time  of  the  op- 
erator scheduled  to  follow  him,  he  will  not  be 
permitted  to  proceed  with  his  operation,  but  must 
have  another  time  assigned  to  him  by  the  chief 
resident  physician. 

(2)  When  a surgeon  finds  he  is  delayed  in 
reaching  the  hospital  he  should  telephone  the 
chief  resident  physician  in  order  that  proper  ad- 
justment may  be  made  in  regard  to  his  operation 
and  not  keep  the  operating  suite  personnel  in  sus- 
pense, 

(3)  In  scheduling  operations  the  assignments 
must  be  so  adjusted  that  all  operations  will  termi- 
nate not  later  than  5 p.  m.,  unless  in  emergency. 

(4)  The  surgeon  is  urged  to  operate  upon  pa- 


tients in  the  order  in  which  the  operations  have 
been  scheduled,  to  avoid  unnecessary  chaos  in  the 
operating  suite  and  on  the  floors. 

(5)  No  smoking  is  permitted  in  the  operat- 
ing room  suite  except  in  the  surgeons’  private 
dressing  room  and  the  door  must  be  kept  closed. 
It  is  requested  that  lighted  cigars  or  cigarettes 
and  those  that  have  “gone  out’’  are  not  ever  to 
be  carried  through  the  operating  suite. 

(6)  Surgeons  and  their  assistants  are  request- 
ed to  deposit  discarded  operating  gowns  and 
towels  in  the  basket  provided  for  this  purpose. 
They  must  not  throw  them  on  the  floor. 

By  order  of  the  Hospital  Committee 
Superintendent. 

The  surgeon  washes  his  hands  and  arms  first 
at  an  ordinary  operating  room  suite  sink  and  then 
turns  to  a table  above  which  are  suspended  in 
rows  4 large  flasks,  the  contents  of  which  can  be 
decanted  over  his  hands  and  arms  into  basins 
by  simply  working  foot  treadles.  The  first  flask 
contains  distilled  water  beneath  which  are  brush- 
es with  the  usual  lime  and  carbonate  of  soda  out- 
fit. After  a vigorous  scrub  he  next  washes  (with 
scrubs)  with  No.  2,  which  has  a solution  of  bor- 
acic  acid  and  alcohol  fifty-fifty.  The  next  flask 
with  a touch  of  his  foot  empties  bichloride  solu- 
tion, 1:1000,  upon  his  hands.  The  fourth  flask 
contains  2%  lysol  solution.  These  flasks  are 
decanted  in  the  order  named  upon  his  hands  be- 
fore they  are  dried  and  during  all  this  cleansing 
the  hands  and  arms  are  never  submerged  in  the 
solution  but  are  douched  so  that  there  is  no  pos- 
sibility of  a claim  that  the  antiseptic  solutions 
are  only  germ  soup.  After  the  hands  are  dried 
with  sterile  towels  they  are  carefully  encased  in 
dry  sterilized  rubber  gloves. 

The  first  operation  I witnessed  was  an  ap- 
pendectomy, preparatory  to  which,  while  the 
patient  was  on  the  operating  table,  a high  spinal 
injection  of  stovain  was  given.  Immediate- 
ly after  this  the  patient  was  put  in  the  usual 
supine  position  on  the  table  and  the  iodin  j>repa- 
ration  of  the  skin  was  made.  This  iodin  was  not 
washed  off  with  alcohol.  The  incision  made  was 
less  than  2 in.  long,  absolutely  transverse  to  the 
long  axis  of  the  body,  beginning  1 in.  above  and 
1 in.  within  the  superior  spinal  crest..  After  the 
skin  incision  was  made  with  the  knife  the  Mc- 
Burney  blunt  muscular  separation  technic  with 
blunt  scissors  followed  immediately.  The  pre- 
senting cecum  was  drawn  carefully  and  gently 
out  of  the  wound,  bit  by  bit,  not  by  the  fingers 
but  by  smooth  holding  forceps.  No  gauze  was  al- 
lowed to  enter  the  abdominal  cavity  and  the 
gentlest  retraction  was  made,  at  the  margin  of 
the  -wound.  The  appendix  was  quickly  delivered 
and  ligated  with  chromic  catgut  at  its  base; 
it  was  approxmitely  the  size  of  one’s  little 
finger,  and  unruptured.  Now  please  note  this 
technic:  The  appendix  was  taken  out  of  the 

wound  by  the  ligating  catgut  and  a number  of 
artery  forceps,  each  siezing  a bit  of  the  cecum 
in  the  exact  site  where  one  usually  inserts  one's 
purse  string  inversion  suture.  The  appendix  was 
next  transgrasped  tightly  across  at  its  base  by  a 
clamp  and  a second  clamp  transclasped  it  one- 
quarter  of  an  inch  above  the  first.  It  was  next 
severed  by  the  cherry-red  hot  electric  cautery 
knife.  A clean  cautery  severed  stump  now  pre- 
sented, held  by  its  ligature  and  the  artery  clips 
on  the  cecum.  The  interesting  part  of  this 
technic  was  the  passing  of  the  ligature,  that  had 
already  tied  the  appendix,  around  the  artery 
clamps  by  one  maneuver,  thus  perfectly  and  se- 
curely inverting  the  stump  better  than  I have 
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ever  seen  done  by  the  usual  purse  string  suture, 
and  also  at  a great  saving  of  effort  and  tim*. 
The  wound  was  closed  in  the  usual  way  and  the 
whole  operation  from  beginning  of  the  anesthe- 
sia to  closing  of  the  wound  took  exactly  11 
minutes. 

The  second  operation  I witnessed  was  a gall- 
bladder case.  Stovain  was  injected;  into  the 
spine  at  the  twelfth  dorsal.  The  operation  began 
immediately,  thus  taking  only  about  2 minutes 
for  the  complete  anesthesia.  A 5 in.  straight  in- 
cision was  quickly  made  over  the  gall-bladder, 
seizing  forceps  grasping  this  viscus  at  its  base, 
and  it  was  drawn,  together  with  the  edge  of  the 
liver,  out  into  easy  accessibility.  The  cystic  duct 
was  traced  and  isolated  from  the  surrounding 
parts  almost  to  the  gut  and  at  once  divided  be- 
tween holding  clamps.  It  was  then  dissected 
from  the  liver,  the  fundus  and  body  being  yel- 
lowish in  color  and  much  thickened,  presenting 
a neoplastic  appearance,  while  the  duct  itself 
contained  several  stones.  An  interesting  feature 
of  this  case  was  a considerable  amount  of  pus 
that  welled  up  from  the  proximal  end  of  the 
stump  of  the  duct  and  when  the  clamp  was 
loosened  over  5 c.c.  of  thick  creamy  pus  was 
evacuated.  A No.  11  rubber  catheter  was  left 
in  this  duct  and  the  wound  closed  in  the  usual 
way  leaving  2 cigarette  drains. 

The  third  case  was  a recurrent  carcinoma  of 
the  pylorus.  The  tumor  was  large  enough  to  be 
visible  on  simple  inspection  even  before  opera- 
tion. Now,  anyone  who  has  attacked  malignant 
growths  in  the  abdomen  knows  the  difficulties 
likely  to  be  encountered  and  the  skill  and  cour- 
age demanded  to  perform  such  an  operation  at 
all,  but  the  operation  was  made  imperative  by 
symptoms  of  obstruction.  A perfect  and  pain- 
less narcosis  was  obtained  by  local  novocain  in 
large  amount.  Dr.  Babcock  using  his  self-feeding 
syringe  and  probably  using  almost  a pint  of  the 
1%  solution  of  this  drug.  Observation  of  the 
blood  pressure  was  made  by  the  nurse  every  5 
minutes  throughout  the  operation.  When  the 
blood  pressure  drops  as  low  as  7 5,  notice  is 
taken  of  it  and  if  it  drops  much  lower  transfusion 
by  the  syringe  method  is  done  at  once  and  re- 
peated when  necessary. 

The  impression  left  upon  my  mind  of  Bab- 
cock’s work  is  conveyed  by  the  question  I asked 
him  upon  leaving.  I simply  said,  “Doctor  do  you 
never  make  a false  move?” 


Hap  JUirror  Inflections. 


CONTROL  OF  DIPHTHERIA. 

Since  the  beginning  of  this  year  the  Medi- 
cal Society  of  New  York  has  been  conducting 
an  active  campaign  for  the  suppression  or  ob- 
literation of  diphtheria.  Combining  all  of  the 
various  agencies  having  any  interest  in  im- 
provement of  public  health  and  securing  the 
hearty  cooperation  of  lay  as  well  as  profes- 
sional organizations,  the  society  is  directing  a 
movement  that  promises  to  have  excellent  re- 
sults. The  primary  objective  is  to  secure  im- 
munization of  all  children  and  young  persons, 
and  to  this  end  every  available  opportunity  is 
being  utilized  to  teach  the  value  of  toxin-anti- 
toxin  administration  to  the  most  susceptible 


element  of  the  population.  State  and  City 
Boards  of  Health  are  prepared  to  take  care  of 
those  who  cannot  afford  the  attention  of  pri- 
vate physicians  and  the  treatment  is  supplied 
without  cost  to  the  poor.  At  the  same  time, 
full  attention  is  being  paid  to  the  necessity  for 
disposing  of  all  existing  cases  of  the  disease, 
and  the  profession  is  being  urged  to  employ 
antitoxin  in  adequate  dosage  to  promptly  ef- 
fect a cure. 

State  boundary  lines,  geographically  speak- 
ing, play  an  unimportant  role  in  the  progress 
of  an  infectious  disease;  germs  do  not  recog- 
nize such  boundaries  save  in  so  far  as  they  pos- 
sibly encounter  obstructive  measures  set  up  by 
competent  health  authorities.  New  York  may 
succeed  in  removing  this  disease  from  her  cate- 
gory of  menacing  dangers — removing  it,  that 
is,  insofar  as  new  cases  arising  within  her  own 
borders  is  concerned — and  she  will  thus  have 
reduced  the  possible  spread  of  the  affection  to 
other  parts  of  the  country  and  will  have  pro- 
tected herself  and  her  neighbors  to  the  extent 
to  which  she  attains  immunity  for  the  mass  of 
her  people.  Whatever  proportion  of  suscepti- 
bles  may  be  left,  because  of  refusal  to  take  im- 
munization or  because  of  failure  to  reach  them, 
will  still  be  possible  subjects  for  infection  and 
possible  sources  for  spread  of  the  disease. 
New  York’s  protection,  New  Jersey’s  protec- 
tion, Connecticut’s  protection,  and  the  nation’s 
protection  against  this  disease  would  he  im- 
measurably enhanced  by  the  adoption  and  com- 
plete development  of  a similar  campaign  in  the 
neighboring  states  mentioned. 

This  is  a most  commendable  movement  that 
New  York  physicians  have  started  and  it 
should  be  immediately  taken  up  and  indus- 
triously pushed  by  the  profession  and  the  peo- 
ple of  New  Jersey.  Our  State  Board  of  Health 
has  indicated  an  interest  in  the  matter,  it  is  be- 
lieved that  the  State  Board  of  Education  will 
lend  its  aid,  and  our  Committee  on  Public  Hy- 
giene and  Sanitation  is  now  considering  the 
possibility  of  instituting  such  a campaign  as 
has  been  referred  to. 

The  responsibility  of  the  individual  practi- 
tioner in  this  matter  is  alluded  to  in  the  follow- 
ing editorial  from  the  New’  York  Sun,  March 
30,  1926: 

FORTY-FOUR  NEEDLESS  DEATHS. 

In  January  and  February,  according  to  a bul- 
letin issued  by  the  State  Department  of  Health, 
forty-four  children  died  of  diphtheria  in  New 
York  State  outside  New  York  City.  The  tragedy 
of  it  lies  in  the  fact  that  everyone  of  those  deaths 
was  preventable. 

Only  eight  or  nine  of  the  victims  were  seen  by 
physicians  on  the  first  day  of  illness.  “In  all  ex- 
cept a few  cases”,  says  the  bulletin,  “failure  by 
the  parents  to  call  a physician  early  may  be  con- 
sidered a chief  reason  for  the  ensuing  deaths,  for 
we  know  from  accumulated  medical  experience 
that  if  antitoxin  is  properly  administered  in  suffi- 
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cient  dosage  on  the  first  day  of  the  disease  recov- 
ery nearly  always  takes  place.” 

Parental  responsibility  did  not  begin  with  that 
fatal  delay  on  the  first  day  of  seizure.  It  really 
began  long  before  when,  through  ignorance  or 
negligence,  parents  failed  to  see  that  their  chil- 
dren had  the  advance  protection  of  toxin-anti- 
toxin treatment.  That  treatment  is  simple,  harm- 
less and  inexpensive,  and  it  is  an  almost  certain 
preventive  of  the  disease. 

In  many  of  the  cases  the  physicians  themselves 
must  share  the  responsibility.  In  ten  cases  there 
was  delay  in  administering  antitoxin;  in  two  this 
was  due  to  the  fact  that  the  doctors  awaited  re- 
ports on  culture  examinations.  The  best  modern 
practice  does  not  warrant  such  waiting  but  insists 
that  antitoxin  be  administered  immediately  when 
diphtheria  is  suspected. 

In  nine  cases  antitoxin  was  administered  sub- 
cutaneously, a method  now  commended  only 
when  antitoxin  is  used  for  prophylaxis.  When  ac- 
tual presence  of  the  disease  is  known  or  sus- 
pected the  accepted  practice  is  to  given  antitoxin 
either  intravenously  or  intramuscularly. 

In  seven  cases  antitoxin  was  administered  in 
insufficient  dosage.  ‘‘It  is  far  better”,  says  the 
bulletin,  ‘‘to  give  too  much  antitoxin  at  the  first 
dose  than  to  run  the  risk  of  not  giving  enough 
and  of  feeling  constrained  to  give  more  on  an- 
other day  when  it  may  be  too  late  to  be  of  any 
material  benefit.” 

For  more  than  thirty  years  medical  science  has 
had  at  its  disposal  a positive  cure  for  diphtheria 
and  for  ten  years  it  has  had  an  almost  infallible 
preventive.  And  yet,  hundreds  and  even  thous- 
ands of  children  in  all  parts  of  the  country  die  of 
diphtheria  every  year!  It  is  incredible — it  is  pre- 
posterous— but  unhappily  it  is  so! 

The  public  needs  to  be  educated  as  to  its  own 
responsibility  in  this  matter.  The  word  that 
diphtheria  is  preventable  by  a simple  precaution- 
ary measure  and  curable  if  taken  in  time  and 
treated  properly  should  be  spread  until  it  has 
reached  every  ear.  But,  as  Dr.  Shirley  Wilmott 
Wynee,  director  of  the  Bureau  of  Hospitals,  said 
some  weeks  ago,  the  chief  responsibility  must 
rest  upon  the  medical  profession,  because  it  has 
both  the  knowledge  and  the  means  of  prevention. 


QUACKS  ANTI)  EPIDEMICS. 

Apropos  of  recent  efforts  on  the  part  of  var- 
ious “cultists”  to  secure  legislation  conferring 
upon  unqualified  persons  the  legal  right  to 
practice  the  healing  art,  and  for  the  benefit  of 
physicians  who  sometimes  find  it  difficult  to 
present  a simple,  logical  explanation  of  their 
reasons  for  opposing  licensure  of  incompetent 
practitioners,  we  quote  the  following  editorial 
from  the  New  York  Times  of  April  2,  1926: 

Present-day  civilization  is  in  sharp  contrast  to 
the  past  in  freedom  from  frequent  and  devastat- 
ing epidemics.  Medicine  has  much  to  learn.  But 
the  great  epidemics  are  checked;  plague  which 
reduced  London  to  a village  in  the  time  of  Defoe 
is  restricted  to  a narrow  area  in  the  tropics.  Only 
the  oldest  men  living  can  remember  yellow  fever 
in  New  York,  and  the  smallpox  which  nearly  an- 
nihilated the  early  Massachusetts  colony  is  so  lit- 
tle feared  that  people  debate  the  need  of  vacci- 
nation. 

Yet  every  case  of  scarlet  fever  or  diphtheria 
or  measles  has  epidemic  potentialities  just  so 
long  as  it  is  unrecognized  for  what  it  is.  The 
most  perfect  of  Health  Boards  is  powerless  until 


its  functions  are  set  in  motion  by  the  family  phys- 
ician. Protection  from  contagious  disease  pre- 
sumes the  ability  to  recognize  contagious  disease. 
If  the  physician  whose  aid  is  sought  be  ignorant 
or  a quack,  the  whole  community  is  endangered 
through  his  failure  to  make  a correct  diagnosis. 
This  is  the  basic  reason  for  the  state’s  interest  in 
the  qualifications  for  the  practice  of  medicine. 
Protection  of  the  ignorant  from  exploitation  is  of 
but  secondary  importance;  the  credulous  will  ever 
find  means  for  their  own  undoing.  Outside  the 
realm  of  communicable  disease  the  average  man 
has  little  concern  with  the  medical  fads  of  his 
neighbor.  If  he  have  lumbago,  he  may  go  to  a. 
Turkish  bath,  or  to  a psychoanalyst,  or  to  a physi- 
cian, and  it  is  no  one’s  business  but  his  own.  Yet 
if  his  child  have  diphtheria,  it  is  the  vital  con- 
cern of  the  whole  neighborhood  that  other  chil- 
dren be  kept  out  of  the  house.  But  diagnosis  of 
diphtheria  is  a matter  of  medical  education.  It 
is  not  inherited  nor  acquired  by  occult  means. 
The  state  doubts  the  ability  of  uneducated  men 
who  have  taken  a few  lectures,  or  a correspond- 
ence course,  when  it  comes  to  the  public  question 
of  recognizing  cases  of  communicable  disease. 

There  is  now  under  discussion  in  the  State 
Legislature  a medical  practice  act  designed  to 
protect  the  public.  If  it  becomes  a law,  it  prob- 
ably will  make  it  difficult  for  some  inspired  gen- 
iuses of  a new  ‘‘science”  to  make  a living.  Some 
misguided  grateful  patients  are  loud  in  praise  of 
these  new  sciences.  Probably  they  have  cured, 
or  the  patients  have  got  well  while  taking  treat- 
ments— which  isn't  the  same  thing,  though  many 
think  so.  But  the  concern  of  the  public  is  not 
whether  an  excess  of  huckleberry  pie  is  best 
cured  by  adjusting  the  fourteenth  dorsal  verte- 
bra, or  by  a dose  of  castor  oil;  its  concern  is 
whether  Dr.  Quack,  the  renowned  healer,  knows 
a case  of  measles  when  he  sees  it.  And  health 
officers  are  just  now  warning  us  of  the  danger  of 
an'  epidemic  of  measles. 


A NEXT  SPECIALISM. 

Not  infrequently  our  comic  journals  take  a 
fling  at  the  foibles  of  the  learned  professions 
and,  naturally,  the  physician  comes  in  for  a 
share  in  such  jokes.  The  prevalent  belief  that 
specialists  have  inordinately  increased  in  num- 
bers, that  the  human  body  has  been  classified 
and  apportioned  into  too  many  specialties,  and 
that  the  trend  is  toward  a dearth  of  “family 
doctors”,  has  afforded  one  distinguished  hu- 
morist an  opportunity  to  publish  an  amusing 
skit,  which  we  reproduce,  hoping  that  we  pos- 
sess sufficient  of  the  “sense  of  humor”  to  en- 
joy a joke  upon  ourselves. 

Specialists,  Specialists  Everywhere,  But  Not  a 
Doctor  in  Sight. 

By  Don  Herold. 

(Reprinted  by  courtesy  of  Judge.) 

Who  remembers  when  we  used  to  call  a doctor 
in  case  of  sickness? 

Nowadays,  we  have  to  be  mighty  delicate  about 
that.  We  might  get  an  inch  over  the  boundary 
line  and  call  a doctor  for  the  wrong  organ.  Lots 
of  people  just  die  now  rather  than  try  to  decide 
which  specialist  to  summon. 

In  the  big  cities,  at  any  rate,  there  is  nobody 
to  come  and  see  us  when  we  are  just  sick.  We 
have  to  know  exactly  where  we  are  sick  and 
what  ails  us. 
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Half  the  time  we  are  sick  in  between  organs, 
so  there  is  nobody  in  town  to  cover  the  situation. 
The  only  thing  to  do  is  to  wait  until  the  disease 
shifts  to  some  part  of  our  anatomy  covered  by  a 
specialist  of  whom  we  happen  to  know. 

What  is  needed  is  a medical  brokerage  service. 
When  theatres  became  so  numerous  in  New 
YTork,  for  example,  that  it  was  impossible  to  run 
around  to  all  of  them  to  decide  what  show  to  see, 
ticket  agencies  naturally  sprung  up  where  you 
could  stand  in  front  of  a counter  and  get  a seat 
for  any  show  in  town.  We  need  McBrides  and 
Tysons  for  the  medical  profession.  We  need 
medical  brokers  who  will  send  us  where  we  be- 
long. 

Once  there  used  to  be  a few  accepted  kinds  of 
specialists — ear,  nose  and  throat  men,  for  in- 
stance. Why,  gosh,  a man  who  covers  the  ear, 
nose  and  throat  today  is  almost  a general  prac- 
titioner. There  are  now  twenty-seven  kinds  of 
nose  doctors  alone.  A man  can  now  devote  his 
whole  life  to  the  outside  of  the  inside  ear. 

Back  in  Bloomfield  the  same  doctor  used  to 
bring  us  and  bury  us.  Here  in  New  York,  the 


Suggestion  for  “Who  to  Call’’  chart  to  hang  near 
telephone  in  the  home. 

obstetrician  gives  us  a slap  and  a promise  and 
turns  us  over  to  the  pediatrician.  There  is  a new 
doctor  down  the  line  every  fifteen  or  twenty  min- 
utes from  the  cradle  to  the  grave.  People  are 
not  only  chopped  up  into  sections  geographically 
but  chronologically. 

A liver  man  will  not  even  listen  to  young  lungs. 
A heart  man  does  not  care  how  you  are — -all  he 
knows  about  is  hearts.  And  practically  none  of 
the  new-fashioned  doctors  cares  how  you  feel. 

Let  us  pray  that  this  intense  specialization 
does  not  spread  to  other  fields.  It  may  be  well 
and  good  to  peddle  a stomachache  all  over  Man- 
hattan before  finding  a buyer,  but  may  we  be 
spared  from  dragging  a motor  car  all  over  the 
city  to  find  “the  right  man  '. 

“Oh,  no,  we  don’t  touch  that.  Y’ou  will  have 
to  take  your  car  to  a rear  axle  specialist.  We 
concentrate  on  those  teeny  weeny  little  wires  in 
your  spark  plugs.  And  for  that  hoarseness  in 
your  klaxon  you  should  see  Croupem,  the  horn 
man.’’ 


Different. 

She — “Once  you  called  me  the  light  of  your 
life.” 

He — “Yes,  but  you  go  out  too  much  now.  ’- — 
The  Redhead. 


<0bsertmtions  from  tfje  Higbtfjouse. 


INTRACRANIAL  HEMORRHAGE  IN  THE 
NEW-BORN. 

Of  equal  interest  to  the  obstetrician,  the  pe- 
diatrician and  the  neurosurgeon,  and  apparently 
puzzling  to  all  alike,  is  the  subject  of  intracranial 
hemorrhage  in  the  new-born.  Although  there  is 
general  agreement  among  writers  on  this  subject 
that  early  recognition  and  appropriate  treatment 
of  the  condition  would  undoubtedly  do  much  to 
reduce  the  large  group  of  physically  impaired 
and  mentally  retarded  children,  opinion  as  to 
diagnostic  and  therapeutic  procedures  has  not 
altogether  crystallized. 

A most  valuable  contribution  to  the  literature 
is  made  by  William  Sharjie  and  A.  S.  Maclaire 
(J.  A.  M.  A.,  86:332,  Jan.  30,  1926)  in  the  report 
on  a total  series  of  500  new-born  infants  on  whom 
lumbar  puncture  was  performed  12  to  48  hours 
after  birth.  Intracranial  hemorrhage  f varying 
degree  was  disclosed  in  45,  or  9%  of  these.  Acute 
signs  were  usually  lacking;  when  present,  they 
were  often  meager.  Large  intracranial  hemor- 
rhage was  frequently  indicated  by  stupor,  res- 
piratory difficulties,  refusal  to  nurse,  and  mus- 
cular twitchings  extending  to  convulsive  seizure 
(diagnosis  being  confirmed  at  necropsy).  In  milder 
cases,  where  the  amount  of  hemorrhage  could 
be  entirely  absorbed,  the  acute  signs,  if  any,  were 
so  temporary  as  to  be  quickly  forgotten.  In  cases 
where  the  hemorrhage  did  not  cause  death,  but 
was  too  large  to  be  absorbed,  the  infants  appar- 
ently recovered  in  2 to  4 weeks,  but  between  the 
seventh  and  twelfth  month  would  shown  signs 
of  retarded  development. 

Results  in  this  series  indicated  that  infants 
most  liable  to  this  complication  were  first  born 
full  term  males,  delivered  after  difficult  labors, 
in  which  forceps  were  used  as  a last  resort,  me- 
dium forceps  or  breech  extraction.  These  authors 
believe  that  lumbar  puncture  as  an  early  diag- 
nostic method,  when  the  hemorrhage  is  still  in 
fluid  form,  and  as  a therapeutic  means  of  spinal 
and  cranial  drainage,  is  a simple  and  safe  pro- 
cedure in  the  absence  of  severe  shock.  They  note 
the  fact  that  the  blood-clotting  time  was  within 
normal  limits  for  all  the  infants  exhibiting  free 
blood  in  the  cerebrospinal  fluid;  it  was  prolonged 
in  only  6 cases  of  the  series,  and  in  each  of  these 
the  spinal  fluid  was  clear.  The  fact  that  in  this 
series  of  cases  the  blood-clotting  time  was  taken 
within  48  hours  after  birth — and  it  has  been  ob- 
served that  even  in  hemorrhagic  disease  in  the 
new-born  the  blood-clotting  time  may  be  within 
normal  limits  until  the  third  day  after  birth, 
when  it  becomes  lengthened — may  account  for 
the  low  incidence  of  a prolonged  clotting  time  in 
this  series.  Besides,  the  bleeding  time  may  be 
lengthened  and  yet  the  clotting  time  be  within 
normal  limits,  the  former  condition  being  the 
more  important  and  serious  factor  in  case  of 
intracranial  hemorrhage. 

In  discussing  this  report,  J.  B.  DeLee  empha- 
sized the  point  that  cerebral  damage  occurs  not 
alone  in  hard  forceps,  version  and  extraction  de- 
liveries but  that  prolonged  natural  labor  is  also 
a most  potent  cause.  The  condition  suggested  to 
him  certain  traumatisms  that  produce  caisson 
disease.  The  child  during  labor  is  under  pressure 
and  has  also  suffered  from  a slight  degree  of  as- 
phyxia similar  to  that  of  caisson  workers.  When 
the  head  is  born,  that  member  is  relieved  of  pres- 
sure, but  the  body  continues  under  pressure  and, 
as  a result,  the  blood  is  forced  into  the  brain  with 
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increased  power,  causing'  hemorrhage  of  varying 
degree.  The  pressure  effects  exerted  by  pituitary 
extract  increase  the  chronic  asphyxia  natural  to 
labor,  bringing  about  acute  asphyxia.  It  is  note- 
worthy that  hemorrhagic  diathesis  of  the  new- 
born is  almost  unknown  in _ infants  delivered  by 
cesarean  section. 

DeLee  said  further  that  in  considering  avoid- 
ance of  this  traumatism,  it  must  be  recognized 
that  the  uterine  muscle  is  strong  enough  to  frac- 
ture the  skull  and  arms,  and  to  produce  such  in- 
creased abdominal  tension  as  to  provoke  hemor- 
rhages in  the  peritoneum  and  liver.  A mild  re- 
duction in  the  power  of  the  uterine  contractions 
can  be  effected  by  anesthetics — scopolamin-mor- 
phin,  Gwathmey’s  synergistic  method,  or  morphin 
alone.  In  view  of  these  facts,  DeLee  urges  re- 
lief of  pain,  especially  in  the  first  stage  of  labor, 
and  prevention  of  damage  in  the  second  stage,  by 
proper  intervention  before  asphyxia  of  the  child 
or  injury  to  its  delicate  structures  has  taken 
place. 

STUDY  OF  SPINAL  FLUID. 

From  the  standpoint  of  the  pediatrician.  M. 
Hines  Roberts  (J.  A.  M.  A.,  85:501,  Aug.  15,  1925) 
carried  out  a study  of  the  spinal  fluid,  normal  as 
well  as  pathologic,  on  423  infants  in  the  Grady 
Hospital  for  negro  patients.  The  primary  object 
was  to  investigate  intracranial  hemorrhage  in  the 
new-born,  and  to  determine,  if  possible,  the  true 
significance  of  this  condition.  The  majority  of 
punctures  were  performed  within  2 4 hours  after 
birth;  on  many  of  these  patients  a subsequent 
puncture  was  done  on  the  ninth  day  and  in  a few 
cases  again  as  late  as  the  fourth  week.  A one- 
inch,  20  gage  needle  was  employed  for  lumbar 
puncture.  For  withdrawing  blood  from  the  lon- 
gitudinal sinus  a sharp  % inch,  short-beveled,  20 
gage  needle  was  inserted  in  the  middle  of  the 
posterior  angle  of  the  fontanel.  Blood  in  the 
spinal  fluid  as  withdrawn  may  arise  from  2 sour- 
ces: (1)  from  some  pathologic  process  that  has 
taken  place  within,  or  (2)  from  trauma  produced 
by  the  needle  at  the  point  of  puncture.  In  dis- 
tinguishing one  type  from  the  other,  Roberts 
says  it  will  be  recognized  that  blood  from  trauma 
invariably  streaks  the  spinal  fluid,  while  that 
from  a pathologic  process  renders  the  fluid  uni- 
formly bloody.  Another  important  point  of  dif- 
ferentiation he  notes  is  that  blood  from  trauma 
usually  clears,  while  that  due  to  pathology  per- 
sists. In  this  work  the  presence  of  macroscopic 
blood  in  the  spinal  fluid  not  resulting  form  trau- 
ma was  considered  as  evidence  of  intracranial 
hemorrhage.  Of  the  423  infants  examined,  60  or 
14.1%,  exhibited  this  condition..  Only  2 of  these 
cases  could  be  definitely  classified  as  true  hemor- 
rhagic disease  of  the  new-born,  as  evidenced  by 
prolonged  coagulation  times  of  11  and  13  minutes, 
respectively.  The  remaining  58  must  be  attribut- 
ed to  trauma  during  the  course  of  delivery,  al- 
though 46  deliveries  were  described  as  normal.  In 
no  case  was  pituitary  extract  given  until  the  third 
stage  of  labor.  Prematurity  seemed  to  be  a defi- 
nite etologic  factor.  Only  26  of  the  60  cases  pre- 
sented symptoms  attributable  to  intracranial 
hemorrhage.  Of  the  55  children  who  have  been 
followed  for  periods  varying  from  2 to  19  months, 
12  are  dead — 10  because  of  hemorrhage  and  2 
from  some  intercurrent  infection.  Of  the  42  who 
are  alive,  only  2 show  symptoms  due  to  hemor- 
rhage; the  rest  seem  normal. 

In  discussing  this  report,  John  Lovett  Morse 
brought  out  the  fact  that  cerebral  hemorrhage 
of  the  new-born  is  from  the  pia  and  arachnoid, 
not  from  the  dura,  as  in  adults;  the  dura  in  in- 


fants is  adherent  to  the  bone.  He  believes,  more- 
over, that  many  of  the  paralyses  seen  in  children 
are  due  to  injury  of  the  spinal  cord  rather  than 
to  hemorrhage  into  the  brain.  S.  J.  Wilson  called 
attention  to  the  fact  that  absence  of  blood  from 
the  spinal  fluid  does  not  exclude  hemorrhage. 

LUMBAR  PUNCTURE. 

Roberts  disposes  of  the  subject  of  treatment 
of  intracranial  hemorrhage  by  observing  that  he 
is  not  certain  of  the  real  benefit  resulting  from 
spinal  drainage  as  employed  by  himself.  Clif- 
ford C.  Grulee,  however,  does  not  hesitate  to  say 
(J.  A.  M.  A.,  85:337,  Aug.  1,  1925)  that  he  con- 
siders lumbar  puncture,  both  from  a diagnostic 
and  therapeutic  standpoint,  highly  inadvisable 
“It  has  been  shown  by  Schwartz’’,  he  says,  “that 
within  24  hours  after  these  hemorrhages  occur, 
there  is  distinct  destruction  of  nervous  tissue  and 
that  this  destruction  extends  but  slightly  after  that 

caused  by  the  initial  hemorrage If  we  may 

judge  of  the  effects  on  the  brain  from  the  effects 
on  the  retina,  as  shown  by  the  recent  findings  of 
Jacobs,  where  there  was  very  evident  recovery 
from  multiple  hemorrhages  in  the  retina  without 
disturbances  of  vision,  we  might  suspect  that  such 
hemorrages,  too,  occur  on  the  surface  of  the 
brain”.  As  for  the  argument  that  the  presence 
of  hemorrhage  means  death  or  mental  deficiency 
and  that  radical  measures  are  justified  on  this 
basis,  Grulee  advances  2 points  to  be  considered: 
(1)  While  many  assume  that  the  brain  defect  is 
the  result  of  hemorrhage,  few  have  suggested  that 
hemorrhage  may  be  favored  by  an  existent  brain 
defect;  (2)  experience  has  not  justified  such  a 
bad  prognosis. 

Lumbar  puncture,  according  to  this  author,  has 
certain  definite  disadvantages:  (1)  the  procedure 
necessitates  holding  the  child  in  such  a position 
as  to  produce  venous  congestion  in  the  cranial 
cavity,  which  of  course  favors  further  hemor- 
rhage; (2)  the  technical  difficulty  involved  in 
lumbar  puncture  at  this  age  (especially  in  con- 
sideration of  the  fact  that  so  many  of  these  cases 
occur  in  premature  infants)  is  such  as  to  make 
the  findings  questionable;  (3)  the  small  size  of  the 
spinal  canal,  and  especially  of  the  posterior  for- 
amina, together  with  the  richness  of  the  venous 
plexus  and  the  richness  of  the  blood  supply  to 
the  vertebras,  render  the  presence  of  blood  in  the 
spinal  fluid  of  extremely  doubtful  diagnostic  value 
in  determining  the  presence  pf  intracranial  hem- 
orrhage. Even  were  these  technical  difficulties 
obviated,  Grulee  would  still  regard  lumbar  punc- 
ture as  of  more  than  doubtful  thereapeutic  value. 
“In  the  first  iflace”,  he  says,  “if  there  is  a large 
amount  of  blood  within  the  canal,  its  removal 
may  simply  effect  a renewed  heniorrhage;  and  if 
the  hemorrhage  has  lasted  25  hours,  the  damage 
is  already  done  and  lumbar  puncture  will  do  prac- 
tically nothing  to  relieve  it”.  He  therefore  believes 
that  in  the  present  state  of  uncertainty  the  best 
treatment  for  intracranial  hemorrhage  is  absolute 
quiet  and  rest;  that  the  measures  up  to  the  pres- 
ent time  adopted  for  the  relief  of  the  condition 
are  satisfactory  neither  from  the  theoretical  nor 
from  the  practical  standpoint;  that  the  damage 
is  done  before  the  measures  can  be  of  value,  and 
that  as  a consequence,  the  best  plan  to  be  follow- 
ed is  to  see  that  nothing  is  done  to  disturb1  the 
quiet  of  the  infant. 

J.  B.  Sidney,  discussing  Grulee’s  paper,  ex- 
pressed the  opinion  that  although  complete  rest 
and  quiet  might  be  good  for  an  infant  with  symp- 
toms of  intracranial  hemorrhage,  the  patient  was 
better  off  if  1 to  3 ounces  of  fluid  could  be  with- 
drawn from  the  spinal  canal.  He  stated  that  trans- 
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fusion  would  stop  the  hemorrhage  and  intra- 
muselar  injection  of  whole  blood  would  stop  the 
condition  from  progressing.  Jules  M.  Brady  ad- 
vocated cistern  puncture.  Effa  V.  Davis  held  that 
the  preveniton-  of  oversized  infants  would  check 
the  tendency  to  serious  trauma,  of  the  cerebral 
vessels;  also  that  control  of  diet  with  regard  to 
elimination  of  toxemia  during  pregnancy  would 
render  the  blood  vessels  of  the  fetus  more  healthy 
and  less  liable  to  injury.  Others  who  discussed 
Grulee’s  paper,  while  not  convinced  of  the  the- 
rapeutic value  of  lumbar  puncture,  nevertheless 
expressed  more  or  less  unwillingness  to  adopt  the 
policy  of  rest  and  nonintervention. 

FROM  THE  OBSTETRICAL/  ASPECT. 

M.  L.  Brandt  (Med.  Jour.  & Record,  N.  Y.,  121:- 
521,  May  6,  1925)  writing  of  “Intracranial  Hem- 
orrhage in  the  New-Born,  from  the  Obstetrician's 
Viewpoint,”  makes  the  following  report:  During 
1924  there  were  born,  in  the  Bronx,  15,160  babies. 
Of  this  number,  629,  or  4.1%,  were  stillborn  and 
469,  or  3.1%,  died  during  the  first  month  of  life. 
Brandt  says  that  intracranial  lesions,  mild  and 
severe,  develop  in  the  course  of  both  normal  and 
abnormal  labors.  Evidence  of  such  injuries  can 
be  discovered  at  necropsy  in  approximately  one- 
half  of  all  infants  stillborn  or  dying  within  the 
first  few  days  of  life.  But  only  in  half  of  these 
cases  was  this  injury  the  cause  of  death.  In  the 
other  half  traumatic  lesions,  chiefly  tentorial  lac- 
erations without  or  with  slight  hemorrhage,  rep- 
resented but  incidental  findings. 

J.  Comby  (Arch,  de  M6d.  des  Enfants,  Paris, 
28:638,  Oct.,  1925)  favors  lumbar  puncture  as  a 
therapeutic  measure.  He  believes  that  a lumbar- 
puncture,  soon  after  birth,  is  indicated  in  every 
new-born  infant  who  has  been  exposed  to  injury 
to  the  cranial  bones,  or  to  any  congenital  infection 
or  toxic  action  inducing  fragility  of  the  vessels. 
In  cases  w.ith  uncertain  symptoms,  the  puncture 
may  not  only  confirm  the  fact  of  a meningeal 
hemorrhage,  but  also  contribute  to  recovery.  He 
cites  13  cases  of  this  kind,  with  recovery  in  50%, 
under  repeated  lumbar  puncture,  followed  by  in- 
traspinal  injection  of  horse  serum  and  subcutan- 
eous injection  of  some  bland  hemostatic  solution. 

The  importance  of  a differential  diagnosis  be- 
tween hemorrhage  resulting  from  birth  injury  and 
that  caused  by  hemorrhagic  diathesis,  is  urged  by 
Harold  O.  Ruh  and  Justin  A.  Garvin  (Ohio  State 
Jour.,  22:215).  The  fact  that  2 types  of  hemor- 
rhage occur  during  the  new-born  period  has  led  to 
confusion  in  diagnosis  and  treatment,  because  in 
hemorrhagic  disease,  the  administration  of  blood, 
whether  by  the  intravenous,  intraperitoneal,  in- 
tramuscular, or  subcutaneous  route,  is  practically 
a specific,  while  in  the  other  type  the  administra- 
tion of  blood  is  of  no  benefit.  These  authors  be- 
lieve that  the  importance  of  true  hemorrhagic 
disease  as  an  etiologic  factor  has  been  exagger- 
ated. Most  cases  of  hemorrhagic  disease  do  not 
show  brain  hemorrhage  and,  conversely,  a rela- 
tively small  percentage  of  brain  hemorrhage 
cases  have  a hemorrhagic  diathesis.  Tentorial 
and  sinus  tears  with  subsequent  hemorrhage  are 
frequently  found  at  autopsy. 

Several  laboratory  and  clinical  procedures  of- 
fer aid  in  diagnosis.  A coagulation  time  of  over 
8 minutes  or  a bleeding  time  of  over  7 minutes  is 
presumptive  evidence  of  hemorrhagic  disease  of 
the  new-born.  If  time  permits,  an  examination 
for  the  various  elements  of  coagulation  in  the 
blood,  but  mainly  prothrombin,  may  give  addi- 
tional information.  If  lumbar  puncture  or  punc- 
ture of  the  cisterna  magna  shows  a spinal  fluid 
pressure  of  over  10  m.m.  of  mercury,  or  if  red 
» 


blood  cells  are  found  in  the  spinal  fluid,  a pre- 
sumptive diagnosis  of  intracranial  hemorrhage 
can  be  made. 

In  those  cases  proved  to  be  hemorrhagic  dis- 
ease, the  authors  believe  that  whole  blood  from 
a suitable  donor,  administered  intravenously, 
gives  the  most  rapid  and  certain  results.  When 
bleeding  time  has  returned  to  normal,  measures 
should  be  taken  to  relieve  pressure  symptoms. 
If,  however,  the  increased  intracranial  pressure 
be  relieved  before  bleeding  has  stopped,  further 
hemorrhage  will  result.  The  symptoms  resulting 
from  brain  irritation  (convulsions,  clonic  or  tonic 
contractions,  irritability  and  restlessness)  are 
best  controlled  by  the  rectal  administration  of 
chloral  hydrate  in  doses  varying  from  2 to  5 
grains.  The  infant  should  be  placed  in  a quiet, 
darkened  room  and  moved  as  little  as  possible. 
Elevation  of  the  head  may  be  of  some  benefit. 
Owing  to  difficulty  in  feeding  in  these  cases  and 
to  the  danger  of  aspiration,  gavage  may  be  neces- 
sary. In  cases  of  dehydration  due  to  vomiting, 
saline  or  other  subcutaneous  infusions  should  be 
used  early.  Operation  for  relief  of  pressure  or 
removal  of  the  clot  should  be  performed  in  those 
cases  in  which  localization  is  possible  and  lum- 
bar puncture  has  been  unavailing.  It  is  in  the 
supratentorial  subdural  hemorrhages  in  the  an- 
terior fossa  that  operative  measures  are  most  suc- 
cessful, while  lumbar  puncture,  by  relieving  pres- 
sure symptoms  through  drainage,  is  of  greatest 
service  when  the  bleeding  is  under  the  tentorium. 


3n  Higher  ^Jem 


How  Time  Drags! 

An  automobile  proceeding  at  the  snail's  pace 
of  fifteen  miles  an  hour  covers  twenty-two  feet 
every  second.  Yet  in  this  space  and  time  the  av- 
erage taxi-driver 

Notes  the  traffic  officer's  signal 

Avoids  a jay-walker 

Noses  ahead  of  a mere  flivver 

Grins  and  waves  to  an  acquaintance 

Scrapes  by  a street  car 

Bawls  out  the  motorman 

Spots  an  opening  ahead 

Casts  critical  glances  on  the  wearers  of  short 
skirts 

And  is  bored  with  the  monotony  of  his  job! 

— Bill  Sykes,  in  Life. 


Ex  Cathedra. 

A Bishop  in  India  prided  himself  on  saying  the 
right  and  tactful  word  to  every  one  he  met,  and 
by  reason  of  his  office  he  was  not  accustomed  to 
find  his  remarks  questioned. 

“So  strange  I should  run  up  against  you,  dear 
madam,”  he  said,  “because  I was  chatting  only 
a few  minutes  since  with  your  two  dear  children.” 
“Bishop,”  said  the  lady.  “I  have  no  children.” 
“Are  you  sure?”  he  asked  earnestly. — Passing 
Show  (London),  from  “I  Like  to  Remember,”  by 
W.  Pett  Ridge. 


What's  Wrong  With  the  Movies. 

Movie-going  Mother  (to  friend):  Yeh,  I stopped 
takin’  the  kids  to  the  Rialto  Theatre.  Too  many 
edjicational  pictures! — Saturday  Evening  Post. 


Tit  for  Tat. — “Why  is  mother  rolling  up  her 

sleeves?” 

“To  punish  Marne  for  rolling  down  her  stock- 
ings.”— Boston  Transcript. 
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Count?  g>octet?  Eeports. 



ATLANTIC  COUNTY. 

Joseph  H.  Marcus,  M.  D.,  Reporter. 

The  Atlantic  County  Medical  Society  meeting 
was  held  at  the  Chalfonte  Hotel  at  S:30  p.  m.,  on 
the  eveni  g of  April  9,  19  2 6,  being  called  to 
order  by  the  President,  Dr.  D.  Ward  Scanlan. 
Applications  were  presented  for  admission  to  the 
Society,  by  Dr.  Sidney  E.  Bateman  and,  as  as- 
sociate member,  Dr.  C.  S.  Steigerwaldt,  D.D.S. 

The  Chairman  of  the  Public  Health  and  Wel- 
fare Committee  reported  that  he  had  been  in- 
strumental in  abating  to  a very  great  extent  the 
nuisance  of  smoke  caused  by  the  burning  of  soft 
coal.  The  radio  broadcasting  is  to  be  continued 
during  the  month  of  April  and  the  speakers  will 
be  Dr.  B.  B.  Filer,  whose  subject  is  to  be  “Teeth 
Infection  Relating  to  Health",  and  Drs.  Wm.  E. 
Darnall  and  E.  Z.  Holt.  Dr.  Samuel  Stern  feli- 
citated the  society  upon  the  occasion  of  Dr.  W.  E. 
Darnall’s  birthday. 

The  Scientific  Program  followed: 

Samuel  Stern,  M.D.,  and  William  Miles,  C.E., 
Atlantic  City,  “Report  on  the  Cause  of  Uremia.” 

Dr.  H.  Rawle  Geyelin,  New  York.  “Some  of 
the  Results  in  a Six  Year  Study  of  the  Causes 
and  Therapeutic  Effects  of  Certain  Procedures 
on  Epilepsy." 

Dr.  Charles  P.  Frazier,  Philadelphia,  “Pituitary 
Disorders". 

Dr.  Samuel  Stern  presented  original  researches 
into  the  cause  of  uremia,  in  the  form  of  a pre- 
liminary report,  following  a resume  of  his  re- 
search work  conducted  with  reference  to  ne- 
phritis, Dr.  Stern  and  his  co-worker  felt  that 
uremic  coma  or  convulsions  may  be  the  first 
evidence  of  acute  nephritis  or  it  may  be  the  ter- 
minal of  a long  standing  unrecognized  nephritis. 

In  concluding,  he  stated,  “We  believe  our  re- 
searches in  chemistry  offer  an  identification  of 
the  toxic  element  responsible  for  uremia  and  that 
in  the  cyanates;  suggesting  potassium  cyanate. 
potassium-ammonia  cyanate,  and  potassium 
sulphocyanate. 

A study  of  the  cyanates  is  now  in  order.  Hy- 
drocyanic acid  is  one  of  the  most  deadly  poisons 
known  and  frequently  is  exceedingly  rapid  in  its 
action;  according  to  Christeson  iy2  gr.  of  the 
anhydrous  acid  is  capable  of  producing  death  in 
the  human  subject.  Sometimes  death  occurs  al- 
most instantaneously.  Usually  3 stages  of  the 
poisoning  are  manifest:  (1)  A very  brief  period 

of  difficult  respirations,  low  cardiac  action  and 
disturbed  nervous  action.  (2)  Violent  convul- 
sive stage  with  dilated  pupils,  vomiting,  often 
loud  cries,  unconsciousness.  (3)  Closing  period; 
asphyxia,  collapse  and  paralysis,  sometimes  in- 
terrupted by  convulsions.  When  smaller  doses 
are  injected  the  symptoms  come  on  more  slowly 
but  are  similar  to  those  just  described.  A pe- 
culiar bloated  look,  deeply  suffused  face  and 
neck  with  frothing  at  the  mouth.  Death  is  usually 
the  result  of  asphyxia  produced  by  a direct 
paralyzing  action  of  the  poison  upon  the  respira- 
tory center;  the  poison  also  appears  to  have  a 
direct  action  upon  the  heart. 

This  is  the  exact  picture  we  see  in  uremia. 
Were  we  to  be  given  this  description  of  symp- 
toms for  a diagnosis  would  we  not  all  of  us  first 


think  of  uremia.  But,  this  is  not  the  only  evi- 
dence we  present,  chemistry  aids  us. 

It  has  long  been  suspected  that  urea  is  the 
dominating  factor  in  Bright’s  and  no  urinalysis 
is  considered  complete  without  a report  upon 
the  percentage  of  urea.  Here  we  will  note  that 
urea  and  the  cyanates  are  isomeric,  or  identical 
in  their  atomic  weights.  This  is  of  the  highest 
importance  as  evidence  to  sustain  our  claim. 

Can  the  cyanates  be  recovered  in  the  blood  and 
urine?  They  can  and  we  have  recovered  them 
in  cases  of  Bright’s  disease.  Here  we  will  note 
that  they  appear  more  constant  in  acute  states 
or  in  exacerbations  of  chronic  ones.  A word  of 
caution  as  to  the  pit-falls  in  the  diagnosis  of 
ui  emia.  It  is  often  mistaken  fop  the  coma  of 
acidosis  either  of  the  ketone  group  or  ammino- 
acids  (amminosis).  Here  it  is  worthy  of  note 
that  the  emanates  may  be  and  often  are  combined 
with  ketones.  We  refer  to  acetone,  diacetic  acid, 
butyric  acids,  etc.,  and  we  will  also  call  attention 
to  the  fact  that  we  have  been  finding  an  obscure 
acid  rater  constant  in  these  cases.  Its  signifi- 
cance and  separation  we  hope  to  be  able  to  re- 
poi’t  later.  There  are  many  more  problems  in- 
volved but  it  is  not  within  the  province  of  a paper 
of  this  type  to  exhaustively  discuss  them,  so  they 
will  be  considered  later. 

Dr.  Stern  cautioned  that  one  had  best  re- 
member that  chemistry  and  physiology  are  the 
dominant  factors;  that  the  typical  pathology  is 
but  an  end  result  to  be  disturbed  or  altered  body 
chemistry;  that  chemistry  or  physiology  is  the 
sole  guide  in  the  study  of  body  metabolism. 

The  program  was  continued  by  Dr.  H.  Rawle 
Geyelin,  who  presented  a series  of  investigations 
conduced  by  him  and  his  co-workers  of  the  staff 
of  the  Presbyterian  Hospital  of  New  York  City. 
In  a very  complete  survey,  the  author  recounted 
the  various  classifications  of  epilepsy,  the  causa- 
tive factors  and  the  various  methods  of  treat- 
ment in  this  institution.  The  original  work  of 
Dr.  Geyelin,  comprised  a series  of  185  cases,  of 
which  100  were  studied  in  the  hospital  and  85 
in  the  dispensary.  Of  this  total  number,  50% 
were  under  15  years  of  age.  Dr.  Geyelin,  by  in- 
terpretation and  schematic  charts,  marked  the 
improvements  resulting  from  a starvation  diet 
with  high  ketonic  producing  diet,  which  he  felt 
is  the  most  successful  therapeutic  agent  as  yet. 
He  concluded  his  presentation  with  a word'  of 
caution  as  to  the  results  obtained  by  this  method 
of  treatment  and  also  stating  that  this  method 
of  treatment  in  idopathic  epilepsy  in  adults  is  of 
little  or  no  help. 

The  Scientific  Program  was  concluded  by  Dr. 
Charles  P.  Frazier,  of  the  University  of  Penn- 
sylvania, his  subject  being  “Pituitary  Disorders.” 
He  presented  a brief  anatomic  description  of  the 
pituitary  body,  which  is  divided  into  pars  an- 
terior and  pars  posterior.  In  a hyperactivity,  gi- 
gantism is  pi  oduced ; in  a hypo-activity,  dwarfism 
is  the  i esultant  factor.  Dr.  Frazier  classified  the 
disturbances  of  the  pituitary  gland  as  follows: 

(1)  Pituitary  dysfunction,  in  which  the  body 
function  is  disturbed  and  where  there  is  no  en- 
largement or  tumor  of  the  hypophysis  demon- 
strable; an  excessively  fat  child;  the  treatment  of 
which  condition  is  glandular. 

(2)  Supersellar  lesions,  in  which  tumors  in  the 
neighborhood  of  the  gland  cause  symptoms  by 
pressure. 

(3)  A class  which  takes  its  origin  from  the 
pharyngeal  pouch.  In  children  this  condition 
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is  easily  recognized  and  it  constitutes  a cystic 
calcification. 

(4)  Primary  pituitary  lesions.  This  condition 
is  of  surgical  interest  and  80%  of  the  cases  are 
of  the  adenoma  type. 

Symptoms  of  pituitary  lesions:  (1)  X-rays 

demonstrate  changes  in  the  conformation  of  the 
base  of  the  skull.  (2)  Pressure  on  the  optic 
tract  brings  about  definite  impairment  of  vision. 
There  is  no  cho.ked  disc.  In  50%  of  the  cases 
there  is  present  a temporal  hemianopsia.  (3) 
Glandular  symptoms:  (a)  with  involvement  of 

the  anterior  part  there  is  acromegaly,  (b)  while 
posterior  lobe  involvement  presents  Froelich’s 
syndrome.  (4)  Pressure  symptoms:  Headache 

differs  from  all  other  types,  is  due  to  the  extreme 
tension  on  the  capsule,  and  is  referred  to  the 
temporal  region  on  both  sides.  (5)  Neighbor- 
hood symptoms:  The  structures  in  the  vicinity 

of  the  gland  may  be  interfered  with. 

Treatment:  The  management  of  disturbance  of 
the  pituitary  body  depends  upon  the  causation  and 
may  be  glandular  feeding  alone  or  in  combination 
with  thyroid,  use  of  x-ray,  or  surgical  intervention. 
Dr.  Frazier  presented  a brief  historic  disserta- 
tion on  surgical  intervention,  stating  that  the 
first  operation  was  performed  in  Vienna,  at  the 
University  Hospital  in  1912.  Dr.  Frazier  ad- 
vocated the  trans-sphenoidal  method  in  opera- 
tion on  primary  tumors  of  the  pituitary.  This 
presentation  of  Dr.  Frazier’s  was  concluded  with 
a lantern  slide  demonstration  in  which  he  pre- 
sented a picturization  of  glandular  disturbances 
both  clinically  and  anatomically. 

Among  the  members  participating  in  the  dis- 
cussions were  Drs.  Clarence  Andrews,  P.  Marvel, 
Jr.,  S.  Bateman,  D.  Ward  Scanlan,  D.  Miller,  H. 
Rawle  Geyelin,  and  Charles  P.  Frazier. 


Atlantic  City  Hospital  Staff. 

Joseph  H.  Marcus,  M.D.,  Secretary. 

The  stated  monthly  meeting  of  the  Atlantic 
City  Hospital  Staff  was  held  at  the  Breakers 
Hotel  on  the  evening  of  March  19,  1926,  at  8:30 
p.  m.  The  meeting  was  called  to  order  by  Dr. 
Richard  Bew,  president.  The  minutes  of  the 
previous  meeting  were  read  and  approved. 

Dr.  Walt  P.  Conaway,  as  chairman  of  a special 
committee,  presented  permission  blanks  for  op- 
erative or  medical  procedures  to  be  signed  upon 
the  patient’s  admission  to  the  hospital.  These 
permission  slips  were  passed  upon  by  an  attorney 
as  embodying  the  necessary  legal  phraseology. 

Dr.  Theodore  Senseman  moved  that  only  blank 
A be  obligatory  for  ward  patients  and  that  slips 
B and  C be  used  by  physicians  for  private  cases 
at  his  own  discretion.  This  motion  was  unani- 
mously approved  by  the  members  present.  Fol- 
lowing are  copies  of  slips  A.  B and  C: 

Slip  A. 

192.... 

Atlantic  City  Hospital. 

Atlantic  City,  New  Jersey. 

Permission  is  hereby  given  for  any  operation 

upon 

which  may  in  the  judgment  of  your  surgeons 
seem  best  for  h 


Signature. 


Relationship  to  patient. 


Slip  B. 


Dr 

I hereby  authorize  you  to  operate  on 


for  

and  for  any  other  condition  which,  in  your  judg- 
ment, is  deemed  best  for and 

I agree  to  pay  for  all  services  and  expenses  in- 
cident thereto. 

Signed 


Slip  C. 


Dr 

I hereby  authorize  you  to  operate  on  me  for 


and  for  any  other  condition  which,  in  your  judg- 
ment is  deemed  best  for  me.  I agree  to  pay  for 
all  services  and  expenses  thereto. 

Signed 


The  secretary  read  the  new  Constitution  and 
By-Laws  which  were  approved  and  adopted.  It 
was  moved  and  seconded  that  this  Constitution 
and  By-Laws  be  printed  in  booklet  form  and 
distributed  to  all  the  members  of  the  staff. 

Dr.  Theodore  Senseman  nominated  the  follow- 
ing physicians  to  the  Honorary  Staff:  Doctors  W. 
Blair  Stewart,  A Burton  Shinier,  A.  D.  Cuskaden, 
P.  Marvel,  Sr.,  J.  A.  Joy,  Wm.  Sharpe  and  J.  C. 
Marshall.  It  was  unanimously  decided  that  these 
physicians  be  recommended  to  the  Board  of  Gov- 
ernors for  election  to  the  above-mentioned  division 
of  the  General  Staff. 

The  Scientific  Program  was  instituted  by  Dr. 
Joseph  H.  Marcus,  presenting,  ‘Hypertrophic 
Pulmonary  Osteo-Arthropathy”.  Following  a bib- 
liographic resume  of  the  literature  referrable  to 
Marie’s  Disease,  Dr.  Marcus  maintained  that  the 
grouping  of  causes  presented  by  Teleky  embodied 
an  excellent  classification  as  to  etiology. 

(1)  Diseases  characterized  by  purulent  and 
gangrenous  processes  in  the  body,  pulmonary  tu- 
berculosis with  cavity  formation;  bronchiectasis, 
emypema,  cystopyelonephritis  and  dysentery. 

(2)  Infectious  diseases  and  chronic  intoxica- 
tions; pneumonia,  pleurisy,  syphilis  * and  alco- 
holism. 

(3)  Cardiac  disease;  especially  congenital. 

(4)  Malignant  tumors;  pulmonary  sarcoma, 
pulmonary  carcinoma,  sarcoma  of  the  parotid. 

(5)  Diseases  of  the  nervous  system;  syringo- 
myelia, neuritis. 

Case  report:  Boy,  N.  C.,  age  4%  years,  was  ad- 
mitted to  the  Betty  Baeharach  Home  for  Children 
with  a history  so  vague  that  it  was  entirely  ig- 
nored. The  physical  findings  were  as  follows: 
A poorly  nourished  and  underdeveloped  boy  un- 
able to  walk  or  sit  up  unsupported.  The  striking 
features  that  first  drew  one's  attention  were  a 
distinct  clubbing  of  the  fingers  and  toes  with  an 
unusual  flattening  of  the  chest,  that  presented  a 
groove  at  the  base  of  the  sternum  in  which  one 
could  easily  place  a walnut.  The  weight  was 
25  lbs.;  pulse,  64  per  minute,  of  good  volume; 
irregular  respirations,  30  a minute  and  of  the  ab- 
dominal type.  The  apex  beat  was  situated  in  the 
fourth  interspace  1%  in.  within  the  nipple  line. 
The  circumference  of  the  chest  through  the  nipple 
level  was  17  in.  (normal  at  4%  years  is  21  inches). 
Expansion  of  the  chest  was  exceedingly  limited, 
the  breath  sounds  being  feeble  and  bronchial  in 
quality.  A few  moist  eoarse  rales  were  heard 
throughout  the  chest  but  more  marked  over  the 
left  chest,  in  the  upper  half.  Dulness  on  percus- 
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sion  was  elicited  over  this  area  and  on  the  right 
side  there  were  a few  areas  of  dull  tympany 
probably  due  to  fibrosis. 

The  abdomen,  as  well  as  the  rest  of  the  phy- 
sical examination,  was  negative  as  to  important 
findings.  The  laboratory  investigation  was  con- 
ducted by  Dr.  R.  A.  Kilduffe,  Director  of  the  At- 
lantic City  Hospital  Laboratory.  The  blood  Was- 
sermann  was  negative.  The  blood  examination 
showed:  hemoglobin  S5%  color  index,  9;  erythro- 
cytes 4,300,000:  leukocytes  7300:  polynuclears 

44%,  large  lymphocytes  4%,  small  lymphocytes 
55%,  eosinophiles  5%,  Truck’s  irritation  cells 
2%.  The  roentgenologic  examination  was  of  little 
aid.  but  demonstrated  an  increase  in  size  of  the 
peribronchial  glands,  more  marked  in  the  upper 
part  of  the  left  chest. 

This  case  was  under  observation  for  several 
months  during  which  time  there  has  been  a per- 
sistence of  physical  signs  of  consolidation  as  above 
mentioned.  Careful  and  repeated  examinations 
of  the  sputum  for  presence  of  tubercle  bacilli, 
and  the  repeated  tuberculin  tests,  resulted  at  all 
times  in  negative  findings.  These  procedures  and 
the  stationary  condition  and  persistence  of  phy- 
sical signs,  without  accompanying  symptoms, 
eliminated  pulmonary  tuberculosis;  the  resultant 
diagnosis  being  chronic  pneumonia  with  a sec- 
ondary hyperthropic  osteo-arthropathy. 

Dr.  Marcus  believed  that  the  pathologic 
changes  were  probably  due  to  two  elements:  (a) 
chronic  stasis  or  hyperemia  due  to  mechanical 
interference  with  return  circulation  by  the 
changes  in  the  pulmonary  tissue,  and  (b)  the 
toxemia  resulting  from  infection  of  the  lungs. 
Most  writers  agree  that  the  causative  factor  is 
the  toxic  or  circulatory  hypothesis,  or  a com- 
bination of  the  two.  After  studying  the  reasons 
for  accepting  these  suppositions,  Marcus  inclined 
to  acknowledge  the  solidity  of  Bamberger’s  words 
uttered  35  years  ago — “The  etiology  in  most  cases 
is  uncertain.” 

The  Scientific  Program  was  continued  by  Dr. 
Joseph  Poland,  who  presented  his  Obstetrical 
Service  Report  extending  from  September  1,  1925, 
to  January  1,  1926.  The  total  number  of  cases 
delivered  by  Dr.  Poland  was  252,  of  which  189 
were  private  cases  and  63  public.  The  classifica- 
tion of  sex  showed  109  males  and  143  females. 
Among  the  interesting  data  presented  was  the 
large  percentage  of  babies  born  in  the  Atlantic 
City  Hospital,  as  compared  with  the  total  number 
of  deliveries  in  the  city  for  the  entire  year;  the 
total  number  of  babies  born  in  1925  was  1080,  of 
which  719  were  born  at  the  hospital.  It  is  ex- 
ceedingly complimentary  to  the  institution  and 
the  members  of  the  General  Staff  that  approxi- 
mately 70%  of  the  entire  births  were  cared  for 
in  the  Atlantic  City  Hospital. 

The  concluding  presentation  of  the  Scientific 
Program  was  by  Dr.  P.  H.  Beppler,  Resident 
Physician,  his  subject  being  “Dye  Therapy”.  He 
presented  a brief  introductory  dissertation  on  this 
subject.  In  part,  he  stated  that  a great  many 
factors  must  be  considered  in  estimating  the  value 
of  dye  therapy  in  septicemia.  He  felt  it  would  be 
well  to  get  clearly  in  mind  the  picture  of  septi- 
cemia, stating  that  it  is  difficult  to  give  a defini- 
tion of  septicemia  which  is  free  from  objections. 
Churchman  describes  the  condition  as  one  which 
arises  when  as  a result  of  complications  of  focal 
infection,  which  itself  may  have  produced  severe 
symptoms,  slight  symptoms  or  none  at  all,  the 
protective  barrier  between  bacteria  and  host  has 
broken  down;  organisms  having  therefore  ap- 
peared in  the  blood  the  disease  ceased  to  be  local 


and  its  gravity  at  once  greatly  increased.  The 
focus  of  infection  may  be  obvious  or  cryptic.  It 
is  a common  belief  that  in  septicemia  the  bacteria 
circulate  contiually  in  the  blood  stream,  con- 
stantly reproducing,  but  this  is  not  so;  they  are 
liberated  from  the  focus  at  intervals.  Some  of 
them  are  destroyed  by  the  blood,  others  are 
filtered  out  by  lymph-glands  and  others  lodge  in 
the  different  organs  of  the  body.  If  the  focus  is 
removed,  the  bacteria  soon  disappears  from  the 
blood  stream  provided  no  secondary  foci  have  de- 
veloped and  the  defense  mechanism  of  the  body 
is  not  broken  down.  The  removal  of  an  accessible 
focus  removes  the  source  of  supply.  The  presence 
of  bacteria  in  the  blood  stream  is  not  in  itself 
serious. 

Another  Important  matter  Is  the  character 
• of  the  particular  organisms  which  appear  in  the 
blood  stream  and  the  particular  location  of  the 
primary  focus.  _ The  condition  of  the  patient  as 
to  his  powers  of  resistance  and  defense  must 
also  be  taken  into  consideration.  No  chemo- 
therapeutic substance  could  be  expected  to  save 
cases  of  septicemia  in  which  the  focus  of  in- 
fection is  inaccessible,  or  in  which  complications 
have  developed  which  might  be  fatal,  or  in  which 
the  patients  powers  of  resistance  haye  been  so 
lowered  by  intoxication  that  recovery  is  hope- 
less, or  in  which  the  causative  organism  is  of  a 
very  resistent  type. 

Gentian  violet  when  injected  intravenously 
disappears  from  the  blood  in  less  than  2 hours. 
It  appears  to  enter  into  combination  with  the 
cells  of  certain  organs  in  which  it  remains  in 
some  concentration  for  a considerable  period  of 
time  and  in  successive  doses  becoming  cumula- 
tive. It  is  possible  in  this  manner,  as  in  ars- 
phenamin  therapy,  that  gentian  violet  has  a 
much  better  chance  of  exerting  its  effects.  The 
action  is  not  bactericidal  but  bacteriostatic  and 
elimination  of  bacteria  from  the  blood  stream  de- 
pends on  the  action  of  the  dye  and  also  the  de- 
fense mechanism  of  the  host.  At  this  point,  he 
warned  that  gentian  violet  therapy  is  of  value  in 
only  a selected  group  of  cases  and  a great  deal 
of  care  and  precision  must  be  taken  in  its  use 
to  get  any  result  and  do  no  harm. 

Following  were  case  reports  of  patients  treated 
with  dye  therapy.  The  first,  Gladys  M,  14  years, 
chief  complaint  severe  pain  and  swelling  of  the 
left  leg  and  knee.  She  had  tuberculosis  with 
marked  activity  in  the  right  upper  lobe.  Blood 
picture  showed  3,640,000  erythrocytes,  15,300 
leukocytes,  76G-  polynuclears.  The  blood  culture 
showed  a pure  Staphylococcus  aureus.  The  fluid 
aspirated  from  the  knee  joint  showed  the  same 
organism.  Gentian  violet  solution  was  given 
intravenously  on  3 occasions  and  the  patient  was 
discharged  after  2 months  stay  rt  the  hospital. 
The  blood  culture  was  negative  when  discharged. 

Ethel  S.,  age  16,  admitted  to  the  hospital  with 
complaint  of  pain  over  both  mastoids  and  dis- 
charge from  both  ears.  On  admission,  the  tem- 
perature was  102°.  Blood  picture  R.  B.  C.’ 
3,650,000;  Hb.  72;  W.  B.  C.  13,700;  Polys  84.  A 
paracentisis  of  the  right  drum  was  done  the  next 
day;  this  gave  the  patient  much  relief  but  the 
temperature  went  to  104.6°  where  it  stayed  for 
3 days.  A blood  culture  was  negative.  Culture 
from  right  ear  showed  Staphylococcus  albus. 
Spinal  fluid  pressure  was  normal.  On  the  eighth 
day  after  admission,  the  temperature  rose  to 
105.8°,  and  by  the  tenth  day  dropped  to  normal. 
Gentian  violet,  20  c.c.  of  1:200  solution  was  given 
intravenously,  and  the  next  day  the  temperature 
started  again  to  rise.  The  patient’s  veins  were 
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so  small  that  we  were  unable  to  give  more  in- 
jections. On  the  thirteenth  day,  a simple  mas- 
toid operation  was  done  on  the  right  side.  The 
temperature  after  this  followed  a very  irregular 
course  between  normal  and  104°.  On  the  thirty- 
fifth  day  after  admission,  21  days  after  mastoid 
operation,  a secondary  mastoid  operation  was 
done  on  the  same  side  and  the  lateral  sinus  was 
opened.  There  was  no  thrombosis.  Pus  and 
necrotic  bone  were  found  and  removed.  The 
pus  and  culture  growth  of  pneumococcus.  The 
temperature  was  very  irregular  for  about  a week 
after  this  and  then  remained  at  normal  till  dis- 
charge. Patient  made  an  apparent  recovery. 
The  interesting  point  in  this  case  is  that  even 
when  the  temperature  was  as  high  as  105°  the 
patient  had  no  complaints;  her  appetite  was  fair 
and  she  apparently  had  no  symptoms.  There 
were  no  chills  accompanying  or  preceding  the 
sharp  rise  in  temperature. 

The  third  case  was  that  of  a boy,  Joseph 
Branco,  admitted  Jan.  19,  1926,  after  an  illness 
of  about  2 weeks.  His  illness  began  with  head- 
ache, pain  and  swelling  on  the  left  side  of  the 
face,  submaxillary  region  and  ear.  Four  days 
previous  to  admission,  pus  began  to  discharge 
from  the  left  ear.  Became  very  ill  2 days  pre- 
vious to  admission  and  cried  continuously,  com- 
plaining of  severe  pain  and  headache  and  was 
very  restless.  On  admission,  the  patient  was 
apathetic,  very  restless  and  hypersensitive.  He 
was  unable  to  answer  questions.  The  knee  jerks 
were  exaggerated.  The  left  Babinsky  was  posi- 
tive, the  right  negative.  The  pupils  were  about 
normal  in  size,  the  left  slightly  smaller  and  both 
reacted  sluggishly  to  light.  There  was  a profuse 
discharge  of  thick  yellow  pus  from  the  left  ear 
and  considerable  swelling  of  the  left  submaxiliary 
and  parotid  region;  the  jaws  were  set.  There 
were  sharp  elevations  of  temperature  ranging 
from  96.2°  to  102.6°;  the  pulse  varied  from  100 
to  140. 

On  the  day  of  admission  paracentesis  of  the 
left  membrana  tympani  was  done.  The  next 
day  an  abscess  in  the  retropharyngeal  region 
was  opened  and  an  enormous  quantity  of  pus 
evacuated.  Spinal  drainage  was  done  the  day 
after  admission  and  daily  thereafter  for  9 days. 
The  first  examination  of  spinal  fluid  was  as  fol- 
lows: Marked  increase  in  pressure,  increase  in 

the  globulin  content,  decrease  in  sugar  content; 
the  fluid  presented  a very  cloudy  appearance, 
and  contained  24  5 0 cells.  Culture  of  fluid 
showed  Staphylococcus  aureus.  A spinal  Was- 
sermann  was  made.  From  day  to  day  the  fluid 
became  more  cloudy  till  finally  it  contained 
strings  of  pus.  The  cell  counts  of  the  spinal 
fluid  were  done  with  blood  counting  apparatus 
and  were  on  the  fourth  day  after  admission  56  00; 
fifth  day  7150;  sixth  day  10,550. 

On  the  second  day  after  admission,  3 c.c.  of 
1:200  solution  of  mercurochrome  in  distilled 
water  were  given  intravenously;  the  patient 
showed  apparently  no  reaction.  On  the  fourth 
day  after  admission,  because  of  its  selective  ac- 
tion on  Gram  positive  organisms,  which  were 
present  in  the  case,  it  was  decided  to  use  gen- 
tian violet  instead  of  mercurochrome,  and  20  c.c. 
of  1:200  solution  in  distilled  water  were  given 
intravenously.  On  the  fifth  day  the  dose  was  in- 
creased from  20  to  40  c.c.  Apparently  no  change 
in  the  patient’s  conditions  following  either  of 
these  injections.  The  patient  died  on  the  tenth 
day. 

Dr.  Marcus's  paper  was  discussed  by  Doctors 
W.  J.  Carrington,  Clyde  M.  Fish,  P.  Marvel,  Jr., 
IT.  I.  Silvers,  W.  C.  Wescott  and  R.  A.  Kilduffe. 


Dr.  W.  J.  Carrington  related  a similar  case 
that  he  presented  before  the  society  and  Dr.  Clyde 
M.  Fish,  superintendent  of  the  Pine  Rest  Sani- 
torium,  maintained  that  there  was  a certain  re- 
lation existing  between  hypertrophic  pulmonary 
osteoarthropathy  and  tuberculosis.  Dr.  W.  C. 
Wescott  differentiated  x-ray  findings  between 
acromegaly  and  Marie’s  Disease. 

The  discussion  of  dye  therapy  was  opened  by 
Dr.  D.  Ward  Scanlan,  his  opening  remarks  be- 
ing that  this  therapeutic  procedure  is  a dis- 
puted question.  As  Dr.  Scanlan  will  present  a 
series  of  cases  treated  by  dye  therapy  his  dis- 
cussion was  held  in  abeyance  until  the  following 
meeting. 

Dr.  C.  H.  de  T.  Shivers  recounted  a case  of 
“Gonorrheal  Arthritis”,  and  a case  of  “Squamous 
Epithelioma  of  the  Penis  with  Cellulitis  ’,  both 
of  which  were  treated  with  mercurochrome, 
using  lc.r,  solution,  2 mg.  per  kilo. 

Dr.  Harold  Davidson  reported  a series  of  cases 
of  “Influenzal  Bronohopenumonia  treated  by  Dye 
Therapy’’.  Further  discussions  were  by  Drs.  H. 
I.  Silvers,  W.  E.  Darnell  and  E.  C.  Chew. 

Dr.  R.  A.  Kilduffe,  Director  of  the  Atlantic 
City  Hospital  Laboratories,  presented  a masterly 
dissertation  on  “Dye  Therapy”.  In  brief  he  cau- 
tioned the  users  of  this  method  of  therapy  to 
bear  in  mind  at  all  times  the  selective  action  of 
the  various  dyes  and  not  to  misinterpret  the  re- 
sults of  laboratory  workers.  He  reviewed 
Churchman's  researches  and  the  end  results  as 
obtained  by  him.  Dr.  Kilduffe  dwelt  upon  the 
selective  action  of  gentian  violet,  which  should 
be  used  for  Gram  positive  bacteria,  stating  that 
bacterial  death  by  injection  of  gentian  violet  is 
never  produced,  and  that  a bacterial  agent  must 
be  in  contact  with  the  organisms  for  some  time 
in  order  to  produce  death.  He  stated  that 
mercurochrome  was  not  originally  introduced 
for  use  in  the  blood  stream.  Some  of  Dr.  Kil- 
duffe’s  conclusions  were  that  in  searching  for 
clinical  improvements,  it  always  must  be  born 
in  mind  that  dyes  have  a detrimental  action  on 
toxins;  that  one  must  make  a careful  systema- 
tized study  of  the  infection,  and  that  the  most 
important  fact  in  clinical  results  depends  upon 
the  bacteriostatic  action  of  the  dyes,  wrhich  in- 
hibit reproductive  activity  and  biochemic  stimu- 
lation; that  the  chances  for  recovery  depend  upon 
the  virulency  of  the  organisms,  accessibility  to 
the  focus  of  infection,  and  resistance  of  the  pa- 
tient. He  advocated  the  use  of  small  repeated 
doses  which  should  be  the  method  of  approach 
in  all  cases  tvhere  dye  therapy  is  used.  One 
should  bear  in  mind  the  cumulative  effect  of  the 
dye  and  its  possible  effect  upon  the  organism 
and,  lastly,  that  future  work  will  show  not  direct 
attack  upon  the  organisms  but  placing  the  pa- 
tient in  a receptive  physical  attitude  for  con- 
trolling the  infection. 


BERGEN  COUNTY. 

H.  B.  Wolowitz,  M.D.,  Reporter. 

The  Medical  Society  of  Bergen  County  held  its 
April  meeting  at  the  Holy  Name  Hospital,  Tean- 
eck,  New  Jersey,  April  13.  The  outstanding  fea- 
ture of  the  business  meeting  was  the  election  of 
Dr.  Frederick  S.  Hallett,  of  Hackensack,  to  mem- 
bership on  the  State  Society  Nominating  Com- 
mittee. The  scientific  program  of  the  evening 
consisted  of  a practical  discussion,  by  Drs.  Stell- 
wagen  and  Kinney,  of  “Retention  of  Urine”.  Dr. 
Stellwagen  spoke  on  “Retention  of  Urine,  Its 
Phases  and  Management  'when  Due  to  Stricture.’’ 
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Just  what  to  do  in  such  cases  has  always  been  a 
proDiem.  The  first  important  requisite  is  kind- 
ness to  the  patient  and  gentleness  in  manipu- 
lation. Strictures  may  be  of  large  or  small  cali- 
ber. Retention  is  due  to  swelling  in  the  region 
ot  an  old  stricture.  Always  make  a prostatic 
examination  rirst  to  determine  whether  there  is 
any  prostatic  involvement,  for  prostatitis  will 
otten  defeat  the  passage  of  sounds. 

Having  excluded  the  prostate,  now  proceed. 
The  filiform  is  dangerous,  yet  it  is  an  excellent 
instrument  when  used  with  a tunnelled  Goulet 
sound.  Some  prefer  to  use  a soft  rubber  cathe- 
ter first.  This  will  pass  if  retention  is  due  only 
to  spasm,  but,  as  too  much  instrumentation  in- 
creases spasm,  it  is  often  best  to  start  with  the 
filiform.  While  working,  put  the  patient  in  a 
bathtub  of  quite  warm  water  or  let  a trickle  of 
warm  water  run  into  the  urethra  or  put  warm 
cloths  across  the  loins.  These  measures  will 
often  aid  the  easy  passage  of  the  filiform  be- 
cause it  aids  in  complete  relaxation  of  the  pa- 
tient. Be  sure  the  tunnelled  sound  and  the  fili- 
form fit.  The  end  of  the  sound  should  be  filed 
down  with  an  Arkansas  stone. 

Having  passed  a filiform  through  the  stric- 
ture, either  leave  it  in  or  pass  the  sound  over 
it  when  retention  is  marked.  Tying  the  filiform 
in  situ  acts  as  a capillary  drain  and  often  gives 
sufficient  relief  in  mild  cases.  It  probably  acts 
by  exhausting  the  repeated  spasm  of  the  urethra 
which  attempts  to  force  out  the  foreign  body. 
Relaxation  follows  and  more  filiforms  can  be 
passed;  then  dilatation  can  be  carried  out  and 
should  be  followed  to  a point  of  hyperdilatation. 
This  is  better  than  cutting.  Hyperdilatation 
should  be  repeated  every  once  in  a while. 

The  diagnosis  of  stricture  can  usually  be  made 
if  the  patient  gives  a history  of  involuntary  void- 
ing after  urination.  This  is  due  to  action  of  the 
urine  behind  the  stricture  but  not  on  the  trigone 
so  that  there  is  no  sense  of  its  presence.  Complete 
emptying  of  the  bladder  in  retention  is  not  as 
bad  as  is  believed.  In  old  peojHe  with  bad  kid- 
neys or  with  affected  prostates,  it  is  best  to  drain 
off  6 oz.  and  repeat  in  a few  hours,  or  tie  a fili- 
form in  situ  and  let  the  urine  trickle  out  grad- 
ually. Having  relieved  the  immediate  retention, 
Ihe  next  step  is  to  pass  a flexible1  bougie,  not  a 
solid  instrument.  Repeat  until  a No.  26  bougie 
can  be  passed,  then  start  using  sounds  beginning 
with  No.  24  and  working  up. 

Many  patients  drift  back  to  a retention  due  to 
spasm  so  catheterization  must  be  resorted  to. 
Hexamethylenamin  is  very  potent  in  these  cases; 
use  10-15  gr.  intravenously,  unless  contraindi- 
cated, before  operations  about  the  scrotum.  This 
seems  to  assist  postoperative  urination.  In  a 
case  of  so-called  impermeable  stricture  through 
which  a filiform  cannot  be  passed,  anesthesia,  an 
opium  suppository,  or  the  above  mentioned  re- 
laxation treatment  should  be  tried;  getting  the 
patient  on  his  hands  and  knees  may  help  for 
this  relaxes  the  rectum  and  often  the  urethra. 
Passage  of  an  olivary  bougie  to  the  stricture  with 
continued  gentle  pressure,  allowing  warm  water 
to  run  into  the  urethra  at  the  same  time,  may 
help  to  overcome  the  spasm  and  a filiform  may 
be  passed  alongside  the  bougie.  For  lubrication 
use  10%  iodoform  emulsion  in  glycerin.  Inject 
enough  to  distend  the  urethra.  It  is  often  good 
to  tie  the  urethra  after  filling,  and  massage  the 
lubrication  back.  This  lubricant  kills  sapro- 
phytes and  thus  prevents  urinary  chills.  Cathe- 
terization through  endoscopes  sometimes  works, 
but  very  often  not.  Indwelling  catheters  are 
very  good  in  these  cases  because  rubber  seems 


to  help  dilatation.  This  measure  howevrv, 
should  not  be  employed  before  a prostatectomy. 

Complications:  fl>  A false  passage  may  be 

made  by  anyone;  it  is  bad  and  must  be  repaired 
by  open  operation.  (2)  Enlarged  prostate  is  a 
big  problem.  This  will  be  taken  up  by  Dr.  Kinney. 
(3)  All  sorts  of  foreign  bodies  are  found  but  they 
are  usually  stones.  When  possible,  push  the  fore- 
ign body  back  into  the  bladder  and  crush  it  with 
a lithotrite;  in  some  cases  it  may  be  hooked  out 
with  a Monell  metal  wire  hook.  The  use  of  grasp- 
ing forceps  is  not  good  practice. 

In  speaking  of  “Retention  Due  to  Prostatic 
Obstruction",  Dr.  Kinney  said  in  part: 

The  causes  of  enlarged  prostate  are  acute  in- 
flammations, abscess,  and  hypertrophy.  The  first 
instrument  to  use  is  always  a soft  rubber  cathe- 
ter. Attempting  to  pass  a metal  instrument  is 
almost  malpractice.  Failure  to  enter  the  bladder 
is  often  due  to  too  much  eagerness.  In  acute  in- 
flammations use  the  methods  of  relaxation  des- 
cribed by  Dr.  Stellwagen,  and  give  in  addition  % 
gr.  morphin — always  fortified  with  atropin  in 
these  cases-= — or  use  hyoscin.  Passing  the  finger 
into  the  rectum  and  gently  massaging  the  pros- 
tate often  helps  in  acute  inflammations.  With  an 
abscess,  incision  and  drainage  are  first  essentials. 

Lubricate  the  urethra  well,  be  very  gentle,  and 
overcome  the  spasm  of  the  posterior  urethra  by 
steady  pressure.  Do  not  make  prolonged  at- 
tempts. Try  for  2 or  3 minutes  then  let  the  pa- 
tient rest  awhile.  If  the  catheter  dosen’t  pass, 
determine  the  type  of  instrument  by  the  type  of 
enlargement.  Where  there  is  a projecting  lobe 
the  straight  olivary  catheter  or  the  Coude  may 
help.  The  overcurved  metal  catheter  is  good,  but 
an  overcurved  stilet  in  a rubber  catheter  is  bet- 
ter. Having  passed  a catheter,  it  is  better  to  tie 
it  in  situ  than  to  try  repeated  catheterizations. 
Retention  often  appears  quite  suddenly,  as  in 
cases  where  there  has  been  residual  urine,  or  fol- 
lowing exposure  of  the  perineum  to  cold,  or  after 
an  alcoholic  or  gastronomic  debauch.  It  also  ap- 
p ars  suddenly  where  there  has  been  continuous 
dribbling  of  urine.  If  an  instrument  cannot  be 
passed  into  the  bladder  at  all,  clo  not  hestitate  to 
do  a paracentesis  or  suprapubic  puncture.  These 
procedures  are  perfectly  safe  with  a full  bladder, 
for  the  peritoneum  is  stripped  well  back. 

Sudden  complete  emptying  of  the  bladder  in 
prostatitis,  is  believed  to  be  dangerous.  With  a 
retention  of  400  c.c.  or  more,  the  renal  organs, 
the  circulation,  and  the  nervous  system  are  all 
involved.  In  the  renal  organs  sudden  relief  causes 
capillary  oozing;  sometimes  there  is  a renal  hem- 
aturia, probably  due  to  a sudden  imbalance  of 
pressure  in  the  venous  circulation.  Albumin  and 
casts,  or  even  suppression  may  follow.  These 
may  all  occur  without  any  change  in  the  blood 
pressure.  The  nervous  symptoms  that  frequent- 
ly accompany  sudden  relief  are  irritability,  leth- 
argy, or  marked  delirium.  With  all  these  symp- 
toms the  blood  chemistry  is  still  normal.  In 
emptying  the  bladder,  therefore,  it  is  best  to  re- 
move 8-10  oz.,  repeating  the  procedure  in  about 
half  an  hour. 

Having  relieved  the  immediate  retention,  the 
next  step  should  be  operation  as  soon  as  possible. 
The  mortality  in  catheter  life  is  greater  than 
that  following  operation.  The  tolerance  of  the 
average  bladder  is  peculiar,  for  some  of  the  most 
careless  men  have  perfectly  clear  urines,  while 
some  of  the  very  fastidious  become  infected. 
Catheter  life  is  beneficial  for  a while,  but  is  only 
palliative.  During  this  period  the  renal  func- 
tion should  be  checked  up  frequently  by  meas- 
uring the  intake  and  the  output.  Frequent  blood 
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chemistry  examinations  should  also  be  made  and 
as  soon  as  the  creatinin  begins  to  rise,  surgical 
treatment  should  be  insisted  upon.  Just  before 
operation  the  use  of  an  indwelling  catheter  will 
eliminate  the  necessity  of  a two-stage  operation. 
These  patients  should  take  large  amounts  of 
fluids,  unless  there  is  myocardial  or  valvular 
heart  disease. 


BURLINGTON  COUNTY. 

R.  I.  Downs,  M.D.,  Reporter. 

The  Burlington  County  Medical  Society  held 
its  regular  meeting  at  Cole’s  Hotel,  Moorestown, 
N.  J.,  April  14,  1926.  The  president.  Dr.  Roscius 
1.  Downes,  presiding.  There  were  29  members  and 
guests  present.  The  guests  included  Drs.  Francis 
S.  Chambers,  of  Philadelphia;  William  Martin, 
Atlantic  City;  J.  B.  Morrison,  Newark,  N.  J.;  An- 
drew M.  Scott,  Mt.  Holly;  and  Mr.  Richard  Er- 
skine,  Phiadelphia,  and  Mr.  Roy,  of  Mt.  Holly. 

The  minutes  of  the  previous  meeting  were  read 
and  approved.  Dr.  D.  H.  B.  Ulmer  presented  the 
resolutions  on  the  death  of  the  late  Dr.  F.  G. 
Stroud  as  follows: 

“In  the  death  of  Dr.  F.  G.  Stroud,  the  Burl- 
ington County  Medical  Society  has  lost  one  of  the 
older  members  and  a loyal  one. 

“Dr.  Stroud  was  born  October  30,  1862,  in  this 
township  of  Moorestown,  then  a portion  of  Ches- 
ter Township.  He  studied  medicine  at  Jefferson 
Medical  College  and  was  graduated  in  March, 
1885.  He  has  practiced  in  Moorestown  ever 
since  his  graduation,  succeeding  his  father,  who 
practiced  here  for  many  years.  He  was  active 
up  to  the  time  of  his  death,  which  occurred  sud- 
denly on  June  6,  1925. 

“Dr.  Stroud  was  a member  of  the  Burlington 
County  Medical  Society  for  over  40  years,  was 
very  regular  in  his  attendance  and  was  exceed- 
ingly interested  in  all  its  proceedings.  He  was 
also  a member  of  the  State  Society  and  the  Ameri- 
can Medical  Association.  He  was  a member  of 
the  Masonic  Lodge  of  Moorestown,  and  of  the 
Shrine. 

“Dr.  Stroud  was,  for  years,  township  physician 
of  Moorestown,  Health  Officer  and  School  Phy- 
sician, and  in  the  latter  work  he  took  great  in- 
terest. In  his  passing  there  has  gone  a genial 
and  conscientious  physician  who  will  be  much 
missed  by  his  many  friends.” 

It  was  regularly  moved  and  seconded  that  these 
resolutions  be  reported  to  the  State  Society  and 
a copy  sent  to  the  family. 

An  application  for  membership  to  the  society 
was  received  from  Dr.  Andrew  M.  Scott,  of  Mt 
Holly. 

Dr.  H.  E.  Longsdorf  resigned  from  the  Special 
Hospital  Board  of  Burlington  County  as  he  was 
appointed  a member  of  the  Advisory  Board,  and 
Dr.  Harry  W.  Bauer,  of  Palmyra,  was  appointed 
in  his  place. 

Blue  prints  of  the  new  Burlington  County  Hos- 
pital, (to  comprise  100  beds)  were  exhibited  by 
Mr.  Richard  Erskine,  architect,  and  many  sug- 
gestions were  made  by  the  doctors. 

Dr.  H.  E.  Longsdorf,  of  Mt.  Holly,  submitted 
the  following  report  and  resolution,  which  was 
passed  unanimously 

It  is  with  a measure  of  extreme  personal  grati- 
fication that  I am  able  to  report  to  the  Burling- 
ton County  Medical  Association  that  an  active 
movement  has  been  launched  to  raise  sufficient 
funds  for  the  erection  of  a new  hospital  to  sup- 
plant the  existing  institution  at  Mount  Holly. 

Coming  as  it  does  after  years  of  effort  on  the 


part  of  the  medical  fraternity,  it  must  be  a 
source  of  deep  satisfaction  on  the  part  of  the 
Burlington  County  Medical  Association  to  know 
that  success  in  the  campaign  will  mean  a 100  bed 
hospital.  That  this  will  be  of  tremendous  benefit 
to  the  doctors  of  the  county  goes  without  saying 
as  it  will  give  the  individual  physician  a broader 
field  and  greater  scope  for  his  activities. 

Despite  the  handicap  of  inadequacy,  I submit 
to  you  that  the  present  hospital  has  served  well 
and  faithfully  the  community  and  county  in  which 
it  is  located.  It  is  a matter  of  record  that  the 
same  quarters,  which  in  1895  cared  for  90  patients, 
cared  for  648  last  year.  One  can  readily  under- 
stand, therefore,  why  it  has  been  necessary  for 
the  hospital  to  deny  admission  to  new  applicants, 
as  the  hospital  has  been  so  continually  taxed  to 
the  full  capacity  of  its  35  beds  that  additional 
patients  could  not  be  accepted.  I know  I reflect 
the  feeling  of  many  when  I state  that  other  in- 
stitutions have  had  to  accept  patients  of  local 
pracitioners  when  the  local  hospital,  had  it  been 
of  adequate  capacity,  could  have  rendered  the 
same,  if  not  better  service. 

The  inability  of  (he  hospital  to  render  greater 
service  is  ur fortunate  and  is  the  one  feature,  of 
the  past  to  be  most  regretted.  But  that  is  a 
matter  of  the  past  and  I submit  to  you  that  for 
management,  control  of  such  finances  as  have 
come  within  the  province  of  the  board  of  man- 
agers, and  for  general  supervision  of  the  hospital, 
a record  has  been  amassed  that  will  stand  un- 
challenged in  comparison  with  similar  institutions 
of  much  greater  means  and  of  broader  fields  of 
service. 

That  Mount  Holly  is  the  logical  site  for  such 
an  institution  is  undebatable  as  you  are  all  fa- 
miliar with  the  fact  that  modern  hospital  prac- 
tice determines  that  the  site  for  a hospital  shall 
be  in  the  center  of  the  greatest  area  to  be  served 
and  at  that  central  point  where  a great  highway 
system  is  concentrated  to  afford  easy  and  rapid 
means  of  access  from  all  parts  of  the  county. 

The  Burlington  County  Hospital  can  enter  the 
campaign  for  a new  home  with  uplifted  head 
knowing  that  the  only  criticism  which  can  justly 
be  directed  to  it  can  and  will  be  eliminated  by 
the  erection  of  a newer  and  greater  building  in 
which  to  house  the  sick  and  injured  of  Burling- 
ton County. 

I move  you,  therefore,  Mr.  Chairman,  that  the 
Burlington  County  Medical  Association  pledge 
the  Board  of  Council  and  Board  of  Managers  of 
the  Burlington  County  Hospital  its  fullest  measure 
of  support  and  lend  every  assistance,  as  an  or- 
ganization and  through  its  individual  members, 
to  the  campaign  to  raise  funds  for  a new  hos- 
pital so  that  the  day  may  be  hastened  when  Burl- 
ington County  shall  receive  at  the  hands  of  its 
hospital  that  broader  and  more  efficient  service 
which  a county  of  its  size  and  scope  so  richly 
deserves. 

Dr.  Longsdorf  then  introduced  Mr.  Roy,  of  Mt. 
Holly,  campaign  director  for  raising  funds  for 
the  hospital.  Mr.  Roy  prefaced  his  campaign 
plan  with  the  statement  that  Burlington  County 
needed  an  adequate  hospital  proportionate  to  its 
size.  He  said  that  the  campaign  goal  was  $350,- 
000.  He  recommended  that,  as  an  example  to  the 
public,  the  doctors  of  Burlington  County  pledge 
$20,000  before  May  16.  when  the  drive  opens.  A 
committee  was  appointed  to  canvass  the  phy- 
sicians of  the  county  for  subscriptions  to  the 
hospital  fund;  composed  of  Dr.  George  Tracy,  of 
Beverly;  Dr.  Daniel  Remer,  of  Mt.  Holly;  Drs. 
Emlen  Stokes  and  Nathan  Thorne,  of  Moores- 
town; and,  Dr.  Emlen  Darlington,  of  New  Libson. 
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Dr.  Morrison  addressed  us  on  state  topics  of 
interest,  in  his  usual  convincing  manner.  These 
topics  included:  A new  group  insurance  plan, 
consideration  of  the  new  public  health  laws  re- 
cently enacted,  and  the  value  of  the  work  of  the 
Executive  Secretary,  Dr.  Reik. 

The  meeting  was  then  turned  over  to  Dr. 
Joseph  M.  Kuder,  Chairman  of  the  Section  on 
Surgery,  who  introduced  Dr.  Chambers,  of  Phila- 
delphia, to  speak  upon  “Common  Orthopedic 
Problems  Confronting  the  General  Practitioner.’’ 
Dr.  Chambers  outlined  and  advised  the  possible 
orthopedic  problems  in  Burlington  County  with 
reference  to  the  new  hospital.  Regarding  club 
feet,  he  thought  that  the  best  and  quickest  results 
come  from  early  treatment  and  that  this  condi- 
ion  is  often  the  proper  work  of  the  general  prac- 
titioner rather  than  the  specialist.  For  bow- 
legs and  knock-knees,  due  to  nutritional  dis- 
orders, proper  diet  and  cure  of  underlying  causes 
would  straighten  legs  and  often  make  braces  and 
operative  procedures  unnecessary.  He  said  that 
periodic  x-ray  examinations  of  epiphyses  show 
progress  in  the  cure  cf  rickets.  He  attributed 
the  underlying  cause  of  foot  pains  to  such  gen- 
eral and  circulatory  diseases  as  Barlow's  disease, 
diabetes,  atheroma  of  vessels,  tabes  and  chronic 
infectious  arthritis.  He  explained  that  a way  to 
distinguish  infantile  paralysis  from  cerebrospinal 
meningitis,  even  when  there  is  a rigidity  of  neck 
muscle,  is  the  fact  that  the  head  can  be  bent 
forward  when  the  patient  is  turned  on  his  side. 
The  ironing  board  was  recommended  as  a useful, 
convenient  splint  for  spinal  conditions,  and  ideal 
for  tuberculosis  of  the  spine  in  children. 

Dr.  Martin  read  a paper  on  “Treatment  of  Some 
Common  Conditions  by  Physical  Measures.”  This 
new  phase  of  therapy  was  presented  in  a very 
appealing  manner.  (This  paper  will  be  published 
in  full  in  an  early  issue  of  the  Journal. — Ed.) 

The  society  had  thoroughly  enjoyed  its  session 
and  adjourned  to  meet  in  Burlington  in  June. 


CUMBERLAND  COUNTY. 

E.  S.  Corson,  M.D.,  Reporter. 

Opening  its  hospitable  doors  to  the  County 
Medical  Society,  the  Bridgeton  Hospital  enter- 
tained this  organization  intellectually  and  phys- 
ically at  its  regular  quarterly  session  April  13, 
1926.  The  President  of  the  society,  Dr.  H.  S. 
Brannin,  directed  the  intellectual,  and  Superin- 
tendent Ida  Squamvvood,  directed  the  physical 
portions  of  the  meeting.  Everything  was  pol- 
ished like  the  “handle  of  the  big  front  door”,  in 
Pinafore,  and  ready  for  inspection. 

Possible  change  of  status  of  the  Board  of 
Trustees  of  the  State  Society  was  discussed,  and 
the  proposition  submitted  by  Dr.  Quigley  was  en- 
dorsed by  a small  majority. 

Dr.  E.  J.  G.  Beardsley,  of  Jefferson  Medical 
College,  addressed  the  society  on  the  subject, 
“Practical  Points  in  the  Diagnosis  of  Heart  Con- 
ditions”. He  emphasized  the  fact  that  the  pa- 
tient should  have  his  clothing  removed  so  that 
action  of  the  heart  may  be  observed  through  the 
chest  wall.  Pulsation  of  the  arteries  and  veins 
in  the  neck  is  an  important  element  in  making 
the  diagnosis;  as  is  also  the  position  of  the  apex 
beat.  Dr.  Beardsley  emphasized  the  favorable 
outlook  in  cases  of  functional  heart  trouble,  es- 
pecially juvenile  cases.  Nervous  conditions 
should  be  carefully  considered  and  the  patient 
encouraged  to  correct  them.  Functional  condi- 
tions never  present  enlargement  of  the  heart;  the 
murmur  disappears  on  exercising;  the  apex  beat 
is  always  in  the  normal  position,  3 V2  in.  from 


the  midsternal  line  and  fifth  interspace.  Always 
let  fall  a line  from  the  middle  of  the  clavicle  to 
the  middle  of  Poupart’s  ligament  to  determine 
the  normal  position  of  the  apex  beat. 

Organic  cases  always  present  an  enlarged  heart 
with  displacement  of  the  ajaex  beat;  place  the 
open  hand  over  the  heart  in  order  to  feel  the 
apex  thrill.  Most  organic  cases  are  due  to  the 
old  type  of  rheumatic  fever  but  the  newer  hy- 
brid types  are  also  causative'  factors.  Mitral  re- 
gurgitation is  rare;  mitral  stenosis  more  preva- 
lent. The  periodic  annual  examination  of  indi- 
viduals is  essential  to  detection  of  organic  con- 
ditions for  the  latter  are  often  not  apparent  to 
the  patient  until  heart  consciousness  develops; 
fullness  in  the  heart  region,  shortness  of  breath 
on  exertion,  and  swelling  of  the  feet.  If  or- 
ganic heart  disease  is  discovered  early  it  may  be 
corrected  by  change  in  mode  of  living  or  occu- 
pation; if  delayed  until  discovered  by  the  pa- 
tient, medication  in  addition  to  hygiene  will  be 
required. 

Dinner  was  served  in  the  dining  room  of  the 
hospital,  with  the  nurses  in  attendance. 


ESSEX  COUNTY. 

Frank  TV.  Pinneo,  M.D.,  Secretary. 

The  Essex  County  Medical  Society  held  its  regu- 
lar meeting  Thursday  evening,  April  8,  in  the 
auditorium  of  the  Academy  of  Medicine  of  North- 
ern New  Jersey,  Newark,  and  witnessed  a most 
interesting  and  remarkable  demonstration  of  re- 
searches and  inventions  in  the  field  of  sound 
transmission.  It  was  a demonstration  of  “Elec- 
trically Amplified  Heart  Sounds  by  the  Multiple 
Electric  Stethoscope”,  equipped  with  additional 
amplifiers  and  loud  speakers,  whereby  all  in  the 
audience  (which  filled  the  auditorium)  heard  the 
heart  sounds,  both  normal  and  pathologic,  of 
patients  present  and  also  phonograph  records  of 
other  patients  made  under  the  direction  of  Dr. 
Richard  C.  Cabot,  of  Harvard  University,  and 
Professor  H.  B.  Williams,  of  Columbia  Univers- 
ity, with  the  collaboration  of  the  Bell  Telephone 
Laboratories  Inc.,  in  their  researches  on  elec- 
trically transmitting,  amplifying,  filtering  and  re- 
cording of  sound.  These  records  included  the 
very  first  so  mack  by  Dr.  Cabot  for  teaching  in 
medical  colleges,  and  'the  demonstration  proved 
the  more  extended  value  of  these  wonderful  in- 
ventions for  practitioners  of  medicine. 

Western  Electric  Audiometers  were  shown  and 
the  measurement  of  acuity  of  hearing  explained. 
The  audiometer  recently  used  in  studying  street 
noises  in  New  York  City  was  exhibited  and  ex- 
plained. 

The -Cathode  Ray  Oscillograph,  shown  in  a dark 
chamber,  enabled  the  doctors  to  both  hear  and 
see,  simultaneously,  the  action  of  hearts  of  ac- 
tual patients. 

This  demonstration  of  outstanding  wonders  of 
discovery  and  achievement,  made  possible  by  re- 
searches of  the  Bell  Telephone  Laboratories  Inc., 
was  planned  and  carried  out  by  Mr.  H.  Clyde 
Snook,  whose  genius  in  electrical  inventions  and 
generous  management  have  put  before  the  doc- 
tors a knowledge  of  these  discoveries,  which  are 
really  in  the  nature  of  by-products  in  the  de- 
velopment of  the  telephone.  He  also  was  a pio-. 
neer  in  roentgenology  and  the  inventor  of  an 
x-ray  ti'ansformer  now  used  by  roentgenologists 
throughout  the  world. 

The  President,  Dr.  Elmer  G.  Wherry,  made 
report  for  the  Milk  Committee  explaining  recent 
changes  in  Certified  Milk.  The  Fairfield  Dairy 
with  its  splendid  herd,  accredited  by  the  Govern- 
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ment  for  6 consecutive  years,  has  been  sold  and 
its  product  is,  therefore,  not  further  certified  by 
the  Essex  County  Medical  Milk  Commission.  It 
is  now  33  years  since  the  first  production  of  Cer- 
tified Milk  in  the  world;  Mr.  Stephen  Francisco 
being  the  original  dairyman,  and  Dr.  Henry  L. 
Coit,  of  Newark,  the  sole  founder  of  the  Certi- 
fied Milk  Movement.  The  certified  milk  produced 
by  the  Wood-Brook  Farms,  Metuchen,  New  Jer- 
sey, will  continue,  as  heretofore,  to  have  the  en- 
dorsement of  the  Essex  County  Medical  Milk 
Commission. 

The  society,  at  this  meeting,  acted  upon  a 
communication  from  the  Board  of  Trustees  of 
the  State  Medical  Society  concerning  amendments 
to  the  Society’s  Constitution  projjosed  at  the  last 
convention  (see  transactions  published  in  the 
supplement  of  the  August  Journal,  p.p.  30  and  61). 
Answering  3 specific  questions  from  the  Trustees 
the  members  voted  as  follows;  (1)  No.  (Not 
satisfied  with  existing  provisions  constituting  the 
Board  of  Trustees);  (2)  Y'es.  (Change  the  Con- 
struction of  the  Board);  (3)  Favoring  Dr.  Eagle- 
ton’s  suggested  amendment  as  follows;  “The 
Board  of  Trustees  shall  consist  of  28  members, 
(as  at  present);  7 officers  by  virtue  of  their  office; 
5 representatives  of  Judicial  Districts  to  be 
elected  as  representatives  of  the  permanent  dele- 
gates; 6 representatives  of  the  Fellows  to  serve 
for  3 years  each;  10  delegates-at-large  to  be 
elected  by  the  House  of  Delegates  to  serve  the 
term  of  5 years  each;  any  of  the  10  delegates-at- 
large  may  be  Fellows  if  they  are  chosen  by  the 
House  of  Delegates.’’ 

The  attendance  at  this  meeting  (nearly  300) 
was  the  largest  on  record  in  the  county  and  they 
evidenced  keen  interest  in  both  the  scientific  and 
business  parts  of  the  program. 


GLOUCESTER  COUNTY. 

Henry  B.  Diverty,  M.D.,  Reporter. 

The  Gloucester  County  Medical  Society  met  at 
the  Woodbury  Country  Club,  April  15,  1926. 

The  following  members  were  present;  Downs  and 
Buzby,  of  Swedesboro;  Hunter  and  Hollinshed,  of 
Westville;  Stout  and  Zapt,  of  Wenonah;  Ulmer, 
of  Gibbstown;  Fisler,  of  Clayton;  Ashcraft,  of 
Mullica  Hill;  Sinexon  and  Wood,  of  Paulsboro; 
Lummis,  Knight  and  Burkett,  of  Pitman;  Duf- 
field,  of  Glassboro;  William  Brewer,  Campbell, 
Carpenter,  Underwood,  Nelson  and  Diverty,  of 
Woodbury. 

Dr.  Perry,  of  Woodstown,  a delegate  from 
Salem  County  and  Dr.  Le  Fevre,  of  Blackwood, 
from  Camden  County,  were  present. 

After  a short  business  session,  the  essayist,  Dr. 
Charles  C.  Wolferth,  of  the  University  Hospital, 
gave  a very  interesting  address  on  “Some  Recent 
Advances  in  Cardiac  Therapeutics",  which  was 
followed  by  a lively  discussion. 

An  invitation  was  accepted  from  Dr.  Madeline 
Hallowell,  of  Atlantic  City,  to  hold  the  next  meet- 
ing at  her  institution  on  the  third  Thursday  in 
May. 

A luncheon  was  served  at  the  close  of  this  very 
interesting  meeting. 

After  due  consideration  of  the  problem  sub- 
mitted by  the  Board  of  Trustees  of  the  State  So- 
ciety, the  first  question  was  answered  in  the  af- 
firmative, i.e.,  the  Gloucester  County  Society  is 
satisfied  with  the  existing  provisions  for  organi- 
zation of  the  Board  of  Trustees. 


HUDSON  COUNTY. 

M.  I.  Marshak,  M.D.,  Reporter. 

The  Hudson  County  Medical  Society  met,  April 
6,  at  the  Jersey  City  Hospital,  Dr.  J.  F.  Londrigan 
presiding. 

Dr.  Phillip  D.  Wilson,  Attending  Surgeon, 
Massachusetts  General  Hospital,  Boston,  read  the 
paper  of  the  evening  on  “Fractures”,  which  he 
illustrated  with  lantern  slides.  He  discussed  the 
present-day  place  of  fracture  surgery  and  the 
difference  in  modern  outlook  as  compared  to  that 
of  prewar  days.  In  thinking  of  fractures  the 
functional  result  must  be  visualized;  damage  to 
soft  parts  should  be  considered.  The  entire  prob- 
lem of  treatment  is  to  restore  the  injured  part  to 
proper  function  at  the  earliest  moment.  A proper 
criterion  as  to  results  of  any  treatment  should 
be,  the  time  away  from  work  and  the  effect  of 
the  injury  on  the  permanent  earning  capacity, 
rather  than  cosmetic  alignment  alone.  X-ray 
studies  are  necessary,  both  before  and  after  re- 
duction, and  fluoroscopy  is  frequently  required 
during  reduction.  Reduction  should  be  done  at 
once;  before  muscles  are  shortened  and  parts 
fixed.  Plaster  casts  should  be  split  to  allow  for 
swelling.  The  extension  method  should  be  used 
in  all  fractures  of  the  shafts  of  long  bones.  Open 
methods  of  reduction  should  be  used  more  fre- 
quently and  if  indicated  should  be  used  early. 
This  methed  is  especially  applicable  to  joint 
fractures.  In  splinting  parts  one  must  leave  as 
much  of  the  limb  visible  as  is  possible.  In  con- 
siding  the  after-treatment,  in  order  to  obtain 
a proper  functional  result  with  a minimal  period 
of  disability,  motion  should  be  started  early;  at 
first  supporting  the  fragments  manually  and 
gradually  increasing  motion  until  active  motion 
is  obtained.  Massage  and  other  procedures  of 
like  nature  are  not  of  as  much  use  and  import- 
ance as  the  active  use  of  the  part  by  the  patient. 
Fracture  should  be  protected  by  some  type  of 
support  during  convalescence. 

After  discussing  the  general  features  of  frac- 
ture surgery,  Dr.  Wilson  took  up  the  various  im- 
portant fractures  in  detail. 

Clavicle:  The  old  type  of  Velpeau  or  Sayre 
splinting  should  never  be  used.  The  proper  ap- 
paratus is  a wooden  T-splint  known  as  the  clavi- 
cular cross.  If  at  all  possible  the  recumbent 
method  of  treatment  is  the  best. 

Neck  of  the  humerus:  The  arm  is  placed  in  the 
position  of  wide  abduction.  Most  fracture  dis- 
locations must  be  treated  by  open  reduction. 

Shaft  of  the  humerus:  The  cause  of  disability 
in  this  fracture  is  most  frequently  a stiff  shoulder. 
This  can  be  prevented  by  early  motion. 

Region  of  the  elbow:  These  should  be  treated 
in  a position  of  acute  flexion  for  all  except  frac- 
ture of  the  olecranon.  Strapping  is  unsafe,  ban- 
daging being  preferable.  Ischemic  paralysis 
must  be  guarded  against  and  as  its  onset  is  often 
insidious  one  must  be  on  the  watch  for  it.  Where 
condyles  are  separated,  the  treatment  consists  of 
open  reduction  with  suspension  traction. 

Both  bones  of  the  forearm:  In  order  to  pre- 
serve pronation,  the  convexity  of  the  radius  must 
be  maintained.  If  the  fragments  are  widely 
separated,  open  reduction  might  best  be  used, 
though  traction  with  counter  traction  is  some- 
times preferable.  The  supinated  position  is  the 
one  of  choice. 

Colles:  Proper  reduction  is  the  main  problem. 
First  dorsoflex  the  hand  until  the  fragments  are 
loose,  then  reduce  properly  and  fix.  In  bad  cases 
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the  “bell  hop’’  position  is  considered  necessary. 
Early  motion  is  essential.  In  dressing  these  cases, 
the  thumb  and  fingers  should  have  full  move- 
ment. 

Carpal  scaphoid:  This  fracture  is  only  diag- 
nosed by  x-rays.  If  fixed  for  from  3 to  4 weeks, 
union  is  usually  good. 

Neck  of  the  femur:  Intracapsular  fractures  are 
best  treated  by  abduction  in  a plaster  spica: 
Whitman’s  method.  This  should  be  followed  by 
a caliper  splint  for  a period  of  6 months  to  a 
year.  The  results  are  quite  good  even  if  there 
is  no  bony  union. 

Shaft  of  the  femur:  In  children,  the  results  are 
good  no  matter  what  treatment  is  used.  The 
Bryant  overhead  suspension  should  be  used  in 
children,  whereas  in  adults,  skeletal  traction  with 
ice-tong  calipers,  in  conjunction  with  the  Thomas 
splint,  should  be  used. 

Condyle  of  the  femur:  Here  skeletal  traction 
with  a pin  and  the  Thomas  splint,  is  the  treat- 
ment of  choice. 

Bones  of  the  lower  leg:  Fractures  in  this  re- 
gion are  best  treated  by  reduction  and  the  ap- 
plication of  plaster,  which  should  be  split. 
Flexion  of  the  knee  and  traction  are  necessary 
for  reduction.  The  plaster  should  be  applied  in 
sections,  from  knee  to  ankle,  along  thigh  to  knee, 
then  connecting  up.  The  knee  should  be  flexed 
at  right  angle.  If  the  fracture  does  not  reduce, 
it  may  be  necessary  to  use  a pin  through  the  os 
calcis  or  above  it  and  anterior  to  the  tendon 
Achilles. 

Ankles:  Fractures  here  depend  on  the  direc- 
tion of  the  force.  They  may  be  produced  by  ab- 
duction, adduction,  external  rotation  and  pos- 
terior displacement.  Pott’s  fracture  is  produced 
by  abduction.  Reduction  is  obtained  by  using 
force  in  the  opposite  direction  to  that  producing 
the  fracture,  to  overcorrect  the  deformity,  and 
fixation  by  plaster. 

The  paper  was  discussed  by  Drs.  Doran,  Miner, 
Frank,  Lang,  Brossier,  Swiney,  Levine,  Stewart, 
Londrigan  and  Wilson. 


Osier  Clinical  Society. 

M.  I.  Marshak,  M.D.,  Reporter. 

The  Osier  Clinical  Society  held  its  March 
meeting  at  the  Union  League  Club  of  Jersey  City, 
on  March  17,  with  Dr.  J.  F.  Londrigan  presiding. 

Dr.  H.  T.  von  Deesten  presented  a report  of  a 
case  of  “Pneumococcus  Peritonitis  in  a Female 
Patient  Aged  4 Tears”.  There  was  fever,  marked 
distension  and  some  pain  for  4 weeks  with  al- 
ternating rigidity  and  flacidity  of  the  abdomen. 
Tenderness  was  present,  though  not  marked,  but 
marked  dullness  over  the  bladder  region  was 
made  out  on  percussion  even  when  the  bladder 
was  empty.  The  blood  examination  showed  18,- 
000  white  cells  and  was  at  first  positive  to  a 
Widal  reaction.  After  the  second  examination 
the  Widal  reaction  was  negative.  The  von  Pir- 
quet  test  was  negative.  On  operation,  a quart  of 
yellow  creamy  pus  was  removed.  This  contained 
a large  number  of  Gram-positive  diplococci  and 
on  injection  into  a guinea-pig  produced  a general 
septicemia  with  death  in  24  hours;  the  pneumo- 
coccus was  recovered  from  these  animals.  The 
abscess  cavity  was  well  walled  off  by  adhesions. 

The- report  was  discussed  by  Drs.  Dickinson, 
Minor,  Franklin,  Kelly,  Newman  and  von  Dees- 
ten. The  question  of  the  advisability  of  opera- 
tion in  these  cases  was  taken  up.  In  acute  cases 
operation  was  not  deemed  advisable.  The  male 
cases  were  thought  to  be  secondary  to  a pneumo- 
coccus infection  elsewhere,  while  in  the  female 


it  is  possible  to  have  a primary  infection  of  this 
type  by  way  of  the  vagina. 

Dr.  D.  Miner  presented  a report  of  “An  Un- 
usual Case  of  Intestinal  Obstruction”.  The  ob- 
struction was  due  to  a large  gall-stone.  This 
was  removed  on  operation  and  the  condition 
seemed  to  clear  up.  Four  days  later,  the  patient 
developed  another  obstruction  which  was  proved 
by  operation  to  be  caused  by  another  large  stone. 
Dr.  Miner  showed  both  the  stones,  which  were  as 
large  as  an  average  English  walnut,  and  stated 
that  the  stones  found  their  way  into  the  intes- 
tine by  way  of  a rupture  of  the  gall-bladder  into 
the  gut.  There  was  no  history  of  pain  or  any 
symptom  referable  to  the  gall-bladder. 

The  paper  of  the  evening  was  read  by  Dr.  E. 
Lupin,  on  “Pyelitis”.  He  said  that  pyelitis 
should  be  suspected  in  any  case  of  unexplained 
fever  in  an  infant,  and  that  no  examination  of  a 
child  or  baby  was  complete,  without  an  examina- 
tion of  the  urine.  Infection  of  the  kidney  may 
take  place  through  the  blood  or  by  direct  ex- 
tension and  many  cases  are  due  to  the  colon  ba- 
cillus, though  streptococci  and  staphylococci  are 
.found  at  times.  The  prophylaxis  consists  of  hav- 
ing large  enough  diapers,  promptly  cleaning  the 
child  after  feces  is  passed  and  using  noncon- 
taminated  bath  water.  The  clinical  manifesta- 
tion consists  of  chills,  fever,  septic  in  character, 
painful  and  frequent  urination  and,  occasionally, 
uncontrollable  vomiting.  Colon  infection  is  least 
liable  to  produce  abscess  formation.  The  blood 
picture  shows  a leukocytosis.  Treatment  con- 
sists of  the  use  of  potassium  citrate  in  large 
quantities  of  water  and  sodium  bicarbonate, 
either  added  to  the  food  or  given  by  rectum  in  a 
5%  solution,  until  the  urine  is  alkaline.  Auto- 
genous vaccines  are  sometimes  successful.  If 
urotropin  is  used  it  should  be  given  before  the 
urine  is  made  alkaline.  If  multiple  abscesses  de- 
velop, operation  may  be  necessary. 

Drs.  Rosenstein,  Heilbrun,  Cosgrove,  Levine, 
Kelly,  Bartone  and  Londrigan  took  part  in  the 
discussion. 

Dr.  Rosenstein  called  attention  to  the  fact  that 
in  male  children,  more  than  3 cells  per  field,  and 
in  females,  more  than  8 cells,  should  be  consid- 
ered pus.  He  also  said  that  secondary  pyelitis 
has  2 definite  periods  of  the  year  in  which  large 
numbers  of  cases  occur:  in  the  summer,  accom- 
panying gastro-intestinal  cases  and  in  the  winter, 
complicating  respiratory  disease. 


HUNTERDON  COUNTY. 

Leon  T.  Salmon,  M.D.,  Reporter. 

About  30%  of  the  enrolled  membership  of  the 
County  Society  met  at  Flemington,  April  27,  un- 
der the  presidency  of  Dr.  G.  B.  Tompkins.  The 
proposed  amendment  to  the  Constitution,  chang- 
ing the  number  of  meetings  from  2 to  4 a year 
was  laid  over  for  consideration  at  a special  meet- 
ing to  be  held  June  15.  The  Society  instructed  its 
delegate  to  vote  for  the  Morris  County  plan  of 
State  Society  government,  or  some  similar  demo- 
cratic form  to  be  suggested  later. 

Dr.  G.  N.  J.  Sommer  spoke  on  “Foreign  Pro- 
tein Injections  for  Chronic  Infections”,  and  pre- 
sented evidence  of  successful  results  of  such 
treatment.  He  also  discussed  the  early  recogni- 
tion of  gall-bladder  disease  and  laid  stress  upon 
the  determination  of  causes  antedating  easily 
diagnosed  conditions.  Reference  was  made  to  a 
new  diagnostic  procedure,  in  which  attention  is 
paid  to  excursions  of  the  diaphragm  as  revealed 
under  the  flluoroscope. 

The  “Treatment  of  Erysipelas  by  Heliotherapy’’ 
was  discussed  by  Dr.  L.  C.  Williams. 
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MERCER  COUNTY. 

A Dunbar  Hutchinson,  M.D.,  Reporter. 

The  following  is  a report  of  the  meeting  of 
Mercer  County  Medical  Society  held  in  the  Car- 
teret Club,  April  14,  1926.  Minutes  of  the  pre- 
ceding meeting  were  read  and  approved.  The 
president,  Dr.  Comfort,  called  for  a report  of  the 
special  committee  (consisting  of  Drs.  North,  Hag- 
gerty, Costill  and  Beilis)  on  the  question  of  the 
organization  of  the  Board  of  Trustees  of  the  State 
Medical  Society. 

Dr.  North  submitted  the  following  report: 
“Y'our  committee  appointed  to  consider  the  ad- 
visability of  changing  the  present  composition  of 
the  Board  of  Trustees  of  the  State  Medical  So- 
ciety will  report  as  follows:  The  committee  has 
carefully  considered  each  of  the  propositions 
submitted  by  Dr.  Hunter,  Secretary  of  the  Board 
of  Trustees,  for  re-organization  of  the  Board  of 
Trustees,  and  it  is  our  opinion  that  neither  of  the 
propositions  offered  would  be  of  any  advantage 
over  the  present  organization  of  said  Board  of 
Trustees.” 

Following  some  discussion,  Dr.  Sommers  moved 
that  the  report  be  approved  and  adopted.  This' 
motion  was  seconded  by  Dr.  Schauftler  and  duly 
carried.  A motion  was  also  made  and  carried 
that  our  annual  delegates  be  so  instructed. 

Drs.  Ethel  M.  Powis  and  Howard  Wiesler  were 
regularly  elected  as  associate  members.  The  ap- 
plication of  Dr.  George  A.  Corio  was  read  and  re- 
ferred to  the  Membership  Committee. 

The  president  then  introduced  Dr.  Brooke 
Bland,  of  the  Jefferson  Hospital  Staff,  who  spoke 
on  “The  Management  of  Labor”.  Dr.  Bland  gave 
a very  interesting  account  of  the  progress  in  this 
branch  of  medicine  during  the  past  40  years,  re- 
ferring at  time  to  the  crude  methods  formerly 
employed  for  alleviating  pain.  The  statistical 
report  on  maternal  and  infant  mortality  was 
both  enlightening  and  astounding,  and  made  a 
profound  impression  upon  the  interested  audi- 
ence. Dr.  Bland  paid  special  attention  to  the  var- 
ious present-day  theories  concerning  normal  and 
complicated  cases. 

Several  members  expressed  a desire  that  this 
paper  should  appear  in  our  State  Journal.  (Dr. 
Bland  has  delivered  his  paper  and  it  will  be  pub- 
lished in  the  Journal  shortly. — Ed.) 

Following  a very  thorough  discussion  of  this 
topic,  Dr.  Bland  was  tendered  a rising  vote  of 
thanks  by  the  Society,  and  adjournment  was  then 
taken  to  enjoy  a luncheon  which  was  served  to 
about  50  members. 

MONMOUTH  COUNTY. 

Daniel  F.  Featherston,  M.D.,  Reporter. 

The  March  meeting  of  the  Monmouth  County 
Medical  Society  was  held  at  the  home  of  Dr.  W. 
A.  Rullman,  in  Red  Bank,  on  March  31.  Dr. 
Frank  Snyder,  of  New  York,  read  the  paper  of 
the  evening  entitled:  “The  Treatment  of  Chronic 
Arthritis”. 

Dr.  Snyder  is  doing  some  original  work  in  this 
subject  using  high  colonic  irrigations  in  a se- 
lected group  of  cases  in  which  other  methods  of 
treatment  have  given  no  results,  though  in  some 
other  cases  this  is  the  method  of  procedure  from 
the  start,  especially,  in  acute  and  subacute  con- 
ditions when  the  patients  are  ambulatory.  The 
technic  employed  is  highly  developed  and  only 
given  by  specially  trained  nurses  who  are  able 
to  pass  the  tube  beyond  the  splenic' flexure  so  as 
to  wash  out  the  right  side  of  the  colon.  Dr. 
Snyder  is  claiming  a higher  percentage  of  cures 


since  the  employment  of  this  treatment  than 
heretofore  when  only  the  older  methods  were 
relied  upon. 

The  business  session  was  postponed  until  next 
month. 

The  April  meeting  of  the  Monmouth  County 
Medical  Society  was  held  at  Torry’s  Restaurant, 
Long  Branch,  on  the  twenty-first,  wtih  Dr.  Har- 
vey Brown  in  the  chair. 

Dr.  William  F.  Sharp,  of  New  York,  recently 
appointed  consulting  neurologist  to  the  Mon- 
mouth Memorial  Hospital,  presented  a discourse 
on  the  ‘‘Operative  Indications  Following  Trauma 
of  the  Skull  and  Spinal  Column,”. 

Dr.  Joseph  M.  Bryan  reported  for  the  Legisla- 
tive Committee  on  the  progress  of  medical  bills 
in  the  last  General  Assembly. 


SOMERSET  COUNTY. 

A.  Anderson  Lawton,  M.D.,  Reporter. 

The  regular  meeting  of  the  Somerset  County 
Medical  Society  was  held  in  the  Court  House  at 
Somerville,  at  3:30  p.  m.,  Thursday,  April  8,  1926. 
Dr.  John  Ten  Eyck,  presiding.  The  secretary 
read  the  minutes  of  the  previous  meeting  and 
they  were  duly  approved. 

After  transaction  of  the  usual  routine  business, 
the  secretary  presented  and  read  a communica- 
tion from  Dr.  Hunter,  Secretary  of  the  Board  of 
Trustees  of  the  Medical  Society  of  New  Jersey, 
setting  forth  several  suggestions  under  consid- 
eration for  changing  the  manner  of  electing 
Trustees  and  requesting  an  expression  of  opinion 
from  the  county  societies  upon  this  question. 
After  full  discussion,  in  which  most  of  the  mem- 
bers present  participated,  a motion  was  made, 
duly  seconded,  and  unanimously  adopted,  saying 
that  the  Somerset  County  Medical  Society  is  satis- 
fied with  the  present  organization  and  work  of 
the  State  Society  and  knows  of  no  reason  for  al- 
tering the  constitution  in  respect  to  the  choice  of 
Trustees. 

Dr.  Rodger  Cooley  was  elected  to  membership, 
upon  recommendation  of  the  Board  of  Censors. 

Upon  motion  of  Dr.  Lawton  it  was  decided  to 
arrange  for  a meeting  on  June  10,  to  which  the 
public  should  be  invited,  and  at  which  time  Dr. 
Reik,  Editor  of  the  State  Society  Journal,  will 
speak  upon  the  value  of  Periodic  Health  Ex- 
aminations, and,  a moving  picture  film,  demon- 
strating the  care  of  tuberculosis  patients,  will  be 
exhibited. 


UNION  COUNTY. 

Russell  A.  Shirrefs,  M.D.,  Reporter. 

A regular  meeting  of  the  Society,  held  at 
Muhlenberg  Hospital,  Plainfield,  on  the  evening  i 
of  April  14,  was  largely  attended.  Among  the 
guests,  the  ever-welcome  presence  of  Dr.  H.  O. 
Reik  was  noted.  The  regular  order  of  business  I 
was  suspended  in  order  that  the  essayist,  Dr.  Le- 
Wald  of  New  York,  might  be  able  to  catch  a cer- 
tain train  home.  He  told  of  “Some  Interesting 
Recent  Advances  in  X-Ray  Diagnosis  in  Gall- 
Bladder  Diseases”,  and  illustrated  his  instructive 
talk  with  many  stereopticon  views  and  x-ray 
pictures.  Dr.  Crane  reported  a case  of  chronic 
myelogenous  leukemia  in  a man,  where  the  diag- 
nosis was  confirmed  by  autopsy.  Dr.  Darlington 
exhibited  the  patient’s  large  infarcted  spleen,  and 
spoke  of  the  clinical  and  pathologic  manifesta- 
tions of  this  strange  disease  whose  etiology  is  un- 
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known.  Dr.  Hedges  reported  a similar  case  in  a 
young'  married  woman,  who,  for  the  present,  is 
making  satisfactory  progress  under  x-ray  ther- 
apy. Dr.  Weigel  reported  3 cases  of  non-union 
following  fracture,  and  showed  by  x-ray  photos, 
the  successful  results  following  autogenous  bone 
grafts.  Dr.  Corbusier  presented  a boy  of  14 
whom  he  had  cured  of  congenital  wry  neck  by 
operation;  and  also  showed  pictures  of  an  8- 
year-old  girl  whom  he  is  treating  for  vertebra 
plana  which  was  probably  congenital.  Dr.  Luf- 
burrow  reported  a case  of  traumatic  rupture  of 
the  spleen  in  a man  whose  operation  for  removal 
of  that  organ  was  followed  by  recovery.  Fie  told 
of  another  man  who  called  at  his  office  and  said 
that  he  had  been  so  troubled  with  scrotal  pru- 
ritis  that  he  had  cut  the  itching  part  with  a 
knife.  On  examination,  one  testicle  was  found 
to  be  entirely  extruded.  Dr.  P.  DuB,  Bunting  was 
elected  a permanent  delegate  to  fill  the  vacancy 
caused  by  the  death  of  Dr.  J.  P.  Reilly. 

A vote  of  confidence  was  extended  to  the  Trus- 
tees of  the  State  Society,  expressing  satisfaction 
with  their  methods  of  procedure. 

It  having  been  found  that  the  State  Board  of 
Medical  Examiners  had  restored  to  Dr.  I.  A.  Law- 
rence his  license  to  practice  medicine,  in  spite 
of  the  repeated  protests  of  our  County  Society, 
the  Censors  were  requested  to  make  a formal 
complaint  to  the  State  Medical  Society.  The 
Secretary  was  asked  to  write  letters  to  our  local 
Senator  and  Assemblymen,  thanking  them  for 
the  interest  and  attention  they  displayed  in  mat- 
ters affecting  medical  legislation. 

Four  new  proposals  for  admission  were  re- 
ceived, and  the  following  were  elected  to  mem- 
bership: Drs.  Max  Greenberg,  E.  C.  Donald.  Lin- 
den; E.  W.  Lance,  Rahway,  Grace  M.  Robertson, 
Plainfield:  L.  Imbleau,  Union;  Archibald  Sinson, 
Maxmillian  Imre,  George  T.  Spencer,  Elizabeth; 
Paul  Geary,  Westfield;  and  W.  .T.  Hallock,  Berk- 
ley Heights. 

Dr.  W.  T.  Carstarphen  gave  a brief  account  of 
the  excellent  results  he  had  noted  in  selected 
cases  following  the  hypodermic  use  of  novasurol 
as  a diuretic. 

A vote  of  thanks  was  extended  to  the  Superin- 
tendent and  the  Nurses  for  the  delicious  repast 
they  served,  and  which  was  much  appreciated. 
It  was  in  the  wee  small  hours  of  another  day 
when  the  meeting  adjourned. 


WARREN  COUNTY. 

F.  A.  Shimer,  M.D.,  Reporter. 

The  quarterly  meeting  of  the  Warren  County 
Medical  Society  was  held  at  the  Phillipsburg 
Elks’  Club,  April  13,  1926,  at  10:30  a.  m..  Dr.  L. 
H.  Bloom  presiding. 

Drs.  E.  N.  Brasefield,  Harry  Bossard  and  G.  H. 
Bloom  read  very  interesting  papers,  which  creat- 
ed lengthy  discussions.  The  regular  routine  busi- 
ness was  transacted. 

President  Bloom  appointed  A.  C.  Zuck,  G.  W. 
Cummins  and  F.  A.  Shimer  a committee  to  draft 
resolutions  on  the  deaths  of  Drs.  Charles  M.  Wil- 
liams, William  Kline  and  William  J.  Burd,  all 
members  of  the  Society  who  had  died  within  a 
period  of  six  weeks. 

The  following  resolutions  were  prepared  by  the 
committee  and  adopted  by  the  Society  as  appli- 
cable to  all  three  of  the  deceased  members 
named : 

Whereas,  The  dark  angel,  Death,  has  again 
stepped  among  us  and  taken  under  his  sheltering 
wings  to  the  quiet  harbor  of  peaceful  rest,  our 


esteemed  colleague,  Dr.  William  Kline;  therefore, 
Let  it  be  resolved,  That  we  do  hereby  publicly 
express  our  appreciation  of  his  sterling  qualities. 
He  was  a man  of  refinement  and  culture;  modest 
to  a fault;  never  self-assertive,  deeply  imbued 
with  the  duties  and  responsibilities  upon  him  by 
his  chosen  and  beloved  profession;  tolerant  of 
the  opposing  opinions  of  others,  and  with  a heart 
full  of  charity  for  the  weakness  and  frailities  of 
humanity.  His  presence  brought  sunshine,  his 
smiles  sweet  balm  into  the  homes  to  which  duty 
called  him.  We  shall  miss  him  many  a long  day 
and  our  sympathies  go  out  to  his  family.  May 
they  see  through  their  tears  the  nobility  of  his 
life  as  they  never  have  seen  it  before  and  be  com- 
forted; and 

Be  it  further  resolved,  That  these  resolutions 
be  spread  in  full  upon  our  minutes  and  a copy  be 
sent  to  his  sorely  afflicted  family  who  have  our 
profound  sympathies. 

A.  C.  Zuck. 

(Signed)  G.  Cummings. 

F.  A.  Shimer. 


MENTAL  CLINICS. 

Established  and  Operated  by  the  New  Jersey 
State  Hospital  at  Greystone  Park. 


By  Marcus  A.  Curry,  M.D.,  Reporter 
Morris  County. 

At  the  New  Jersey  State  Hospital  at  Greystone 
Park  an  urge  that  has  been  felt  for  some  time 
past  has  found  definite  outlet  in  the  establishing 
of  Mental  Clinics  throughout  the  counties  of  the 
northern  tier  of  the  State,  which  comprise  the 
geographic  district  of  the  hospital  and  embrace 
the  counties  of  Bergen,  Essex,  Hudson,  Morris, 
Passaic,  Sussex  and  Union. 

Three  of  the  seven  outside  clinics  are  already 
established  in  the  county  seats  of  Union,  Bergen 
and  Passaic.  At  Elizabeth  the.  clinic  is  held  on 
the  second  and  fourth  Tuesdays  of  each  month 
at  the  Elizabeth  General  Hospital,  in  conjunc- 
tion with  Dr.  Prout's  Neurologic  Clinic.  The 
Hackensack  clinic  is  held  on  the  second  and 
fourth  Thursdays  of  each  month  at  the  Hack- 
ensack General  Hospital.  The  Paterson  clinic  is 
held  at  St.  Joseph’s  Hospital  the  first  and  third 
Wednesday  of  each  month. 

The  establishment  of  the  various  county  clinics 
is  under  the  direction  of  Dr.  Marcus  A.  Curry, 
Superintendent  of  the  State  Hospital,  and  their 
operation  is  under  the  personal  supervision  of 
Dr.  Arthur  G.  Lane,  Clinical  Director  , of  the  State 
Hospital,  assisted  by  members  of  the  medical 
staff  and  Miss  Mildred  H.  Hurley,  Directress  of 
the  Psychiatric  Social  Service  Department  of  the 
State  Hospital  with  one  of  the  psychiatric  social 
workers  detailed  to  the  clinic  service.  Psycho- 
logist R.  M.  Beechley,  of  the  State  Department  of 
Institutions  and  Agencies,  also  actively  cooper- 
ates in  this  work. 

These  county  clinics  are  being  established  to 
answer  a long  existing  community  need  and  as  a 
convenient  reinforcement  and  assistance  to  the 
general  practitioner  of  medicine.  It  has  been 
long  recognized  that  in  every  community  there 
are  individuals  who  are  not  actually  mental  or 
nervous  invalids,  but  who  suffer  in  varying  de- 
grees from  nervous  and  mental  symptoms  which 
hinder  them  in  the  full  enjoyment  of  life  or  make 
them  less  efficient  in  their  economic  pursuits. 
Such  moods  as  periods  of  irritability  without 
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proper  cause,  depressions,  blue  spells,  loss  of  in- 
terest in  home  and  friends,  jealousies,  suspicious 
ideas  and  notions  of  not  being  treated  properly 
by  associates  or  employers,  are  all  traits  which, 
though  they  may  not  be  conspicuously  marked, 
indicate  that  such  individuals  are  undergoing 
some  conflict  within  themselves.  Such  warning 
signals  should  not  be  overlooked,  for  physicians 
who  have  made  special  study  of  such  ailments 
have  found  in  a large  number  of  cases  which 
later  develop  serious  nervous  or  mental  break- 
downs that  the  individuals  had  exhibited  for- 
boding  symptoms  for  weeks,  months  and  often- 
times years  before  the  actual  breakdown  oc- 
curred. A large  majority  of  such  sufferers  have 
really  no  physical  disease  as  a foundation  for 
their  trouble.  Experience  has  shown  that  these 
mental  peculiarities  are  based  on  emotional 
changes  and  thought  processes  which  are  purely 
imaginary  and  the  resulting  characteristic  traits 
may  also  be  magnified  by  friction  with  sur- 
roundings. 

Great  progress  has  been  made  in  the  field  of 
mental  hygiene  during  recent  years,  and  it  is 
now  a proven  fact  that  the  childhood  years  are 
responsible  for  much  of  the  conflict  of  later  life. 
It  is  in  this  period  that  the  first  patterns  of 
thought  and  conduct  are  formed,  and  when  these 
become  fixed  they  form  habits  and  character 
traits  with  which  the  individual  must  thereafter 
contend  and  which  will  influence  all  the  later 
years  of  life.  Temper  tantrums,  irritability, 
moody  spells,  loss  of  interest  in  school,  small  con- 
duct disorders  which  cause  trouble  with  teachers 
and  associates  and  more  serious  delinquencies 
against  rules  and  laws  are  certainly  not  part  of 
of  the  life  of  the  normal  child.  Whenever  these 
changes  become  apparent,  an  effort  should  be 
made  to  correct  them  as  early  as  possible.  Many 
adults  and  children  who  are  suffering  from  such 
conflict  do  not  understand  themselves.  A frank 
interview  with  a specialist  whose  experience 
along  these  lines  has  enabled  him  fully  to  appre- 
ciate these  abnormal  symptoms  in  the  light  of 
their  true  value,  may  lead  to  an  understanding 
of  many  of  these  problems.  When  an  individual 
once  becomes  aware  of  the  reason  for  his  symp- 
toms, much  of  the  mystery  surrounding  them 
clears  up,  and  he  becomes  better  equipped  to 
meet  life's  difficulties  because  he  has  learned  of 
the  limitations  of  his  capacity  and  also  has  full 
knowledge  of  the  forces  that  are  controlling  him. 

The  mental  clinic  is  the  crystalization  of  an 
endeavor  to  place  at  the  convenience  of  the  pub- 
lic a staff  of  trained  physicians  and  social  work- 
ers who  may  be  consulted  without  charge,  along 
any  of  these  lines.  All  interviews  are  held  in 
absolute  confidence.  No  medical  or  surgical  serv- 
ice will  be  provided  by  the  consultants  and  when- 
ever there  are  indications  for  treatment  the  pa- 
tients will  be  referred  to  the  family  physician  or 
to  such  physicians  as  they  may  select,  with  the 
clinic  recommendations  for  treatment.  In  this 
manner  it  is  planned  to  encourage  and  foster 
close  cooperation  with  the  medical  profession 
and  it  is  hoped  that  the  general  practitioner  may 
find  use  for  the  facilities  of  the  clinic  and  that 
it  will  be  used  freely  as  a consultation  center 
where  problem  cases  exhibiting  mental  or  ner- 
vous complications  may  be  brought  for  this  spe- 
cial type  of  advice  and  service.  And  it  may  be 
added  that  the  clinics  already  held  have  been 
patronized  to  more  than  capacity,  and  that  they 
will  be  popular  centers  of  consultation  and  ad- 
vice in  the  future  seems  amply  assured. 

It  is  well  known  that  preventive  medicine  has 
accomplished  remarkable  alleviation  of  human 


sufferings.  Many  of  the  dread  diseases  which 
formerly  were  claiming  a large  number  of  useful 
citizens  are  being  brought  under  control.  For 
an  outstanding  example  of  this,  one  need  only 
consider  tuberculosis,  the  great  white  plague, 
which  at  one  time  was  thought  to  be  an  heredi- 
tary disease  that  doomed  the  one  afflicted  with 
it.  The  wide  publicity  given  to  physical  hygiene 
rules  and  proper  living  conditions  during  the  past 
few  years,  with  the  aid  of  clinics  staffed  by  ex- 
perienced physicians,  has  robbed  this  destroyer 
of  much  of  its  dread.  Something  of  a similar 
kind  must  be  done  to  stamp  out  the  ravages  of 
mental  and  nervous  disorders.  The  public  must 
be  taught  the  rules  of  mental  hygiene  and  how 
to  live  comfortably  without  conflicts  with  envir- 
onment. 

It  is  the  aim  of  the  mental  clinic  to  endeavor 
to  render  the  same  service  for  the  mental  and 
nervous  sufferers  as  does  the  chest  clinic  for  tu- 
berculosis. That  all  cases  coming  to  the  clinic- 
can  be  saved  from  actual  breakdown  is  no  more 
to  be  expected  than  that  all  individuals  suffering 
from  any  other  type  of  disorder  may  be  recov- 
ered. But  the  earlier  the  advice  is  sought  the 
greater  the  opportunity  for  favorable  outcome. 
If  only  a small  percentage  can  be  brought  back 
to  full  usefulness  and  to  a life  of  contentment, 
it  will,  by  just  that  much,  help  to  check  the  tide 
of  sufferers  who  are  rapidly  moving  toward  the 
doors  of  our  institutions. 

The  “trial  visit”  for  recovered  and  convales- 
cent patients  has  been  an  established  policy  for 
some  time  at  the  State  Hospital  at  Greystone 
Park.  In  many  of  these  cases,  as  is  to  be  ex- 
pected, it  is  necessary  for  the  patient  to  return 
to  the  old  environment,  old  situation,  old  em- 
ployment, old  associates,  and  to  all  of  the  old 
customary  factors  which  largely  have  been  re- 
sponsible for  the  development  of  the  mental  dis- 
order. In  the  past,  advice  has  been  given  to  the 
individual  during  the  hospital  residence,  on  the 
problem  of  adaptation,  and  much  supervision  has 
been  furnished  by  the  psychiatric  field  workers 
of  the  Social  Service  Department  who  visit  pa- 
tients in  their  homes.  With  the  establishment 
of  the  county  clinics,  opportunity  will  be.  fur- 
nished for  still  more  careful  and  intensive  guid- 
ance, as  each  such  patient  will  be  expected  to 
visit  the  clinic  at  each  of  its  regular  sessions  for 
further  instruction  and  advice.  Thus  the  chain 
of  clinics  which  is  being  established  not  only 
takes  care  of  the  community  need  along  the  lines 
of  prevention  but  at  the  same  time  enables  more 
intensive  aftercare  of  patients  whose  condition 
made  it  necessary  for  them  to  have  been  hospi- 
talized. 


His  Efforts  Ignored. 

The  victim  of  a motor-car  accident  was  being 
examined  by  the  village  magistrate. 

“You  say  you  didn’t  see  his  number?”  the  mag- 
istrate remarked.  “Could  you  swear  to  the 
man  ?” 

“Well,”  answered  the  countryman,  “I  did,  but 
I don’t  think  he  heard  me.” — Tatler. 


“A  few  months  ago  some  one  told  Jenny  Becker 
she  had  a nice  profile,  and  she’s  been  living  side- 
ways ever  since.” — Farm  and  Fireside. 


He:  Well,  the  days  are  getting  longer. 

She:  Wh  -n  did  you  get  married? 

— Smith's  Weekly  (Sydney). 
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HELPFUL  SUGGESTIONS  ON  INFANT 
FEEDING. 

Joseph  H.  Marcus,  M.D., 

Pediati-ist  to  the  Atlantic  City  Hospital. 

A ten  minute  health  talk  broadcast  from  Sta- 
tion WPG,  Atlantic  City,  Peb'y  1,  19  26.  under  the 
auspices  of  the  Atlantic  County  Medical  Society. 

A baby  is  not  a toy  or  a plaything,  but  a 
great  responsibility ; his  health,  growth,  and 
contentment  depending  largely  on  his  mother. 
Both  the  mental  and  physical  development  of 
your  baby  depend  upon  3 things,  referred  to  as 
the  trinity  of  human  existence  : ( 1 ) Heredity  ; 
(2)  environment  or  surroundings;  (3)  food. 

The  first  is  beyond  our  control,  for  nature 
has  already  done  either  its  best  or  its  worst ; 
the  second,  that  of  proper  surroundings,  is 
partly  controlled  by  you ; the  third  element, 
that  of  food,  is  entirely  within  control  and  the 
improper  use  of  it  can  do  harm  to  your  rapidly 
growing  baby. 

Mothers  do  not  wilfully  deprive  their  babies 
of  their  natural  food,  but  every  mother  should 
know  that  the  reward  for  her  patience  and  per- 
severance in  furnishing  breast  milk  for  her 
baby  increases  fivefold  its  chances  of  living 
through  the  first  year.  There  is  no  substitute 
for  mother’s  milk.  Cow’s  milk  was  intended 
for  the  stomach  of  the  calf  and  not  for  the 
tender  stomach  of  the  new-born  babe. 

Milk  now  forms  the  basis  of  all  foods  for 
infants,  hut  no  respectable  cow  would  recog- 
nize many  of  the  compounds  which  are  manu- 


factured from  it.  Mother’s  milk,  when  avail- 
able, is  the  only  food  entitled  to  consideration. 
All  other  methods  of  feeding  the  new-horn  in- 
fant must  he  looked  on  as  makeshifts.  For- 
tunate indeed  are  those  babies  fed  on  breast 
milk,  especially  during  the  summer  months, 
for  few  of  them  develop  severe  diarrhea.  Most 
babies  can  he  raised  on  human  milk,  and  the 
next  best  food  for  infants  is  cow’s  milk  prop- 
erly diluted,  the  latter  being  far  superior  to 
proprietary  and  patent  foods  in  that  while  it 
does  not  produce  the  fat  baby  so  desired  by 
the  average  mother,  it  likewise  does  not  pro- 
duce cases  of  severe  rickets  and  scurvy  that 
so  commonly  develop  when  using  certain  types 
of  patent  foods. 

Of  every  hundred  babies  who  die  of  intes- 
tinal infection  during  tire  first  year  of  life,  85 
are  bottle  fed  and  only  15  breast  fed.  In  con- 
sidering the  future  of  her  child  every  mother 
should  reflect  that  the  imperfections  and  ill 
health  of  adults  are  to  a considerable  extent 
the  result  of  mistakes  in  their  care  during  in- 
fancy. To  he  sure  there  are  some  conditions- 
in  the  mother  which  necessitate  depriving  the 
infant  of  its  right  to  mother’s  milk,  but  the 
reasons  or  excuses  given  are  many  and  varied.. 
One  of  the  most  common  excuses  is  a deficient 
quality  or  quantity  of  breast  milk,  or  a com- 
bination of  these  two  factors.  Quite  often  this- 
can  he  remedied ; it  is  quite  usual  for  the  moth- 
er to  have  an  increase  of  milk  after  she  is  out 
of  bed.  Wholesome  diet,  moderate  exercise-,, 
sufficient  rest,  regularity  in  all  things,  a con- 
tented mind  and  a happy  mood,  all  possible 
freedom  from  worry  and  nervous  excitement. 
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and  reasonable  assurance  that  she  is  capable 
of  nursing  the  baby ; all  these  things  are  in- 
dispensable. 

In  order  to  stimulate  and  maintain  an  ade- 
quate supply  of  breast  milk,  there  are  2 im- 
portant factors  to  remember;  the  first  is  “regu- 
larity in  feeding  time”,  and  the  second, 
“thorough  emptying  of  the  breasts”.  If  the 
baby  is  unable  to  empty  the  breast,  the  milk 
should  be  expressed  manually  and  no  matter 
what  the  interval  between  nursing,  whether  a 
3 or  4 hour  schedule,  adhere  to  the  time. 

It  is  always  best  to  feed  baby  with  a bottle 
at  the  place  where  it  is  to  sleep  or  rest,  as  mov- 
ing immediately  after  feeding  may  cause  the 
baby  to  spit  up  or  vomit.  Always  hold  the  bot- 
tle in  the  baby’s  mouth  at  the  time  of  feeding 
and  never  expect  the  food  to  be  taken  properly 
if  the  bottle  is  propped  in  the  baby’s  mouth 
with  the  aid  of  folded  napkins,  pillows  or  other 
devices  used  to  juggle  the  bottle  in  an  attempt 
to  keep  it  in  a fixed  position.  The  full  benefit 
of  bottle  feeding  will  be  best  obtained  by  hold- 
ing the  bottle  for  the  baby  while  the  food  is 
being  taken. 

The  average  baby  can  be  fed  cereal  at  the 
age  of  5 months,  giving  2 cereal  feedings  a day 
in  conjunction  with  the  bottle  and  not  in  be- 
tween feedings.  From  this  time  on,  the  ad- 
ditional foods  included  in  the  dietary  are  in- 
creased gradually,  so  that  up  to  1 year  of  age, 
the  baby  is  getting  milk,  cereals,  orange  juice, 
beef  juice,  broths,  cream  soups,  green  and 
starchy  vegetables,  dry  toast,  or  zweibach  and 
crackers.  If  baby  is  asleep  at  nursing  time, 
wake  him.  Nurse  him  for  about  20  minutes, 
though  he  usually  gets  three-fourths  or  more 
of  the  entire  amount  during  the  first  10  min- 
utes. 

Errors  in  infant  feeding  should  be  corrected 
during  the  first  few  weeks  of  life.  At  birth, 
the  average  weight  is  7j/2  pounds  and  at  1 year 
of  age  the  approximate  weight  is  22  pounds — 3 
times  the  birth  weight— so  you  can  readily  ap- 
preciate the  great  importance  of  a proper  foun- 
dation at  this  rapidly  growing  age  of  your 
baby. 

Every  infant,  breast  fed  or  artificially  fed, 
should  be  weighed  once  a week : in  some  cases 
a daily  record  of  weight  may  be  necessary. 


Scales  should  be  tested  for  accuracy,  the  best 
kind  of  scale  being  the  beam-type  with  weights, 
and  the  graduated  beam  registering  ounces.  Al- 
ways weigh  your  baby  at  the  same  time  of 
day,  for  comparison,  and  remove  all  clothes. 
If  necessary  to  determine  how  much  nourish- 
ment he  gets  in  24  hours,  weigh  before  and 
after  each  feeding,  as  the  amount  taken  each 
time  varies.  After  every  effort  has  been  made 
to  increase  breast  milk  without  result,  com- 
plementary feeding  should  be  resorted  to,  but 
not  supplementary  feeding.  A complementary 
feeding  immediately  follows  the  hreast  feed- 
ing; a supplementary  feeding  takes  the  place 
of  breast  feeding  and  is  really  a substitute 
feeding.  Some  mixture  of  cow’s  milk,  or  some 
starch  preparation  such  as  farina,  should  lie 
used  for  complementary  feeding.  If  a more 
rapid  increase  in  weight  is  desired,  boiled  but- 
ter is  the  fat  that  is  best  tolerated;  butter 
should  be  boiled  for  2 minutes,  and  up  to  1 
level  teaspoonful  may  be  used  in  the  cereal. 

If  constipation  exists,  use  strained  oatmeal 
or  cream  of  wheat;  if  stools  are  loose  and  fre- 
quent, rice  flour  may  he  used  for  complemen- 
tary feeding.  If  mother’s  milk  increases,  the 
amount  of  complementary  feeding  should  be 
diminished.  Feed  with  a spoon,  if  possible,  for 
not  infrequently  the  baby  will  become  lazy  if 
a soft  nipple  is  used  and  quite  often  will  refuse 
to  take  the  breast.  I feel  that  one  supplementary 
bottle  a day  should  lie  allowed,  depending  of 
course  upon  the  attitude  of  the  mother.  Some 
mothers  would  hesitate  to  give  a substitute 
feeding  when  baby  is  thriving,  while  others 
would  like  to  give  one,  and  afford  themselves 
6 to  8 hours  for  recreation  or  shopping. 

Another  advantage  of  one  artificial  feeding  a 
day  is  that  the  baby  becomes  accustomed  to 
the  bottle  and  it  becomes  known  what  artificial 
food  he  can  digest  so  that  if  for  any  reason 
he  has  to  be  weaned  suddenly  there  is  no  trouble 
in  so  doing.  Vomiting  and  frequent  move- 
ments are  no  justification  for  weaning  provid- 
ing the  infant  is  progressively  gaining;  weight 
should  increase  on  an  average  from  5 to  8 
ounces  per  week.  These  disturbances  can  usu- 
ally be  prevented  by  lengthening  the  interval 
between  feedings  or  by  shortening  the  feed- 
ing time,  or  both. 
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The  cause  of  vomiting  may  be  too  rapid 
nursing,  overfeeding,  or  an  excess  of  fat  which 
is  proportionately  higher  toward  the  end  of  the 
feeding.  Nurse  your  baby  as  slowly  as  possible 
and  interrupt  the  feeding  if  it  is  taken  too 
rapidly.  Sometimes  a little  water  before  and 
while  nursing  will  prevent  vomiting.  After 
nursing  place  the  baby  on  his  right  side  and 
keep  him  as  quite  as  possible.  If  persistent 
vomiting  occurs,  with  a progressive  loss  in 
weight,  certain  conditions  of  a serious  nature 
may  be  present.  Sometimes  an  infant  cannot 
nurse  on  account  of  tongue-tie ; this  should  be 
corrected  immediately. 

To  prevent  scurvy,  orange  juice  should  be 
given  when  baby  is  about  3 months  old.  If  fed 
on  the  bottle,  orange  juice  should  be  given 
earlier.  It  is  best  administered  1 hour  before 
the  second  morning  feeding  and  diluted  with 
water.  Do  not  add  boiling  water  as  this  will,  to 
a certain  extent,  destroy  the  vitamin  content 
of  the  orange  juice,  which  is  the  scurvy  pre- 
venting element.  If  for  some  reason  the  baby 
cannot  tolerate  orange  juice,  you  may  give 
either  tomato  or  bottled  grape  juice,  as  the 
element  which  prevents  scurvy  is  also  found  in 
these  foods. 

Rickets  is  a preventable  condition  but  recent 
reports  show  amazing  figures  regarding  the 
prevalence  of  this  disease  among  breast  fed 
as  well  as  bottle  fed  babies.  The  many  bad  ef- 
fects of  infantile  rickets  can  be  eliminated  by 
early  administration  of  cod'  liver  oil  or  by  ap- 
plications of  the  ultra-violet  rays.  The  best 
procedure  is  to  employ  a combination  of  both 
forms  of  treatment. 

Although  this  talk  is  primarily  addressed  to 
mothers,  yet  the  responsibility  of  rearing  chil- 
dren must  not  be  relegated  to  the  mothers 
alone ; the  fathers  should  assume  a certain 
amount  of  the  responsibility.  Proper  guidance 
through  infancy  will  certainly  be  productive  of 
healthier  and  better  babies,  and  when  they 
reach  adult  life  they  will  be  in  a better  posi- 
tion to  adapt  themselves  to  the  many  difficulties 
imposed  by  present  day  civilization.  Lead  your 
baby  into  the  proper  channels  of  health,  es- 
pecially during  the  stage  of  infancy,  when 
development  is  so  rapid  and  when  it  is  so  vital 
to  establish  a firm  foundation. 


CRYPTIC  INJURIES. 


David  B.  Allman,  M.D., 

Visiting  Surgeon,  Atlantic  City  Hospital, 

Atlantic  City,  N.  J. 

(Read  by  invitation  before  the  Ocean  City  Med- 
ical Club,  February  25,  192  6.) 

When  Dr.  Pettit  asked  me  a short  time  ago  to 
address  you,  the  first  thought  that  ran  through 
my  mind  was  just  how  interested  you  would 
be  in  hearing  me  discuss  some  stereotyped  mat- 
ter which  I had  culled  from  books  for  the  oc- 
casion, and  the  second  thought  was  that  your 
first  thought  would  no  doubt  be  the  same  as 
mine  has  been  on  many  similar  occasions — 
viz : that  you  could  have  stayed  at  home  in  a 
nice  comfortable  chair,  and  read  in  half  the 
time  all  the  information  imparted  to  you. 

It  is  with  the  hope  of  avoiding  such  after- 
thoughts in  your  mind  that  I have  adopted  for 
my  subject  tonight  “Cryptic  Injuries” — a term 
of  my  own  coining  and  one  which  I will  dis- 
cuss entirely  from  my  personal  experience 
of  1 1 years  of  active  service  with  the  Atlantic 
City  Hospital.  During  my  last  surgical  service 
at  the  hospital,  which  included  the  months  of 
August,  September  and  October,  394  surgical 
patients  were  admitted  and,  of  course,  among 
these  were  practically  all  of  the  most  seriously 
injured  victims  of  automobile  accidents  for 
miles  around.  This  alone  would  afford  ample 
material  for  a most  interesting  paper,  but  taken 
together  with  the  experiences  of  previous  years, 
I feel  that  we  have  learned  much  regarding 
acute  traumatic, surgery,  and  it  is  around  some 
of  the  most  interesting  of  these  cases  that  my 
talk  is  to  be  woven. 

The  ever  increasing  amount  of  motor  vehicle 
travel,  with  the  increased  rate  of  speed  with 
which  all  traffic  moves,  leaves  little  cause  for 
surprise  at  the  increasing  severity  of  the  in- 
juries received  on  the  highways.  The  fact  that 
most  of  the  main  arteries  of  travel  are  now 
hard  surfaced  roads  adds  also  to  the  severity 
of  these  injuries,  and  there  is  little  wonder 
that  the  nature  of  the  personal  injuries  received 
in  these  cases  has  changed  from  simple  frac- 
tures to  compound  multiple  fractures ; that  the 
ordinary  case  of  concussion  of  the  brain,  with 
possibly  a slight  linear  crack,  is  now  a depres- 
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sed  fracture  of  the  skull  with  severe  intracranial 
damage,  and  too  often,  also,  associated  with 
other  injuries  in  remote  parts  of  the  body.  It 
is  the  common  thing  to  see  more  than  one  ex- 
tremity involved,  and  in  1 case  that  I recall  all 
4 were  injured  severely. 

The  multiplicity  of  these  injuries  often  leaves 
the  attending  physician  in  a quandary  as  to  just 
which  one  is  really  the  most  serious  and  re- 
sponsible for  the  condition  in  which  he  finds 
the  patient.  And  it  may  be  that  any,  all,  or 
none  are  responsible  for  the  patient’s  condi- 
tion and  that  the  real  cause  is  some  cryptic 
injury,  which  is  obscure,  presents  no  symp- 
toms and  which  we  do  not  suspect.  A typical 
example  of  this  was  in  a man  admitted  with  a 
fractured  femur,  in  shock  and  great  pain.  Lit- 
tle else  was  found  on  a cursory  examination. 
The  leg  was  immobilized,  the  patient  was  treat- 
ed for  shock  and  nothing  much  more  thought 
of  the  case  until  abdominal  pain  and  disten- 
tion due  to  a rapidly  developing  peritonitis,  de- 
veloped from,  what  was  later  found  to  be,  a 
ruptured  gut,  but  which  at  the  time  of  admis- 
sion presented  absolutely  no  symptoms. 

Each  year  we  see  more  and  more  of  these 
traumatic  complications  arising  from  automo- 
bile accidents  and  while  it  is  not  my  purpose 
to  tell  you  gentlemen  how  these  cases  should 
be  treated,  I would  like  to  make  a plea  for  a 
more  careful  study  and  a closer  observance 
of  all  accident  cases,  with  the  thought  in  mind, 
that  even  in  patients  apparently  only  slightly  in- 
jured, serious  and  even  fatal  symptoms  may 
develop  in  a few  hours. 

The  increasing  number  of  ac.cident  cases  that 
come  to  litigation  must  also  put  us  on  our 
guard,  not  only  to  make  careful,  thorough  ex- 
aminations, but  to  accurately  record  and  keep 
all  of  our  findings. 

Tonight  I intend  to  give  you  from  my  own 
experiences  a few  examples  of  the  many  cases 
that  have  come  under  my  care  for  one  condi- 
tion and  where  we  have  found  other  condi- 
tions far  more  serious.  Inasmuch  as  injuries 
to  the  head  and  chest  are  far  more  obscure 
than  those  in  other  parts  of  the  body,  I will 
begin  with  the  feet  and  work  up,  so  that  this 
rambling  talk  may,  at  least,  be  somewhat 
orderly. 

While,  as  a rule,  injuries  to  the  feet  present 


no  serious  problems,  nevertheless  I have  seen 
at  least  3 patients  during  the  past  summer 
walking  about  with  1 or  more  fractured  pha- 
langes, and  in  1 case  there  developed  an  osteo- 
myelitis that  necessitated  the  amputation  of  a 
toe.  An  x-ray  examination  in  this  case,  of 
course,  would  have  demonstrated  the  exact 
nature  of  the  injury,  and  proper  immobiliza- 
tion would  have  saved  this  man’s  toe  for  him. 

It  is  now  a well  known  fact  that  many  of  the 
old  “sprained  ankles”  were  in'  reality  a crack 
in  the  fibula,  or  a small  chip  off  the  internal 
malleolus  of  the  tibia.  An  x-ray  picture  should 
be  taken  in  all  “sprained  ankles”,  mainly  be- 
cause if  there  is  a fracture  proper  immobiliza- 
tion will  do  much  toward  preventing  any  per- 
manent disability  and  minimize  the  likelihood 
of  a painful  ankle ; and,  secondly,  we  must  bear 
in  mind  that  with  the  knowledge  the  layman 
has  at  the  present  day  of  many  of  these  things, 
we  remove  at  least  one  chance  for  institution 
of  a suit  against  us. 

Right  here  I might  say  that,  selfish  as  it  may 
seem,  if  for  no  other  reason  in  all  doubtful  cases 
we  should  exercise  all  precautions  to  guard 
against  having  a suit  brought  against  us.  Mal- 
practice suits  travel  in  sporadic  waves  through- 
out the  country,  and  at  the  present  time  there 
is  a slight  epidemic  in  New  Jersey;  even  the 
most  grateful  patient  soon  loses  his  gratitude 
when  some  shyster  lawyer  demonstrates  to 
him  the  ease  with  which  he  can  get  a few  thou- 
sand dollars  for  damages.  While  it  is  true  that 
you  may  carry  insurance  to  pay  the  actual 
amount  of  damages  that  might  be  assessed 
against  you,  I am  sure  that  none  of  your  in- 
surance policies  carries  a clause  to  compensate 
you  for  your  time,  trouble  and  mental  anxiety 
in  these  cases,  and,  as  is  so  often  the  case,  an 
ounce  of  prevention  is  worth  many  pounds  of 
cure. 

A negative  x-ray  report  is  no  disgrace — it 
simply  means  you  are  careful.  A negative  lab- 
oratory report  is  not  a worthless  piece  of 
paper — it  is,  as  a rule,  a definite  statement  that 
one  certain  suspected  condition  is  not  there,  and 
thereby  enables  you  to  better  concentrate  your 
thoughts  on  other  possibilities  in  the  case.  So 
then,  let  me  repeat,  in  all  sprained  ankles  have 
an  x-ray  picture  taken.  It  cannot  possibly  do 
any  harm. 
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Fractures  of  the  tibia  usually  present  no  dif- 
ficulty in  diagnosis  or  treatment,  except  those 
very  oblique  fractures  associated  with  a com- 
plete fracture  of  the  fibula,  and  in  some  of 
these  cases  you  may  find  difficulty  in  maintain- 
ing perfect  apposition.  In  this  event  you 
should  resort  to  operative  procedure.  It  is 
generally  simple  and  comparatively  safe ; it 
shortens  the  period  of  convalescence,  and,  last 
but  not  least,  it  practically  assures  you  of  a 
perfect  anatomic  and  functional  result.  The 
simple  suturing  of  the  ends  of  the  bone  with 
kangaroo  tendon,  and  the  proper  application 
of  a plaster  cast  is  all  that  is  necessary  in  most 
cases,  and  that,  after  all,  as  Albee  says,  is  the 
secret  of  success  in  the  treatment  of  all  frac- 
tures, to  get  the  ends  of  the  bone  in  apposition 
and  to  hold  them  there. 

The  fracture  of  the  femur  can  be  extreme- 
ly troublesome.  The  simple  transverse,  or 
even  oblique  fracture,  as  a rule,  can  very 
readily  be  treated  by  a posterior  straight  splint, 
Buck’s  extension,  double  inclined  plane, 
or  some  other  well  known  simple  method,  but, 
as  mentioned  before,  the  trauma  in  these  cases 
nowadays  usually  results  in  some  complicating 
factor,  such  as  the  splintering  of  the  ends  of 
the  bone  or  the  interposition  of  muscle,  thus 
making  the  ordinary  closed  reduction  practical- 
ly impossible.  In  these  cases,  also,  it  is  often 
wise  to  resort  to  some  operative  procedure, 
after  1 or  2 honest  efforts  at  reduction  have 
been  made.  At  the  present  time,  this  is  not 
such  a hazardous  procedure.  It  can  be  done 
with  comparative  safety,  with  definite  knowl- 
edge of  the  true  condition  and  position  of  the 
fragments,  and  perfect  apposition  can,  as  a 
rule,  be  obtained  by  the  application  of  a cast 
with  the  patient  on  some  mechanical  extension 
table  such  as  the  Albee  or  the  Haley,  or  one 
of  their  many  modifications.  Often,  all  that 
is  necessary,  with  the  patient  on  these  tables, 
is  .to  open  down  on  the  fracture,  remove  any 
interposed  soft  structure,  hook  the  fragments 
together,  close  the  wound,  and  apply  the  cast. 
The  beautiful  feature  of  this  manner  of  reduc- 
tion is  that  the  part  can  be  seen  and  felt,  we 
are  assured  of  perfect  bony  apposition,  and  the 
position  can  be  maintained  until  the  cast  is  ap- 
plied and  dry.  In  some  cases  it  is  necessary 
to  drill  a hole  in  each  fragment  and  suture 


them  together  with  kangaroo  tendon ; in  other 
cases  the  Lane  vanadium  steel  plate  is  used ; 
while  in  still  others  it  may  be  necessary  to  use 
a bone  graft.  Cases  in  which  it  is  necessary 
to  resort  to  the  latter  procedure  get  uniformly 
good  results  and  that  in  patients  who  would 
have  become  permanent  cripples  not  many  years 
ago.  I do  not  mean  to  be  understood  as  ad- 
vising operative  measures  in  all  fractures  of 
the  femur,  but  I do  strongly  urge  it  in  those 
cases  where  a satisfactory  reduction  cannot 
be  obtained  by  the  closed  method. 

The  next  common  injury  that  we  find  as 
we  ascend  the  human  body  is  fracture  of  the 
pelvis.  This  condition  is  by  no  means  as  rare 
as  one  might  think,  and  certainly  far  more 
common  than  in  former  years.  Simple  frac- 
tures of  the  pelvis,  of  course,  cause  no  great 
concern  as  proper  immobilization  gives  uni- 
formly good  results,  except  perhaps  for  some 
permanent  backache,  varying  in  degree  with 
the  severity  of  the  fracture.  The  chief  cause 
for  concern  comes  in  those  severely  shocked 
patients,  where  we  must  rule  out,  or  at  least 
attempt  to  rule  out,  any  injury  to  the  urethra 
or  bladder,  and  any  injury  involving  the  in- 
testines. All  cases  of  injury  to  the  pelvis  should 
be  catheterized  at  once,  and  a careful  exami- 
nation of  the  urine  should  be  made.  If  no 
urine,  or  only  a small  amount  of  bloody  urine 
is  obtained,  a possible  rupture  of  the  bladder 
must  be  considered,  and  if  another  later  at- 
tempt to  secure  urine  is  also  unsuccessful,  an 
operation  should  be  performed  at  once.  There 
is  nothing  to  be  gained  by  waiting  until  peri- 
tonitis develops,  and  much  is  to  be  lost.  Cer- 
tainly we  must  bear  in  mind  the  fact  that  the 
urethra  and  the  bladder  may  easily  be  ruptured 
when  there  is  no  fracture  of  the  pelvis. 

To  illustrate:  A laborer  slipped  while 

straddling  a piece  of  2x4  and  received  a blow 
in  the  perineum.  He  rested  5 or  10  minutes 
and  resumed  work.  During  the  night  severe 
pain  developed,  and  the  next  day  the  family 
physician  was  called ; he  diagnosed  the  case  as 
one  of  severe  bruises  to  the  perineum,  prescrib- 
ed lead  water  and  laudanum,  and  asked  to  be 
called  in  a few  days  if  the  patient  was  no  better. 
On  the  fourth  day  he  was  called  to  find  his  pa- 
tient with  a tremendously  enlarged  scrotum, 
edematous  perineum,  and  edema  extending  al- 
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most  up  to  the  umbilicus.  I was  then  called  in 
consultation.  It  was  a clear  case  of  ruptured 
urethra.  The  operation  which  I performed 
was  a radical  one,  with  multiple  incisions  and 
drainage  of  the  perineum,  thighs,  buttocks  and 
abdominal  wall.  After  a very  stormy  conval- 
escence over  a period  of  months,  during  which 
time  the  buttocks,  scrotum  and  other  tissues 
sloughed  away,  the  man  eventually  recovered. 
All  this  loss  of  time,  all  this  pain,  all  this  suf- 
fering could  unquestionably  have  been  avoided 
if  the  physician  had  catheterized  this  man  at 
his  first  visit. 

I am  almost  ashamed  to  say  that  I have  seen 
2 bladders  ruptured  while  the  patients  were 
confined  to  the  hospital : One,  in  a woman, 
sent  in  with  the  diagnosis  of  pregnancy  and, 
of  course,  having  pains ; the  other,  in  an  un- 
conscious man  who  was  thought  to  be  distended 
with  gas.  1 hese  errors  seem  inexcusable,  but 
if  they  happen  in  hospitals  it  simply  empha- 
sizes the  extra  precautions  we  must  take  when 
practicing  medicine  in  private  homes  and  with- 
out trained  assistants. 

The  subject  of  rupture  or  severe  trauma  of 
the  various  abdominal  viscera  is  ample  mate- 
rial in  itself  for  quite  a lengthy  paper,  and  in 
a talk  of  this  kind  I must,  of  necessity,  only 
touch  the  most  salient  features.  Of  course  we 
all  know  that  the  order  of  frequency  of  occur- 
rence of  rupture  of  solid  organs  is  first  the  liver, 
second  the  spleen,  and  third  the  kidney.  I 
have  seen  and  operated  upon  several  cases  of 
each.  The  liver  gives  us  the  greatest  concern 
from  an  operative  standpoint,  as  we  are  prac- 
tically helpless  in  severe  lacerations  of  this 
organ.  The  spleen  can  easily  be  removed  in 
most  cases,  as  of  course  can  a kidney.  Of  3 pa- 
tients upon  whom  I did  splenectomies,  2 are 
walking  around  and  working.  Patients  seem  to 
get  along  without  any  apparent  difficulty  when 
the  spleen  is  removed,  and  there  has  been  little 
change  in  the  blood  count  of  the  last  patient 
operated  upon  though  we  have  watched  him 
carefully.  The  secret  of  success  in  these  cases 
is  to  make  the  diagnosis  early  and  operate  as 
soon  as  the  diagnosis  is  made.  Delays  are 
dangerous,  and  I might  add,  usually  fatal. 

You  all  know  the  cardinal  symptoms  of  in- 
ternal hemorrhage,  and  this,  of  course,  is  what 
we  have  in  these  cases.  It  is  well  to  remember 


the  almost  immediate  rapid  rise  in  leukocytes 
in  these  cases — this  leukocytosis  occurring  as 
soon  as  a half-hour  after  the  accident.  This 
is  a most  important  adjunct  to  our  other  find- 
ings, and  one  that  will  often  decide  an  other- 
wise obscure  condition. 

My  experience  has  taught  me  that  rupture 
of  the  intestines  may  occur  from  such  appar- 
ently far-fetched  causes,  that  in  any  case  of 
unexplained  abdominal  pain  following  an  ac- 
cident, and  with  the  patient  apparently  in  worse 
condition  than  we  can  account  for  by  the~signs 
we  find,  we  must  always  suspect  a rupture 
somewhere  in  the  intestinal  canal.  These  cases, 
of  course,  occur  without  any  evidence  of  an  ex- 
ternal wound  and  may  even  result  from  falls 
on  the  feet  or  buttocks,  or  blows  on  the  back 
or  the  loins.  DaCosta  states  that  a violent  os- 
cillation may  even  cause  the  rupture.  At  the 
time  of  the  accident,  there  may  be  simply  a 
contusion  of  the  gut,  which  is  followed  by 
rupture  several  days  after  the  accident.  These 
are  the  puzzling  cases,  and  the  ones  that  must 
keep  us  on  the  qui  vice.  The  majority  of  rup- 
tures occur  in  the  ileum.  The  duodenal  rupture 
ranks  second  in  frequency  and  is  the  most  dif- 
ficult to  deal  with  from  an  operative  stand- 
point. The  large  intestines  are  rarely  ruptured 
except  when  direct  force  is  applied.  The  symp- 
toms of  the  typical  case  are  well  known  as 
they  are  well  marked : profound  shock,  tympa- 
nitis, abdominal  pain,  and  rigidity,  rapidly  fol- 
lowed by  peritonitis  if  the  patient  survives.  We 
should  make  every  efifort  to  diagnose  the  condi- 
tion before  peritonitis  develops,  as  an  early  op- 
eration is  a safe  procedure  and  the  prognosis 
is  good.  Persons  have  been  known  to  return 
to  work  for  many  hours  after  such  an  injury, 
and  in  1 case  of  mine,  where  the  man  was  run 
over  by  a wheel  of  his  own  truck,  he  drove  back 
to  his  home,  put  up  the  truck  and  then  went  to 
bed  and  sent  for  his  physician.  I operated  upon 
him  as  soon  as  he  was  admitted  to  the  hospital, 
which  was  2 days  later,  and  I feel  that  his 
fortitude,  and  his  physician’s  procrastination 
cost  him  his  life.  I have  never  seen  an  early 
exploratory  laparotomy  do  any  harm  in  these 
suspected  intra-abdominal  injuries,  and  I am 
equally  satisfied  that  I have  seen  many  cases 
in  which  a delay  of  but  a few  hours  would  have 
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caused  the  individual’s  premature  departure 
from  this  terrestrial  sphere. 

We  now  come  to  thoracic  injuries,  and  if 
anything  that  I have  said  about  abdominal  in- 
juries has  led  you  to  believe  that  I am  radical, 
prepare  now  to  change  your  opinion,  for  in 
chest  injuries  I must  strongly  advise  that  the 
patient  be  left  severely  alone,  kept  under  the 
influence  of  morphin,  and  an  ice  cap  applied 
to  the  chest  at  the  site  of  injury.  Certainly, 
in  the  rare  cases  of  stab  wounds  of  the  heart, 
brilliant  results  may  be  obtained,  but  in  any 
serious  lung  condition  I have  seen  nothing  but 
harm  follow  meddlesome  surgical  interference. 

In  our  ascent  of  the  human  skeleton  a word 
or  two  regarding  fractures  of  the-  vertebras 
as  I have  seen  them  would  probably  not  be 
amiss.  A few  axioms  well  worth  remembering- 
are  : first,  that  the  spinal  cord  never  regen- 
erates, that  only  nerve  tissue  distal  to  the  gan- 
glia has  the  power  of  regeneration ; second, 
the  lower  down  the  spine  the  injury  the  better 
the  prognosis;  and  third,  injuries  in  the  cer- 
vical region  are  practically  always  fatal.  My 
results  with  laminectomies  have  been  no  more 
satisfactory  than  those  cases  treated  conser- 
vatively, and  my  experience  with  possibly  15  or 
20  such  cases  leaves  me  with  the  same  vague 
ideas  as  to  treatment  that  I had  upon  seeing 
my  first  case. 

The  next,  and  last  group  of  injuries  that  I 
will  discuss  with  you  are  fractures  of  the  skull 
with  their  associated  intracranial  injuries. 
There  is  no  field  of  surgery  more  interesting, 
there  are  no  injuries  more  serious,  and  none 
so  difficult  to  diagnose  accurately  as  some  of 
the  cryptic  intracranial  injuries.  An  intra- 
cranial hemorrhage,  following  an  injury,  may 
creep  up,  as  the  thief  in  the  night,  and  steal 
from  us  before  morning,  an  apparently  slight- 
ly injured  person.  On  the  other  hand,  an  ap- 
parently mortally  wounded  head  case,  may 
gradually  react  and  without  any  surgical  in- 
terference whatsoever  return  .to  normalcy  in 
an  almost  incredibly  short  time. 

Given  an  individual  with  external  evidence 
of  a head  injury,  semiconscious,  and  exhibiting 
some  signs  of  intracranial  damage,  what  may 
occur?  Will  he  improve  by  rest  and  bromides, 
or  will  he  become  progressively  worse?  That 
is  the  question ; the  answer  is  one  that  exper- 


ience alone  can  teach  us.  Certainly  the  severe, 
depressed  fracture  of  the  skull  leaves  no  doubt 
as  to  what  should  be  done.  The  depressed 
fragments  should  be  removed  as  soon  as  pos- 
sible, the  dura  opened,  the  hemorrhage  con- 
trolled, and  drains  inserted  into  the  wound. 
But  what  about  the  ordinary  case,  with  no 
wound,  with  no  apparent  depression?  These 
are  the  cases  where  experience  and  time  alone 
can  determine  our  course.  The  roentgenogram 
in  these  cases  is  of  little  value.  Certainly  an 
x-ray  study  should  be  made,  but  a fracture  of 
the  skull,  per  se,  is  the  least  harmful  of  all  frac- 
tures— there  is  no  reduction  necessary  in  the 
simple  fracture,  the  bones  are  already  im- 
mobilized, and  there  is  nothing  to  be  done  but 
to  allow  nature  to  heal  the  crack.  But  how 
much  intracranial  damage  has  been  done? 

The  patient  with  unequal  pupils,  with  local- 
ized convulsions,  with  a slow  pulse  getting 
slower,  should  be  operated  upon  as  soon  as 
he  is  sufficiently  out  of  his  shock  to  warrant 
the  risk.  If  none  of  these  signs  are  present,  I 
feel  that  we  are  not  only  safe,  but  wise,  to 
await  further  developments.  If  the  pulse  main- 
tains its  rate,  the  pupils  are  equal,  the  eye- 
grounds  normal,  and  there  is  no  marked  in- 
crease in  the  tension  of  the  spinal  fluid,  there 
is  no  indication  to  rush  the  patient  to  the  oper- 
ating room.  On  the  other  hand,  when  these 
head  cases  once  begin  to  “go  bad’’  there  is  no 
time  for  procrastination,  and  the  trephine,  in 
the  hands  of  a competent  surgeon,  offers  the 
patient  his  only  chance  for  his  life.  A decom- 
pression is  not  in  itself  a serious  operation,  but 
it  is  done  only  in  grave  conditions  and,  there- 
fore, the  mortality  rate  must  needs  be  high. 

Another  moot  question  is  the  morbidity 
in  these  head  cases.  Is  there  less  epilepsy,  less 
chronic  headache,  and  better  mentality  with  a 
decompression,  or  is  the  reverse  true?  Un- 
fortunately, like  other  things  in  the  practice  of 
medicine  and  surgery,  2 and  2 do  not  always 
make  4,  and  from  my  experience  with  hun- 
dreds of  fractured  skull  cases,  both  operative, 
and  nonoperative,  I feel  that  it  is  the  nature 
of  the  injury  rather  than  the  nature  of  the 
treatment  that  leaves  the  individual  witTi  or 
without  epilepsy,  or  with  or  without  head- 
aches, as  the  case  may  be. 

My  statement  regarding  “hundreds  of  frac- 


268 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


June,  1926 


tured  skull  cases”  may  at  first  seem  exagger- 
ated, but  I assure  you  that  it  is  not.  During 
the  summer  months,  which  are  included  in  my 
service,  it  is  not  unusual  to  have  as  many  as  10 
or  12  fractured  skull  cases  in  the  Atlantic  City 
Hospital  at  one  time,  and  as  many  as  4 or  5 
frequently  come  in  during  one  day.  Professor 
DaCosta,  in  going  through  our  wards  one  day, 
told  me  that  we  had  more  fractured  skulls  than 
they  have  at  the  Jefferson  Hospital. 

Due  to  an  unfortunate  occurrence  at  the 
hospital  during  my  resident  service,  I have 
been  especially  interested  in  this  type  of  injury. 
I refer  to  the  following  incident : 

Every  morning  at  2 o’clock  a freight  train 
shunts  out  of  Indiana  Avenue  to  go  to  Long- 
port,  via  Atlantic  Avenue.  A certain  laborer 
was  in  the  habit  of  “hopping”  this  train.  On 
the  morning  in  question  he  was  late,  just  caught 
the  train  as  it  was  passing,  got  on  by  the  inner 
side,  and  struck  a trolley  pole,  before  he  could 
properly  climb  aboard.  He  was  knocked  off 
but  gathered  himself  together  and  started  to 
walk.  A severe  headache  developed  and  he 
came  to  the  dispensary.  My  colleague  was 
awakened  and  went  down  to  see  the  man,  who 
was  apparently  all  right  except  for  his  head- 
ache ; he  walked  in,  talked  rationally,  and 
had  no  eye  signs  or  any  other  evidence  of  a 
severe  injury.  He  was  told  to  go  home  and 
go  to  sleep,  and  that  he  would  be  all  right  in 
the  morning.  He  went  home,  but  could  not 
sleep  because  of  the  headache,  and  again  came 
to  the  dispensary  at  7 o’clock.  My  coresident 
was  called  again,  and  when  he  saw  the  same 
man,  with  the  same  complaint,  but  still  with- 
out any  visible  signs  of  serious  injury,  he  was 
somewhat  peeved,  as  most  residents  are  when 
their  sleep  is  too  often  so  rudely  interrupted 
without  apparent  justification.  An  argument 
ensued,  and  the  man  was  ordered  out.  About 
3 days  later  he  was  sent  in  on  the  medical  ser- 
vice because  of  these  uncontrollable  headaches. 
X-ray  examination  at  the  time  showed  no  evi- 
dence of  fracture  and  we  were  glad  to  send 
the  man  out,  thinking  that  he  was  trying  to 
get  a case  against  the  railroad. 

The  next  report  came  from  the  Philadelphia 
Hospital  and  was  the  report  of  his  autopsy: 
A slight  linear  crack  in  the  occipital  bone,  with 
profuse  intracranial  hemorrhage.  There  is  no 


implied  criticism  of  the  resident  who  sent  him 
out.  I would  probably  have  done  the  same 
thing.  There  is  no  criticism  of  the  roentgen- 
ologist, as  linear  fractures  of  the  skull  are  often 
not  only  difficult,  but  sometimes  even  impos- 
sible to  demonstrate,  but  the  moral  that  I gath- 
ered from  this  case,  and  one  that  I have  seen 
demonstrated  time  and  time  again  since  then, 
is  that  all  head  cases  are  serious  until  time 
proves  them  otherwise.  The  severity  of  the 
injury  cannot  be  judged  by  the  nature  of  the 
accident  nor  the  symtoms  that  manifest  them- 
selves early.  There  is  only  one  safe  and  sane 
course  to  pursue  in  all  these  cases,  and  that  is 
to  put  the  patient  to  bed,  Watch  him  closely 
for  several  days,  and  at  the  first  sign  of  any- 
thing unfavorable  in  the  case  the  skull  should 
be  opened  and  explored. 

I could  relate  at  least  10  ar  12  cases  almost 
identical  with  the  one  previously  mentioned. 
Only  last  month  practically  the  same  thing 
happened,  but  fortunately  was  discovered  be- 
fore it  was  too  late.  It  happens  every  day  in 
some  large  hospital  somewhere  in  this  country, 
but  that  is  no  excuse  for  its  ever  happening  to 
us,  and  if  we  always  follow  the  advice  that  I 
have  just  given  regarding  the  careful  obser- 
vance of  all  head  cases  over  a period  of  a few 
days,  it  can  never  happen. 

What  harm  can  come  from  keeping  a pa- 
tient in  bed  a few  days  even  if  the  injury  is 
not  severe — or  at  least  does  not  turn  out  to  be? 
\ou  need  not  feel  chagrined.  Perhaps  the 
slight  oozing  that  was  present  from  the  rupture 
of  a small  vessel  was  controlled  by  the  rest  in 
bed,  the  restricted  diet,  and  the  vigorous 
catharsis  that  you  instituted.  Who  knows  but 
that  you  have  saved  the  man  an  operation — or 
even  saved  his  life?  The  very  fact  that  the 
man  does  not  develop  any  untoward  symptoms 
does  not  necessarily  indicate  that  he  would  not 
have  developed  them  had  you  not  taken  the 
precautions  that  you  did.  Had  the  man  just 
mentioned  been  put  to  bed  at  3 o’clock  on  the 
morning  of  his  accident  and  kept  there  for  3 
or  4 days,  it  is  not  only  possible,  but  highly 
probable  that  the  bleeding  would  have  ceased, 
the  extravasated  blood  become  absorbed,  and 
the  man  be  living  and  well  today. 

Gentlemen,  I feel  that  I have  already  con- 
sumed too  much  of  your  time  in  talking  to  you 
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about  injuries  with  which  no  doubt  you  are 
all  very  familiar,  and  about  treatment  which 
no  doubt  most  of  you  follow,  but  if  I have  been 
able  to  bring  to  your  attention  some  injury  that 
you  have  not  seen  lately,  but  which  might  be 
the  very  one  that  confronts  you  tomorrow,  and 
if  because  of  this  little  talk  you  are  better  pre- 
pared to  recognize  the  condition,  I feel  that 
the  evening  has  been  well  spent. 

In  closing,  let  me  make  a plea  for  more  care- 
ful study  of  all  our  accident  cases,  more  fre- 
quent use  of  the  x-ray  in  doubtful  cases,  and  the 
use  of  every  laboratory  means  known  to  science 
for  the  better  diagnosis,  and,  consequently,  the 
better  treatment  of  many  of  these  “cryptic  in- 
juries” which  confront  us  every  day.  As  the 
wheels  of  progress  move,  these  injuries  will 
become  more  complicated,  and  their  diagnosis 
more  uncertain,  and  it  is  only  by  conscientious 
study,  and  close  cooperation  between  the  medi- 
cal man  and  the  surgeon  that  the  best  possible 
results  will  be  obtained  for  the  patient. 


PRINCIPLES  OF  TREATMENT  IN 
SPIRAL  FRACTURES. 


Donald  Gordon,  M.D., 

New  York. 

In  the  realm  of  medical  and  surgical  diag- 
nosis, rafely  is  one  afforded  the  opportunity, 
in  the  study  of  a disease,  to  have  revealed  to 
him  the  degree  of  tissue  disturbance  that  oc- 
curs, as  in  a fracture,  considering  the  defini- 
tion of  disease  as  the  reaction  of  tissue  to  an 
injury.  Likewise,  rarely  is  the  therapeutist  af- 
forded the  positive  indications  for  treatment 
that  a fracture  presents  after  study  by  the 
x-rays.  Whether  these  indications  can  be  ac- 
complished or  not,  can  be  answered  in  a large 
measure  by  the  same  means.  The  x-ray  not 
only  makes  an  accurate  diagnosis  but  affords 
a positive  check  on  the  results  of  our  therapeu- 
tic measures.  It  does  not  tell  us  the  degree  of 
injury  to  the  soft  parts  but,  fortunately,  in 
the  repair  of  the  associated  reaction,  nature 
is  very  kind  and  needs  little  help ; though  that 


which  she  does  require  she  demands  should 
not  be  a violation  of  the  laws  of  pathologic 
physiology  which  she  uses  to  restore  normal 
function.  In  the  treatment  of  a fracture,  any 
other  trauma  than  that  caused  by  the  exciting 
injury  should  be  avoided  if  possible. 

Inasmuch  as  the  surgeon  most  commonly 
receives  a case  of  fracture  from  the  general 
medical  man,  it  should  be  the  surgeon’s  duty 
to  afford  his  medical  colleague  methods  for 
diagnosis  and  indications  for  treatment.  If  I 
had  some  means  of  collecting  and  presenting 
to  you  the  figures  on  the  number  of  cases  of 
fractures  which  have  to  be  treated  by  medical 
men  each  year,  it  is  my  firm  belief  that  such 
figures  would  surprise  us  all.  In  a con- 
dition with  known  tissue  changes,  marked  dis- 
ability and  pain,  the  methods  for  relief  should 
be  made  as  attractive  as  those  of  modern  en- 
docrinology. 

With  this  feeble  justification  for  presenting 
such  a subject  to  medical  gentlemen,  I will  beg 
the  indulgence  of  the  surgeons  for  presenting 
what  I believe  are  a few  points  not  commonly 
known. 

On  the  Surgical  Service  at  City  Hospital, 
in  handling  cases  of  spiral  fracture  in  different 
ways,  we  found  it  difficult  to  secure  anatomic 
reduction  and  sought  for  a reason  for  this  dif- 
ficulty in  a study  of  the  mechanism  of  produc- 
tion and  reduction  with  the  hope  that  it  might 
lead  to  better  results.  We  found  the  greatest 
help  was  derived  from  learning  how  to  inter- 
pret our  x-ray  films.  The  spiral  fracture  has 
all  the  essential  difficulties  of  an  oblique  frac- 
ture with  the  latter’s  tendency  to  over-riding, 
but  with  the  added  feature  of  a rotation  dis- 
placement. To  correct  the  latter  without  oper- 
ation one  should  have  certain  points  in  mind 
which  can  be  obtained  easily  from  the  x-ray 
view.  Without  these  facts,  in  a simple  reduc- 
tion, one  is  working  rather  blindly.  In  the  open 
operation,  simple  rotation  of  the  distal  part  of 
the  limb,  by  an  assistant,  instantly  shows  in 
which  direction  it  is  necessary  to  move  in  or- 
der to  close  the  separated  fragments;  where- 
as in  a closed  reduction,  not  done  under  the 
fluoroscope,  the  result  of  manipulation  can  be 
determined  only  after  subsequent  x-ray  find- 
ings. 

Fluoroscopic  work  on  fractures  has  some 
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marked  disadvantages.  The  operator  is  un- 
accustomed to  the  occasional  procedure.  He 
cannot  see  enough  detail.  He  is  working  under 
disadvantages  of  table,  light,  and  assistant’s 
retention.  The  way  the  operator  sees  the  re- 
duction is  registered  in  his  brain  only,  and 
must  subsequently  be  put  in  the  permanent 
form  of  a film.  The  major  portion  of  fractures, 
necessitating  anesthesia  for  reduction,  require 
a general  anesthetic.  Gas  oxygen  rarely  gives 
sufficient  relaxation  for  efficient  work ; ether 
vapor,  in  the  presence  of  sparking  currents,  is 
dangerous ; chloroform  requires  skilled  anes- 
thetizing, which  is  not  always  procurable,  and 
the  absence  of  which  in  a dark  room  incurs 
too  great  a risk. 

Methods  of  manipulation,  and  their  limi- 
tations, should  be  learned  to  make  the  treat- 
ment as  simple  and  easy  as  is  possible  for  good 
results. 

Spiral  fractures  are  confined  to  some  of  the 
long  bones:  the  humerus,  femur,  tibia  and 
metacarpals.  Curiously,  this  lesion  is  rarely 
seen  in  the  radius  and  ulna ; the  normal  rota- 
tion of  the  forearm  does  not  allow  torsional 
strain  to  produce  a spiral  fracture,  as  the  same 
strain  would  do  for  the  tibia. 

The  bones  commonly  affected  are  proximal 
to  parts  of  a limb,  which  by  reason  of  ana- 
tomic formation  afford  a distal  lever  at  such 
an  angle  to  the  long  axis  of  the  limb  that  great 
torsional  strains  are  easily  produced.  Examples 
being  the  forearm,  for  humerus ; leg,  for  fe- 
mur; foot,  for  leg;  fingers,  for  metacarpals. 
These  levers  act  in  2 ways:  (1)  The  part  of 
the  body  forming  the  lever  is  fixed  and  the 
body  is  moving ; as  for  example,  where  the  foot 
is  held  in  some  entanglement.  (2)  The  inertia 
of  the  heavy  body  forms  a temporary  fixed 
point  for  the  proximal  end  of  the  bone,  while 
the  lever,  at  the  distal  end  of  the  bone,  is  turn- 
ed ; as,  for  example,  a sudden  movement  of 
the  foot  slipping  on  ice. 

In  the  lower  limbs  there  is  an  additional 
force,  produced  by  the  unsupported  weight  of 
the  body,  causing  a downward  thrust.  In  the 
upper  limb  internal  rotation,  anterior  to  the 
body,  is  limited  by  the  latter,  unless  the  arm 
is  abducted. 

Internal  rotation,  posterior  to  the  body,  is 
limited  by  muscles  and  ligaments  at  the  should- 


er. External  rotation  is  limited  by  the  same 
factors.  The  common  spiral  fractures  of  the 
humerus  are  produced  by  outward  rotation  of 
the  arm  because  the  trunk  prevents  the  fore- 
arm being  carried  to  extreme  internal  rotation 
without  extension  of  the  forearm.  With  ex- 
tension of  the  forearm,  torsional  strain  of  the 
humerus  is  prevented  by  rotation  of  the  fore- 
arm at  the  elbow  joint.  However,  if  the  hu- 
merus is  extended  backward  from  the  shoulder, 
carrying  the  forearm  posterior  to  the  trunk 
with  the  forearm  flexed,  torsional  strain  can 
be  produced  by  internal  rotation,  but  is  rare. 

The  femur  has  marked  freedom  of  move- 
ment at  its  upper  end,  but  strong  muscular 
and  ligamentous  limitations  for  any  point  be- 
yond the  normal  range  of  movement.  The  leg 
forms  a powerful  lever  for  torsional  strain, 
and  spirals  of  the  femur  are  not  infrequent. 

We  see  the  spiral  fracture  most  frequently 
in  the  tibia,  due  to  the  rotation  of  the  foot 
either  externally  or  internally  against  the  in- 
ertia of  the  body,  or  the  lever  action  of  the 
flexed  leg  under  suitable  conditions  produces 
a twisting  of  the  bone  ends  in  opposite  direc- 
tions. The  resultant  of  these  forces  rends  the 
bone  apart;  the  line  of  fracture  forming  a 
spiral,  which  may  have  either  a right  or  left 
hand  twist.  Flexion  then  active  completes  the 
fracture. 

Let  me  digress  and  turn  to  the  common 
machine  screw  thread  with  which  we  are  all 
familiar.  If  a bolt,  screw  or  pipe-end  has  a 
right  hand  screw  thread,  it  is  driven  or  tight- 
ened by  turning  it  to  the  right — the  direction 
in  which  a clock’s  hand  moves.  If  such  de- 
vices have  a left  hand  thread,  they  are  driven 
or  tightened  by  turning  it  to  the  left  or  contra- 
clockwise.  In  the  right  hand  thread,  the  thread 
starts  nearest  the  observer  at  12  o’clock,  the 
turns  are  to  the  right,  and  proceed  away  from 
the  observer.  The  left  thread  is  just  the 
reverse  or  against  the  clock  movement. 

The  lines,  in  a spiral  fracture,  follow  the 
same  rule,  starting  from  the  distal  end  of  the 
extremity  and  forming  right  and  left  spirals. 
In  the  case  of  a fracture,  however,  the  line  of 
fracture  separates  2 fragments.  If  it  is  a linear 
fracture  no  reduction  is  required.  If  there  is 
marked  separation  of  the  fragments,  the  prin- 
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ciples  involved  in  the  right  and  left  thread 
must  be  considered  in  the  reduction. 

In  the  right  hand  spiral  the  lesion  has  been 
produced  by  turning  the  distal  fragment  to  the 
patient’s  left  or  our  right,  or  the  proximal 
fragment  to  the  patient’s  right  and  our  left. 
In  the  left  spiral,  the  lesion  is  produced  by 
turning  the  distal  fragment  to  the  patient’s 
right  and  our  left,  or  the  proximal  fragment 
to  the  patient’s  left  and  our  right. 

In  reduction  we  must  consider  the  body  as 
the  fixed  point,  as  we  can  control  the  distal 
fragment  only.  Hence,  we  must  apply  the  old 
rule — to  reverse  the  mechanism  of  production 
bv  turning  the  distal  fragment  in  a direction 
opposite  to  that  of  production.  Curiously 
enough  this  gives  us  the  rule,  that  a right  spiral 
is  reduced  by  turning  the  distal  fragment  to 
our  left,  but  the  patient’s  right;  a left  spiral 
is  reduced  by  turning  distal  fragment  to  our 
right,  but  to  the  patient’s  left.  A simple  table 
can  be  arranged  for  purpose  of  reference  until 
the  principles  are  understood. 

The  symptoms  embrace  those  known  to  all 
with  the  qualifications  that  owing  to  the  line 
of  fracture  being  long,  swelling  extends  for  a 
considerable  distance  along  the  limb.  In  a 
child,  I have  seen  it  confused  with  osteomye- 
litis both  ways.  Direct  tenderness  is  more  ex- 
tensive, pain  on  indirect  pressure  is  not  always 
marked.  False  motion  and  crepitus  are  not 
easily  elicited  and  should  not  be  too  energet- 
ically sought.  The  detailed  diagnosis  depends 
on  the  x-ray  picture  and  without  its  aid  this 
paper  would  be  unjustified. 

If  one  asks  the  roentgenologist  what  is  neces- 
sary to  make  a diagnosis,  he  will  say  it  can  only 
be  done  by  stereoscopic  views.  If  one  will  take 
an  anteroposterior  and  a lateral  view  of  a spiral 
fracture,  the  contrary  can  easily  be  demon- 
strated. 

Given  an  anteroposterior  view  of  a tibial 
spiral,  with  the  lower  end  of  the  line  of  frac- 
ture running  upward  and  to  our  right,  and  a 
lateral  view  of  the  same  with  the  lower  end  of 
the  fracture  line  beginning  at  the  anterior 
border  of  the  bone  and  extending  backward 
or  posterior  and  upward,  one  has  a right  hand 
spiral.  If  the  lateral  view  shows  the  line  be- 
ginning on  the  posterior  border  extending 
forward  and  upward  there  is  a left  hand  spiral. 


For  simple  rules  the  following  are  sufficient: 
( 1 ) Determine  a fixed  starting  point  for  the 
distal  end  of  fracture  line.  (2)  Determine 
whether  the  starting  point  is  anterior  or  pos- 
terior on  the  bone.  (3)  Determine  whether 
the  line  of  fracture  extends  upward  to  the 
right  or  left  of  the  observer  in  the  antero- 
posterior view.  (See  illustration  on  next 
page). 

Correction  of  the  spiral  displacement  is 
brought  about  by  following  the  rules  stated 
above.  Overcorrections  should  be  guarded 
against  by  aligning  anatomic  landmarks  and 
reduction  checked  by  x-rays.  Though  both 
types  of  spiral  occur  in  the  tibia,  theoretically 
only  one  occurs  ii^  the  humerus ; a left  in  the 
right  and  right  in  the  left. 

Dr.  Howard  D.  Collins,  my  former  chief  at 
the  City  Hospital,  has  called  attention  to  a most 
important  point  in  x-ray  diagnosis,  which  is, 
that  in  every  case  in  which  the  x-rays  show  a 
spiral  of  the  lower  part  of  the  tibia,  if  the  gen- 
eral direction  of  the  line  of  fracture  be  con- 
tinued in  a spiral  direction  above  the  immediate 
lesion,  where  this  line  crosses  the  fibula,  a 
fracture  in  the  latter  will  be  found.  I do  not 
recall  one  instance  where  this  rule  did  not  hold 
true.  It  is,  therefore,  imperative  for  purposes 
of  complete  diagnosis  to  have  a case  which 
shows  a low  spiral  of  the  tibia,  but  does  not 
show  the  upper  end  of  the  fibula,  retaken  to 
show  the  full  length  of  both  bones.  Omission 
of  this  procedure  may  not  prove  a true  economy 
to  the  responsible  party. 

The  role  played  by  the  interosseous  mem- 
brane, in  parts  of  limbs  where  two  bones  exist, 
has  not  been  given  much  consideration.  I per- 
sonally believe  that  by  its  attachment  to  the  2 
fragments  a fixed  point  is  formed,  which  aids 
in  the  rotary  reduction.  Some  surgeons  have 
advanced  the  rule  that  all  spiral  fractures 
should  be  made  open  reductions  but  I think 
that  is  entirely  too  extreme.  These  cases  have 
large  areas  of  osteogenetic  tissue  exposed, 
which  tends  to  repair  rapidly  provided  the  bone 
vascularity  has  not  been  interfered  with  or 
any  soft  tissues  interposed.  Open  reduction 
interferes  with  repair,  but  affords  opportunity 
for  better  reduction.  Retention  is  not  easy 
and  mechanical  retention  devices  not  only  de- 
lay repair  but  predispose  to  infection.  It  is 
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Anteroposterior  Views. 

1.  Fracture  line  runs  up  to  right. 


2.  Fracture  line  runs  up  to  right. 

« 


3.  Fracture  line  runs  up  to  left. 


4.  Fracture  line  runs  up  to  left. 


Lateral  Views. 

Fracture  line  runs  up  from  anter- 
ior to  posterior  border. 


Fracture  line  runs  up  from  pos- 
terior to  anterior  border. 


Fracture  line  runs  up  from  anter- 
ior to  posterior  border. 


Fracture  line  runs  up  from  pos- 
terior to  anterior  forder. 


Fracture 
Right  Spiral 


Left  Spiral 


Left  Spiral 


Right  Spiral 
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necessary  only  when  honest,  persistent  en- 
deavor has  failed  to  close  the  fracture  gap, 
or  to  secure  such  alignment  as  will  insure  ade- 
quate weight  support ; where  it  is  difficult  to 
retain  reduction,  or,  where  union  without  bone 
graft  appears  improbable. 

With  fair  reduction  and  nonunion,  bone 
grafting  should  be  delayed  until  the  cause  of 
nonunion  can  be  determined  and  prolonged 
time  for  bone  formation  be  allowed. 

It  has  always  been  a point  of  great  interest 
to  me  as  to  where  the  idea  originated  that  a 
patient  cannot  have  good  function  unless  the 
x-ray  picture  shows  perfect  anatomic  reduc- 
tion. From  a service  to  which  representative 
fracture  work  of  most  of  the  large  hospitals 
of  New  York  is  transferred  for  recovery  and 
not  rarely  for  revision,  I can  say  that  perfect 
anatomic  reduction  is  almost  unique.  I am  a 
strong  advocate  of  making  every  endeavor  to 
secure  anatomically  correct  reposition,  but  in 
most  cases  it  can  not  be  done.  This  does  not 
preclude  good  function  except  in  certain  frac- 
tures. This  point  is  not  sufficiently  stressed 
by  the  men  who  write  about  fractures,  though 
it  is  a highly  important  one  to  the  profession. 

Spiral  fractures  are  difficult  to  reduce  to  cor- 
rect anatomic  replacement  even  with  open  op- 
eration unless  this  is  done  before  muscular 
contracture  has  set  in. 

With  good  length,  reduction  without  too 
much  displacement,  by  which  I mean  the  axis 
of  each  of  -the  fragments  are  parallel  and  are 
not  widely  separated,  and  with  good  union,  ex- 
cellent function  can  be  anticipated  provided  the 
soft  parts  are  given  proper  care. 

The  principle  involved  in  closed  reduction 
is  rotation  of  the  distal  fragment  until  the  nor- 
mal anatomic  landmarks  are  in  correct  rela- 
tion as  compared  with  the  uninjured  limb.  In 
regions  where  the  upper  fragment  cannot  be 
held  in  rigid  control,  the  distal  fragment  is 
held  in  normal  relation  to  the  proximal  frag- 
ment’s position  of  normal  muscular  repose.  If 
over-riding  exists  traction  must  be  combined 
with  retention. 

The  best  means  of  retention  is  by  plaster 
bandages,  where  they  can  be  used.  I use  them 
in  the  form  of  a nonpadded  splint  encasement. 
In  compound  fractures  by  external  violence, 
either  skin  or  skeletal  traction  is  usually  called 


for  and  rotation  is  controlled  by  weights  act- 
ing over  pulleys  upon  adhesive  or  glued  attach- 
ments to  the  distal  levers. 

While  Dr.  Collins  was  still  a member  of  the 
staff  we  worked  out  a form  of  traction  device 
to  apply  skeletal  traction  to  the  malleoli  in  low 
tibial  spirals.  Fracture  of  the  metacarpals  can 
be  treated  only  by  traction. 

I have  not  dwelt  upon  the  detailed  treatment 
of  these  fractures  as  they  occur  in  the  different 
regions  of  the  body,  because  of  the  limited 
time,  and  have  only  attempted  to  call  atten- 
tion to  points  which  may  help  you  to  visualize 
the  limitations  of  treatment. 

My  rule  is:  (1)  Anatomic  reduction.  (2) 

Immobilization  by  a nonconstrictive  dressing. 
(3)  Prevention  of  swelling  by  elevation. 


MODERN  METHODS  IN  THE  CONTROL 
OF  MEASLES,  DIPHTHERIA 
AND  SCARLET  FEVER. 


John  F.  Anderson,  M.D., 

New  Brunswick,  N.  j. 

(Read,  March  22,  1926,  before  the  Associated 
Physicians  of  Montclair.) 

I appreciate  very  greatly  the  privilege  of  be- 
ing with  you  this  evening  to  discuss  modern 
methods  for  the  control  of  measles,  diphtheria 
and  scarlet  fever.  I appreciate  this  privilege 
particularly  because  I was  intimately  connect- 
ed with  the  development  of  some  of  the  earlier 
researches  which  laid  the  foundation  for  later 
work  in  the  control  of  at  least  two  of  these  dis- 
eases, namely,  measles  and  diphtheria.  I have 
also  been  deeply  engaged  in  the  practical  work- 
ing out  of  the  researches  by  Drs.  George  F. 
and  Gladys  H.  Dick,  for  the  preparation  of 
scarlet  fever  toxin  for  the  Dick  test  and  for 
active  immunization,  and  scarlet  fever  anti- 
toxin for  the  treatment  of  scarlet  fever. 

Measles. 

In  1924,  thei-e  were  reported  511,305  cases 
of  measles,  with  8370  deaths,  in  47  of  the  48 
States  of  the  Union.  This  gives  a case  mor- 
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tality  of  1.64%.  When  we  take  into  consid- 
eration that,  in  addition  to  the  more  than  8000 
deaths  as  a direct  result  of  measles,  there  were 
probably  an  equal,  if  not  a greater,  number 
who  died  of  complications  and  sequels,  it  will 
readily  be  seen  that  measles  is  a serious  factor 
in  our  mortality  reports. 

Modern  methods  for  the  control  of  measles 
began  with  the  work  of  Anderson  and  Golden- 
berger  in  1910,  when  for  the  first  time  they 
produced  experimental  measles  in  the  lower 
animals.  They  succeeded  in  producing  measles 
in  monkeys  by  inoculation  with  blood  taken 
from  cases  of  measles  during  the  preemptive 
and  early  eruptive  period,  and  also  by  inocu- 
lation of  monkeys  with  the  nasal  and  throat 
secretions  from  cases  of  measles  during  the 
early  eruptive  period  of  the  disease.  They 
showed  that  animals  which  had  passed  through 
an  attack  of  measles  were  immune  to  subse- 
quent attacks.  They  showed  also  that  the 
scales  were  noninfectious  and  that  the  disease 
was  most  infectious  during  the  late  preemp- 
tive and  early  eruptive  stages.  They  establish- 
ed quite  definitely  the  period  of  infectivity  of 
the  disease  as  terminating,  as  a rule,  at  the 
time  of  the  disappearance  of  the  eruption. 
Based  on  their  work,  progressive  health  offi- 
cers have  modified  their  procedures  against 
measles. 

In  1918,  Nicoll  and  Conseil  published  their 
work  on  the  use  of  convalescent  or  immune 
serum  for  the  prevention  of  measles,  and  since 
then  there  have  been  reports  from  many  others 
attesting  to  its  value.  Nicoll  and  Conseil  and 
others  have  shown  that  the  injection  of  blood 
from  recently  recovered  cases  of  measles  into 
an  individual  who  had  been  exposed  a few 
days  previously  to  measles  confers  protection 
in  the  great  majority  of  cases.  The  consensus 
of  opinion  is  to  the  effect  that  the  approved 
time  for  the  collection  of  convalescent  blood  is 
from  the  sixth  to  the  tenth  day  after  the  tem- 
perature has  become  normal.  The  blood  may 
be  collected  and  allowed  to  clot  or  it  may  be 
citrated.  The  immune  serum  is  used  in  quan- 
tities of  2.5  c.c.  for  those  who  have  been  ex- 
posed 4 days  previously ; 5 c.c.  for  those  who 
have  been  exposed  from  5 to  6 days,  and  7 c.c. 
for  those  who  have  been  exposed  7 to  8 days 
previously.  Apparently,  protection  lasts  4 to 


5 weeks ; but,  being  a passive  immunity,  it 
passes  away  after  that  time.  Use  of  the  meth- 
od is  limited  because  the  only  source  of  con- 
valescent serum  up  to  this  time  is  from  human 
beings  who  have  recovered  from  measles. 

The  recent  work  of  Tunnicliff  and  her  col- 
leagues has  suggested  that  it  may  be  possible 
to  protect  persons  recently  exposed  to  measles 
by  the  use  of  serum  from  goats  treated  with 
a green  producing  diplococcus  which  has  been 
thought  by  Tunnicliff  and  her  associates  to 
have  an  etiologic  relationship  to  measles.  This 
work  is  still  in  the  experimental  stage  but  holds 
great  promise  for  the  future. 

Diphtheria. 

In  1924,  according  to  government  reports, 
there  were  in  47  states  119,831  cases  of  diph- 
theria, with  9756  deaths,  or  a percentage  mor- 
tality of  8.19%.  It  will  no  doubt  appear  sur- 
prising to  you  that  in  spite  of  the  proved  value 
of  diphtheria  antitoxin  and  the  conclusive 
demonstration  as  to  the  efficacy  of  methods  for 
the  prevention  of  diphtheria,  that  there  should 
still  be  about  10,000  deaths  annually  in  the 
United  States  from  this  disease.  It  is  true  that 
there  has  been  a very  definite  decrease  in  the 
prevalence  of  diphtheria  in  the  United  States 
for  the  past  3 years,  and  undoubtedly  this  de- 
crease can  be  attributed  in  part  to  increased 
use  of  the  Schick  test  and  of  diphtheria  toxin- 
antitoxin  mixture.  After  diphtheria  antitoxin 
came  into  widespread  use,  following  its  in- 
troduction in  1894,  there  was  a marked  de- 
crease in  the  mortality  of  this  disease,  but 
no  greater  impress  was  made  on  the  mor- 
bidity rate  until  the  introduction  and  wide- 
spread use  of  throat  cultures  for  the  diagnosis 
of  diphtheria  and  determination  of  carriers, 
the  use  of  the  Schick  test  for  the  determina- 
tion of  susceptibles,  and  toxin-antitoxin  mix- 
ture for  the  active  immunization  of  susceptibles. 
With  introduction  of  these  means  there  began 
a fall  in  the  morbidity  rate,  which  has  contin- 
ued with  slight  remission  until  3 years  ago  when 
there  was  a very  definite  continued  decrease 
in  the  prevalence  of  diphtheria. 

The  Schick  test  is  an  intracutaneous  test  to 
determine  if  an  individual  is  susceptible  to 
diphtheria.  There  are  several  important  points 
in  connection  with  the  Schick  test  which  should 
be  borne  in  mind.  One  is  the  fact  that  the 
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toxin  should  be  kept  undiluted  until  immediate- 
ly before  use,  and  no  diluted  toxin  should  be 
used  more  than  12  hours  after  its  dilution.  It 
is  important  that  the  injection  be  made  in 
the  superficial  layers  of  the  skin,  taking 
care  that  the  small  wheal  made  by  the  in- 
tracutaneous  injection  of  the  toxin  does  not 
become  punctured  and  permit  seepage  to  take 
place.  Some  workers  use  a control  test  by  the 
injection  of  toxin  which  has  been  heated  to 
75° C.  for  5 minutes,  the  object  being  to  aid 
in  eliminating  false  reactions  from  true  re- 
actions when  readings  are  taken.  Many  work- 
ers omit  the  control  tests,  as  there  is  always 
some  doubt  about  interpretation  of  the  reaction. 
It  is  much  safer  to  give  an  occasional  immune 
person  toxin-antitoxin  than  to  miss  one  who 
is  not  immune.  A weak  reaction  is  best  in- 
terpreted at  the  end  of  72  hours.  If  the  re- 
action is  negative,  all  that  will  be  seen  at  the 
site  of  injection  will  be  a pin  point  redness  due 
to  the  slight  wound  made  by  the  needle ; such 
individuals  are  immune  to  diphtheria.  A posi- 
tive reaction  consists  of  a dusky  red  circum- 
scribed area  about  the  size  of  a quarter  that 
is  persistent  and  that  fades  out  in  the  course 
of  1 or  2 weeks,  leaving  a brownish  pigmented 
area  with  desquamation.  A pseudo-reaction 
has  usually  passed  its  height  at  the  end  of  72 
hours,  whereas  a true  Schick  reaction  is  at  its 
maximum  at  this  time.  A combined  reaction 
offers  considerable  difficulty  of  interpretation 
but  carries  the  distinguishing  features  of  both 
reactions.  If  the  Schick  test  is  made  with 
potent  material  and  properly  done,  it  may  be 
considered  as  100%  accurate  in  determining 
susceptibility  to  diphtheria. 

The  number  of  positive  reactions  varies  con- 
siderably in  different  age  groups  and  in  dif- 
ferent classes  of  individuals,  particularly  as 
regards  urban  or  rural  residence  and  institu- 
tional life.  The  greatest  percentage  of  posi- 
tive reaction  will  be  found  in  the  age  group 
from  6 months  to  3 years  and  from  3 to  10 
years ; after  10  years  of  age  the  percentage  of 
positive  reactions  to  the  Schick  test  shows  a 
very  decided  drop.  These  results  are  in  accord 
with  the  reported  prevalence  of  diphtheria  in 
different  age  groups — it  being  found  that  the 
great  majority  of  cases  of  diphtheria  occur 
in  persons  under  10  years  of  age.  Lately, 
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there  has  been  a tendency  on  the  part  of  some 
to  omit  the  use  of  the  Schick  test  and  to  give 
diphtheria  toxin-antitoxin  to  all  individuals  of 
school  age  or  younger.  Such  procedure  in  my 
opinion  is  somewhat  questionable  except  in 
the  case  of  children  3 years  of  age  and  under 
in  whom,  on  account  of  the  large  number  of 
susceptibles,  but  little  time  would  be  lost  in  the. 
immunization. 

The  Schick  test  is  of  especial  value  in  those 
instances  where  there  is  a case  of  diphtheria 
in  the  family  having  a number  of  other  chil- 
dren, or  in  institutions  where  there  is  an  out- 
break of  diphtheria.  In  such  instances,  a posi- 
tive Schick  test  enables  the  physician  to  sepa- 
rate those  who  may  contract  diphtheria  front 
those  who  will  not  and  to  take  the  neces- 
sary steps  for  the  protection  of  those  found 
not  to  be  immune.  It  has  been  predicted 
by  some  that  the  use  of  diphtheria  toxin- 
antitoxin  will  result  in  the  complete  eradi- 
cation of  diphtheria  from  the  United  States; 
but  such  an  end  will  not  be  reached  until 
the  physician  doing  general  practice  realizes 
the  importance  of  immunizing  every  in- 
dividual under  10  years  of  age  by  the  ad- 
ministration of  diphtheria  toxin-antitoxin. 
Diphtheria  toxin-antitoxin  was  brought  into 
use  by  Von  Behring  in  1913,  and  since  then 
has  been  used  on  a large  scale  by  Park  and 
his  colleagues  in  New  York,  and  by  health  of- 
ficers generally  throughout  the  country. 

Up  to  3 years  ago,  the  major  portion  of  the 
work  with  diphtheria  toxin-antitoxin  was  in 
regard  to  the  determination  of  the  most  satis- 
factory combination  of  the  antitoxin  and  toxin. 
Various  mixtures,  containing  varying  amounts 
of  toxin  and  antitoxin,  were  used  until  finally 
it  was  decided  that  a mixture  containing 
1/10  L plus  dose  of  partially  neutralized  toxin,, 
was,  all  things  considered,  the  most  satisfactory 
combination,  and  such  a mixture  has  been  prac- 
tically the  only  one  used  since  then.  Diphtheria 
toxin-antitoxin  consists  of  a mixture  of  diph- 
theria toxin  and  diphtheria  antitoxin  so  ad- 
justed that  the  injection  of  one  human  dose 
of  this  mixture  into  guinea-pigs  of  specified, 
weight  is  without  harm,  while  the  injection  of 
5 human  doses  of  this  mixture  results  in  death: 
within  15  days  after  injection,  in  the  majority 
of  animals  injected. 
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The  injection  of  this  mixture  in  a single 
human  dose  in  the  average  individual  is  with- 
out harmful  effects.  The  immunity  following 
the  administration  of  diphtheria  toxin-anti- 
toxin is  an  active  immunity,  and  is  comparative- 
ly slow  in  developing.  According  to  the  results 
of  various  observers,  the  height  of  immunity 
is  reached  within  3 months  in  95%  of  indi- 
viduals who  have  received  the  mixture.  Un- 
doubtedly, the  administration  of  the  first  dose 
■of  diphtheria  toxin-antitoxin  stimulates  the  de- 
velopment of  a certain  amount  of  diphtheria 
antitoxin  within  a reasonably  short  time.  Diph- 
theria toxin-antitoxin  is  given  in  3 doses  of 
1 c.c.  at  intervals  of  a week.  The  dose  and 
number  of  doses  are  the  same  for  all  ages.  It 
is  administered  subcutaneously  in  the  region 
of  the  upper  arm.  Diphtheria  toxin-antitoxin 
should  be  administered  to  all  infants  of  6 
months  of  age  and  to  all  susceptibles  over  that 
age  period.  There  is  a tendency  to  develop 
immunity  to  diphtheria  as  adult  life  is  ap- 
proached although  a considerable  number  of 
adults,  when  given  the  Schick  test,  are  shown 
to  be  susceptible  to  diphtheria.  Investigations 
made  by  the  N.  Y.  City  Department  of  Health 
to  determine  the  duration  of  immunity  afford- 
ed by  diphtheria  toxin-antitoxin  have  shown 
that  this  immunity  persists  for  at  least  7 years, 
which  is  the  longest  period  that  cases  have 
been  kept  under  observation.  Such  immunity, 
so  established,  probably  lasts  for  life. 

Sensitization  Following  the  Use  of 
Diphtheria  Toxin-Antitoxin. 

Not  infrequently  the  question  is  asked  if 
there  is  danger  after  the  administration  of 
diphtheria  toxin-antitoxin  to  asthmatics  or 
those  known  to  be  sensitive  to  horse  serum, 
and  if  the  administration  of  diphtheria  toxin- 
antitoxin  will  sensitize  an  individual  to  subse- 
quent injections  of  horse  serum  such  as  would 
be  contained  in  a dose  of  any  therapeutic 
serum.  When  we  consider  that  1/10  L plus 
dose  of  diphtheria  toxin-antitoxin  contains 
practically  no  more  protein  than  is  used  in  an 
ordinary  test  for  determining  sensitivity  to 
proteins,  we  realize  that  the  injection  of  diph- 
theria toxin-antitoxin  will  probably  not  be  fol- 
lowed by  any  untoward  reactions.  Bauer  of 
Philadelphia  has  reported  the  administration 
of  diphtheria  toxin-antitoxin  to  a number  of 


individuals  who  are  victims  of  .asthma  with  no 
alarming  symptoms  following  the  injection. 
Local  reactions  occurred  in  a few,  but  they 
varied  in  no  way  from  the  reactions  in  those 
who  were  not  known  to  be  susceptible  to  horse 
protein.  There  is  evidence  to  indicate  that  some 
individuals  may  be  sensitized  to  subsequent  in- 
jections of  horse  serum  by  the  administration 
of  diphtheria  toxin-antitoxin,  but  the  data  is 
small  and  inconclusive.  It  certainly  does  not 
appear  that  the  danger  of  sensitization  by  the 
injection  of  diphtheria  toxin-antitoxin,  or  the 
fear  of  alarming  reactions  is  sufficiently  great 
to  justify  withholding  the  protection  given  by 
this  procedure  to  those  known  to  be  susceptible 
to  diphtheria. 

Children  under  6 years  of  age  rarely  show 
any  reaction  following  the  administration  of 
diphtheria  toxin-antitoxin  mixture.  As  the  age 
increases,  however,  the  percentage  of  those  de- 
veloping reactions  increases ; but  such  reactions 
are  usually  light  in  character  and  quickly  pass 
away.  After  completion  of  the  course  with 
diphtheria  toxin-antitoxin,  it  is  important  that 
the  individual  should  have  the  Schick  test  re- 
peated to  determine  whether  immunity  has 
been  achieved.  This  should  be  done  in  from 
3 to  6 months  after  completion  of  the  course 
of  treatment.  It  is  the  general  opinion  that 
the  administration  of  3 doses  of  a properly 
prepared  mixture  of  diphtheria  toxin-antitoxin 
confers  immunity  as  evidenced  by  negative 
Schick  tests  in  about  90  to  95%  of  the  indi- 
viduals receiving  the  treatment. 

Diphtheria  Toxoid  or  Anatoxin. 

Some  workers  in  England,  as  well  as  in  this 
country,  have  recently  been  reporting  results 
with  the  use  of  a modified  diphtheria  toxin  as 
a substitute  for  toxin-antitoxin  mixture.  This 
preparation  is  known  variously  as  toxoid,  ana- 
toxin, or  modified  diphtheria  toxin,  and  is  pre- 
pared by  the  addition  of  formaldehyde  to  fresh- 
ly made  diphtheria  toxin.  Certain  tests  are 
made  to  insure  not  only  the  harmlessness  of 
the  product  when  injected  into  human  beings, 
but  also  to  determine  its  antigenic  properties. 
The  results  on  the  whole  have  been  encourag- 
ing ; but  it  is  too  soon  to  say  whether  diph- 
theria toxoid  will  supplant  the  use  of  toxin- 
antitoxin  mixtures  as  a routine  procedure  in 
the  prevention  of  diphtheria.  The  chief  claim- 
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ed  advantages  of  toxoid  over  toxin-antitoxin 
mixtures  are  that  it  contains  no  horse  serum, 
and  therefore  will  not  sensitize  to  horse  serum 
or  cause  reactions  in  those  sensitive  to  horse 
serum;  it  is  easier  to  make,  and  it  is  probably 
more  stable. 

This  brief  discussion  of  the  methods  for 
the  control  of  diphtheria  should  serve  to  em- 
phasize that  our  defense  against  diphtheria  is 
in  the  early  protection  of  young  persons  by 
the  use  of  diphtheria  toxin-antitoxin  immuni- 
zations. Those  not  so  protected  must  rely 
upon  the  early  administration  of  diphtheria 
antitoxin  for  the  developed  disease  and  the  use 
of  antitoxin  as  a prophylactic  measure  for  di- 
rect contacts  whose  susceptibility  has  not  pre- 
viously been  determined.  It  should  always  be 
remembered  that  diphtheria  antitoxin  when 
given  for  prophylactic  purposes  only  affords 
protection  for  a few  weeks  at  the  most,  and  it 
is  therefore  important  in  the  control  of  diph- 
theria that  we  should  know  definitely  the  im- 
munity status  of  each  individual,  and  that  all 
susceptibles  should  be  made  permanently  im- 
mune by  treatment  with  toxin-antitoxin  mix- 
tures. 

Scarlet  Fever. 

In  1924,  there  were  reported  184,738  cases 
of  scarlet  fever  with  3109  deaths  in  47  states 
of  the  Union.  This  gives  a case  mortality  of 
1.59%,  and  while  3000  deaths  from  a preven- 
table disease  is  a large  number  of  itself,  no  ac- 
count is  taken  in  these  figures  of  the  large  num- 
ber of  persons  who  have  been  permanently  in- 
jured by  reason  of  the  sequels  and  complica- 
tions of  this  dread  disease.  The  prevalence  of 
scarlet  fever  in  the  United  States  has  shown 
a definite  decrease  for  the  past  10  years,  and 
this  in  spite  of  the  absence  of  any  specific  means 
for  the  prevention  and  treatment  of  the  disease. 
The  figures  just  recited,  however,  show  that 
it  is  still  a very  serious  menace  and  that  it 
ranks  fifth  as  the  cause  of  death  in  the  age 
group  of  4 to  9 years.  It  is  claimed  that  over 
70%  of  the  deaths  from  scarlet  fever  come 
in  children  before  they  reach  their  tenth  birth- 
day. Exact  knowledge  of  the  cause,  preven- 
tion and  treatment  of  scarlet  fever  began  with 
the  discovery  by  Doctors  George  F.  and  Gladys 
H.  Dick,  of  Chicago,  that  this  disease  had  been 
produced  in  volunteers  by  inoculation  with 


pure  cultures  of  hemolytic  streptococci  isolated 
from  cases  of  scarlet  fever.  Many  observers 
had  thought  that  the  streptococcus  so  uni- 
versally present  in  the  throat  of  persons  sick 
with  scarlet  fever  was  of  some  etiologic  rela- 
tionship, but,  until  the  work  of  the  Drs.  Dick 
in  1923,  Koch’s  postulates  had  not  been  ful- 
filled in  regard  to  the  relationship  of  strepto- 
cocci to  that  disease.  They  succeeded  in  in- 
ducing scarlet  fever  in  volunteers  by  the  in- 
oculation of  the  nasopharnygeal  mucous  mem- 
brane with  cultures  of  hemolytic  streptococci 
which  they  had  isolated  from  the  infected 
finger  of  a nurse  in  the  care  of  cases  of  the 
disease.  They  demonstrated  that  the  character- 
istic symptoms  of  the  disease  are  caused  by  & 
specific  toxin  produced  by  scarlet  fever  strepto- 
cocci, and  that  recovery  and  subsequent  im- 
munity are  due  to  the  production  of  the  cor- 
responding antitoxin.  In  a series  of  papers 
they  report  the  discovery  of  the  skin  test  to» 
determine  susceptibility  to  scarlet  fever,  the 
use  of  scarlet  fever  toxin  for  active  immuni- 
zation, and  the  production  and  use  of  antitoxin 
for  passive  immunity  and  for  the  treatment 
of  scarlet  fever. 

About  the  same  time,  Dochez  described  a 
streptococcus  serum  prepared  by  the  use  of 
special  methods  in  the  immunization  of  horses 
which  was  also  found  to  have  antitoxic  proper- 
ties. Based  upon  the  work,  primarily  and  prin- 
cipally, of  the  Dicks,  the  diagnosis,  treatment 
and  prevention  of  scarlet  fever  may  now  be 
considered  to  be  on  a definitely  established 
basis — as  definite  as  the  measures  for  the  con- 
trol of  diphtheria.  The  Use  of  the  Dick  test 
for  determining  susceptibility  to  the  disease,  of 
scarlet  fever  toxin  for  immunization,  and  the 
use  of  scarlet  fever  antitoxin  for  treatment, 
will  not  only  make  it  possible  to  save  many 
thousands  of  lives  annually,  but  will  also  pre- 
vent untold  suffering  as  a result  of  the  com- 
plications and  sequels. 

The  Dick  test  is  a reliable  clinical  test  to> 
determine  susceptibility  to  scarlet  fever  and 
the  technic  of  performance  is  similar  in  every 
way  to  that  of  the  Schick  test,  except  that  the 
reading  of  the  Dick  test  should  be  made  in, 
22-24  hours — particular  care  being  taken  not 
to  interpret  a slightly  positive  reaction  as  a. 
negative  one.  It  is  the  general  experience  that. 
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more  frequently  a slightly  positive  Dick  test 
is  misinterpreted  as  a negative  test  than  the 
reverse.  A faint  reddening  1 cm.  or  over  in 
any  diameter  indicates  on  the  part  of  the  in- 
dividual some  degree  of  susceptibility  to  scarlet 
fever.  A positive  reaction  usually  begins  to 
appear  in  from  4 to  6 hours  after  injection  and 
reaches  its  maximum  intensity  in  18  to  36 
hours.  The  reaction  occurs  in  the  early  stages 
of  scarlet  fever  in  persons  who  have  no  history 
of  the  disease ; but  becomes  less  pronounced 
as  the  fever  progresses.  It  is  absent  after  re- 
covery, and  apparently  for  a long  time  after- 
ward. All  convalescent  scarlet  fever  patients 
who  have  been  tested  show  a negative  or  only 
slightly  positive  reaction.  The  Dick  test  causes 
less  inflammation  than  does  the  Schick  test  and 
physicians  who  are  familiar  with  the  Schick 
test  not  infrequently  interpret  a positive  Dick 
test  as  negative. 

Extensive  clinical  trial  has  established  ample 
evidence  that  active  immunization  with  scarlet 
fever  toxin  is  a logical  and  practical  procedure. 
Immunity  following  an  adequate  dose  of  the 
toxin  develops  within  2 weeks  after  completion 
of  the  treatment  and  lasts  for  at  least  ljd>  years 
(which  is  the  longest  period  individuals  have 
been  under  observation)  and  possibly  for  life. 
It  is  important  in  active  immunization  against 
scarlet  fever  that  sufficient  toxin  be  admin- 
istered to  immunize  without  producing  harm- 
ful reactions,  and  in  order  to  protect  effective- 
ly against  the  disease  that  the  administration 
of  the  toxin  be  continued  to  the  point  of  a 
negative  skin  test.  Over  95%  of  individuals 
who  have  received  40,000  or  more  skin  test 
doses  of  the  toxin  show  a negative  Dick  test 
when  retested.  The  size  of  the  first  immuniz- 
ing dose  is  important.  It  should  be  small 
enough  to  avoid  severe  reactions,  and  still  suf- 
ficiently large  to  stimulate  the  production  of 
antitoxin  so  that  subsequent  larger  doses  may 
be  given  without  reactions.  A first  dose  of  500 
skin  test  doses,  a second  of  1500  skin  test  doses, 
and  a considerably  larger  third  and  subsequent 
doses  have  been  employed  in  a large  number 
of  persons  without  undesirable  results.  No 
bad  effects  have  been  reported  from  properly 
graduated  immunizing  doses.  There  is  nearly 
always  some  reddening  and  local  swelling, 
which  appears  in  a few  hours  and  begins  to 


subside  in  18  to  48  hours.  General  reactions 
are  comparatively  uncommon  and  usually  con- 
sist of  some  general  malaise.  The  most  severe 
reactions  may  be  associated  with  nausea  and 
fever.  Transient  scarlatinal  rashes  may  follow 
the  first  dose  in  highly  susceptible  persons ; 
but  such  reactions  seldom  follow  any  but  the 
first  dose.  None  of  these  reactions  is  as  severe 
as  those  that  sometimes  occur  during  the 
course  of  immunization  with  typhoid  vaccine. 

Antistreptococcic  serums  have  been  available 
for  use  in  scarlet  fever  since  1902,  when  Moser 
described  his  serum  which  was  obtained  by  im- 
munizing horses  with  live  'cultures  of  hemo- 
lytic streptococci.  At  intervals  during  the  last 
23  years,  various  antiscarlatinal  serums  have 
been  reported,  all  of  which  have  been  prepared 
by  immunizing  horses  with  cultures  of  strep- 
tococci by  methods  that  do  not  differ  in  prin- 
ciple from  that  used  by  Moser  in  1902.  These 
serums  were  not  tested  for  antitoxin,  but  for 
bacterial  antibodies.  They  have  been  used  in 
the  unconcentrated  and  unrefined  state  which 
resulted  in  frequent  and  severe  serum  reac- 
tions. This  is  one  reason  why  such  serums 
have  gradually  fallen  into  disuse. 

In  1923,  the  demonstrations  by  Drs.  George 
F.  and  Gladys  H.  Dick  of  the  etiology  of  scar- 
let fever  by  means  of  human  inoculation  ex- 
periments and  the  discovery  of  the  specific 
toxin  of  the  disease  and  corresponding  anti- 
toxin laid  a scientific  foundation  for  the  de- 
velopment of  a specific,  potent,  and  standard- 
ized scarlet  fever  antitoxin. 

Antitoxin  discovered  bv  the  Dicks  was  ob- 
tained by  immunizing  horses  with  sterile  scar- 
let fever  toxin  and  the  antitoxic  serum  from 
these  horses  was  concentrated  not  only  to  in- 
crease its  potency  but  also  to  remove  the  non- 
essential  proteins  and  thus  avoid  unnecessary 
frequent  and  severe  serum  reactions. 

Since  announcement  of  the  discovery  by  the 
Dicks  of  scarlet  fever  antitoxin,  sufficient  time 
has  elapsed  to  have  it  given  a thorough  clinical 
trial  not  only  for  passive  immunization,  but 
also  for  treatment  of  the  developed  disease. 
The  results  of  administration  of  a properly 
prepared,  standardized  and  concentrated  scar- 
let fever  antitoxin  show  definitely  that  when 
injected  intramuscularly,  it  blanches  the  rash, 
lowers  the  temperature,  improves  the  general 
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condition  and,  when  given  early,  greatly  dimin- 
ishes the  incidence  of  complications  and  se- 
quels. The  most  striking  results  are  obtained 
in  those  cases  where  antitoxin  is  administered 
within  the  first  3 days  of  illness,  or  in  other 
words,  when  the  rash  is  still  appearing.  The 
intravenous  administration  of  adequate  doses 
of  scarlet  fever  antitoxin  in  such  patients  is  fre- 
quently followed  by  a fall  of  the  temperature 
to  normal  within  less  than  24  hours  and  a very 
marked  diminution  in  the  rash,  if  not  its  com- 
plete disappearance.  The  general  symptoms  of 
such  patients  also  show  a marked  improve- 
ment. If  the  antitoxin  is  given  intramuscular- 
ly, the  therapeutic  results,  while  not  as  rapid, 
are  nevertheless  equally  striking.  Occasionally, 
it  is  necessary  that  2 doses  of  the  antitoxin  be 
administered.  If  the  antitoxin  is  given  within 
the  first  3 days  of  illness,  complications  and 
sequels  are  usually  avoided;  but  if  complica- 
tions and  sequels  have  once  developed,  appar- 
ently the  antitoxin  can  not  remedy  the  damage 
already  done.  Therefore  every  effort  should 
be  made  to  administer  the  antitoxin  early.  Used 
prophvlactically,  in  adequate  dosage,  the  anti- 
toxin prevents  the  development  of  scarlet  fever 
in  susceptible  persons,  even  after  infection  has 
occurred.  Such  prophylatic  use  of  the  antitoxin 
should  always  be  followed  in  2 to  3 weeks  by 
active  immunization  with  graduated  doses  of 
scarlet  fever  toxin. 

The  Doctors  Dick  have  noted  that  in  many 


instances  an  inadequate  amount  of  scarlet  fever 
antitoxin  is  used  for  passive  immunity.  Their 
basis  for  this  criticism  is  the  well  known  fact 
that  most  susceptibles  who  have  been  in  con- 
tact with  cases  of  scarlet  fever,  when  seen  by 
the  physician,  are  already  either  in  the  late  in- 
cubation period  or  early  stages  of  scarlet  fever, 
and  that  what  such  individuals  need  is  not  a 
small  prophylactic  dose,  but  a small  therapeu- 
tic dose  of  scarlet  fever  antitoxin.  They  are 
inclined  to  believe  that  the  failures  which  have 
followed  the  use  of  small  doses  of  antitoxin 
for  prophylactic  purposes  would  have  been 
avoided  by  the  use  of  larger  doses.  Their  rule 
has  been  to  administer  for  prophylactic  pur- 
poses one-half  of  the  therapeutic  dose. 

Scarlet  fever  antitoxin  is  also  of  value  in  the 
diagnosis  of  those  cases  showing  a rash  but 
in  which  the  diagnosis  is  otherwise  uncertain. 
If  0.1  c.c.  of  concentrated  scarlet  fever  anti- 
toxin is  injected  intracutaneously  into  the  red- 
dened skin  of  suspected  scarlet  fever  patients, 
there  will  occur  after  from  6 to  8 hours  a per- 
manent blanching  several  centimeters  in  di- 
ameter around  the  site  of  injection.  The 
blanching  may  be  a central  red  area  surround- 
ed by  a white  ring  and  is  best  observed  at  some 
distance  from  the  patient.  There  will  be  no 
blanching  of  the  area  following  the  injection 
of  antitoxin  if  the  rash  is  not  due  to  scarlet 
fever  streptococci.  This  is  what  is  known  as- 
the  Schultz-Charlton  phenomenon. 


SYMPOSIUM  ON  INFECTIOUS  DISEASES. 

A Group  of  Four  Papers  Read  at  the  Section  on  Medicine  and  Pediatrics,  Academy  of 
Medicine  of  Northern  New  Jersey,  February  9,  1926. 


ACTIVITIES  OF  THE  ISOLATION 
HOSPITAL. 


F.  A.  Pringle,  M.D., 

Superintendent  of  Essex  County  Hospital  for 
Contagious  Diseases. 

In  the  words  of  an  eminent  hospital  author- 
ity, “The  hospital  occupies  a strategic  midposi- 
tion and  has  open  to  it  a great  opportunity  and 
a corresponding  obligation,  not  as  an  institu- 


tion for  the  salvage  of  human  wreckage,  but 
as  a coordinator  of  activities,  professional,  eco- 
nomic and  social,  in  their  application  to  the 
problems  of  health".  Whether  the  institution 
is  a general  hospital  or  one  of  a restricted  na- 
ture such  as  the  County  Hospital  for  Contagi- 
ous Diseases,  in  the  broader  aspect  3 primary 
functions  are  manifest  and  these  are  the  caring 
for  the  sick,  teaching  about  disease,  and  the 
study  of  disease.  Only  in  so  far  as  the  insti- 
tution realizes  and  accepts  its  obligations  and 
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responsibilities,  does  it  function  in  the  truest 
sense. 

These  rather  broad  but  basic  prinicples  have 
served  as  the  foundation  of  our  hospital  acti- 
vities, and  by  their  application  they  give  to 
this  county  a definite  and  concrete  center  for 
the  advancement  of  the  public  health  and  wel- 
fare. 

Adhering  to  these  views,  it  was  first  essen- 
tial that  the  County  Hospital  for  Contagious 
Diseases  should  be  everything  that  its  name 
implies ; that  it  should  be  rededicatecl  solely  to 
the  care  and  treatment  of  contagion  and  in- 
fection— not  a few  of  the  most  prevalent  types 
but  practically  every  known  type  that  required 
hospitalization  and  isolation.  Three  hundred 
and  fifty  beds  were  available,  and  at  first  one- 
half  of  these  were  devoted  to  tuberculous  in- 
fections. \ et,  a special  sanatorium  had  been 
provided  for  the  hospitalization  of  this  type 
and  it  seemed  logical  that  it  should  care  for 
all  who  were  so  afflicted.  Unless  this  condi- 
tion existed,  it  would  be  impossible  to  devote 
the  entire  bed  capacity  of  the  institution  to 
contagion  and  infection  as  intended.  Gradu- 
ally our  tuberculosis  population  was  absorbed 
by  the  sanatorium,  and  with  facilities  improved 
and  increased,  the  hospital  expanded  its  scope 
of  activities  so  as  to  embrace  all  forms  of  con- 
tagion and  infection  with  little  restriction. 
That  a genuine  demand  for  additional  facili- 
ties in  this  special  field  really  existed  is  indi- 
cated by  results.  Where  it  had  been  feasible  to 
accept  only  scarlet  fever,  diphtheria,  small-pox, 
poliomyelitis  and  cerebrospinal  meningitis,  at 
the  present  time  the  hospital  is  able  to  accept 
some  38  various  types  without  taxing  our  ac- 
commodations. Doubling  the  ratio  of  beds  to 
the  population  and  widening  the  scope  of  hos- 
pital activities  has  apparently  acted  as  a stimu- 
lus for  hospitalization  of  the  many  forms  of 
contagion  or  infection.  Those  intimately  con- 
cerned with  the  public  health  are  consistently 
prevailng  upon  us  to  include  in  our  service  the 
care  and  treatment  of  venereal  and  incurable 
diseases. 

Agreeing  with  our  hospital  authority,  that 
the  institution  should  act  as  a coordinator  of 
activities,  the  hospital  has  endeavored  to  do  so 
whenever  the  occasion  warranted.  One  man- 
ner of  doing  this  has  been  the  providing  of 


June,  1926 

adequate  observation  facilities  for  the  benefit 
of  the  medical  profession.  This  particular 
activity  has,  or  should  have,  proved  of  value 
to  the  practicing  members  of  the  profession, 
and  at  the  same  time  the  institution  is  furnish- 
ed with  the  “salt"  of  institutional  study  and 
work  by  the  larger  admission  of  cases  for  ob- 
servation. 

A close  coordination  between  general  hos- 
pitals and  the  contagious  hospital  has  proved 
mutually  advantageous,  and  has  developed  a 
function  of  the  hospital  which  should  have  no 
restriction.  General  hospitals,  as  we  know,  con- 
stantly are  faced  with  the  menace  of  commu- 
nicable diseases  developing  within  their  con- 
fines and  they  must  have  ready  access  to,  or 
possess,  the  proper  facilities  to  cope  with  this 
problem.  The  contagious  hospital  does  not 
desire  to  limit  in  any  way  the  scope  of  its  activ- 
ities when  it  can  be  of  assistance  to  the  gen- 
eral  hospital.  That  they  are  appreciative  of 
having  such  service  at  their  call  is  indicated 
by  their  fine  spirit  of  reciprocation  extended 
in  return. 

No  activities  of  the  contagious  hospital  can 
overshadow  those  which  must  lie  centered  upon 
the  maintenance  of  a low  death  rate  and  a low 
percentage  of  mixed  infections  developing  in 
the  hospital.  In  a certain  sense  these  two  fac- 
tors reflect  the  manner  in  which  the  hospital  is 
functioning.  The  saving  of  human  life  is  natur- 
ally the  foremost  activity  of  any  institution,  and 
stabilizing  of  the  death  rate  can  be  achieved  to 
a certain  extent,  judging  by  comparison.  For 
the  past  3 years  the  net  average  death  rate  for 
all  diseases  accepted  has  been  as  follows : 3.2% 
in  1923 ; 3.6%  in  1924,  and  2.9%  in  1925.  Any 
great  fluctuation,  particularly  upward,  would 
seem  to  call  for  special  explanation,  yet  upon 
analysis  of  these  rates  certain  information  may 
be  gained  which  would  lead  us  to  think  that 
they  might  be  lowered.  Scarlet  fever  it  would 
seem  has  reached  a minimum  death  rate ; never 
going  higher  than  1.3%  or  lower  than  0.4% 
in  the  period  of  time  aforementioned.  Not  so, 
however,  with  diphtheria.  Over  a period  of  the 
last  5 years,  the  net  average  death  rate  for 
this  disease  has  been  as  follows:  6.1%; 

11.8%  ; 4.2%  ; 6.3%  ; 7.4%,  and  6.1%  in  1925. 
On  the  whole,  diphtheria  seems  to  be  on  the 
decline,  judged  by  the  number  seeking  admis- 
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sion,  but  on  the  contrary,  those  cases  received 
are  of  a severe  type.  Any  decline  in  diphtheria 
may  be  traceable  to  the  extensive  use  of  pres- 
ent-day methods  of  prevention  and  control. 
On  the  other  hand,  an  increase  in  severity  of 
type  would  seem  to  indicate  a lax  education 
on  the  part  of  the  patients’  relatives  or  guard- 
ians. To  support  this  assertion  we  have,  by 
close  observation,  determined  from  statistics 
covering  3 years,  that  in  one-half  the  number  of 
diphtheria  cases  having  a fatal  termination  pa- 
tients are  moribund  on  admission.  Seriously 
complicated  as  these  cases  frequently  are,  the 
institution  is  powerless  to  prevent  the  existence 
of  such  a condition, and  can  recommend  nothing 
but  a more  extensive  education  in  the  progres- 
sive branches  of  medicine,  or  compulsory  legis- 
lation. Time  permitting,  the  analysis  of  death 
rates  for  the  other  diseases  might  be  carried 
on.  Certain  therapies  have  been  advanced 
which,  when  perfected  and  proven  efficacious, 
should  have  an  appreciable  effect  upon  scarlet 
fever  and  measles  in  particular,  not  only  from 
the  standpoint  of  mortality,  but  of  control  and 
prevention. 

Mixed  infections  are  the  bane  of  life  in  a 
contagious  hospital.  Their  persistence  pro- 
vides an  activity  that  the  hospital  cannot  avoid, 
much  as  it  would  like  to.  However,  the  hos- 
pital can,  to  a very  great  extent,  insure  its  very 
reputation,  by  adopting  every  known  means 
for  the  prevention  and  control  of  this  menace. 
Preventive  medicine,  reception  wards  permit- 
ing  isolation  for  incubation  periods,  cubicles 
for  proper  segregation,  efficient  sterilization, 
and  a morale  and  dicipline  which  will  eliminate 
as  nearly  as  possible  errors  of  omission  or  com- 
mission, are  agencies  that  will  aid  immensely 
in  reducing  mixed  infections  to  a minimum. 
That  has  been  the  experience  of  our  hospital 
and  we  never  allow  this  activity  to  pause. 

In  the  field  of  teaching,  the  hospital  can  do 
valuable  work  through  the  medium  of  the  fol- 
low-up system.  The  fundamentals  of  personal 
hygiene  with  relation  to  postcontagion  are  in- 
culcated. In  fact,  this  feature  of  the  hospital 
activities  has  opened  a still  greater  field  con- 
cerning which  a great  deal  might  be  said ; it 
has  demonstrated  the  opportunity  as  well  as 
the  need  for  a greater  study  of  postcontagion. 

The  study  of  disease  is  another  activity 


which  best  presents  itself  in  an  institution  such 
as  ours  where  there  is  a wealth  of  material. 
In  this  direction,  measures  have  been  initiated 
and  pursued,  of  an  experimental  and  labor- 
tory  nature,  and  our  efforts  have  been  further- 
ed by  the  establishment  of  consulting  and  at- 
tending staffs,  and  by  the  aid  of  representa- 
tives of  experimental  and  research  laboratories, 
to  whom  we  are  indebted. 

In  this  paper  we  will  not  attempt  to  give  a 
comprehensive  discussion  of  differential  diag- 
nosis, as  this  will  be  so  ably  done  by  Drs. 
Wallhauser,  Newman  and  Gardam,  but,  rather, 
relate  our  cases  according  to  the  frequency 
with  which  they  occur  in  our  experience. 

The  diagnosis  of  a well  developed  and  frank 
case  of  scarlet  fever  is  not  difficult  when  the 
patient  gives  a history  of  recent  exposure,  fol- 
lowed by  sudden  onset  of  general  malaise,  sore 
throat,  headache,  vomiting  and  within  24  hours 
a diffuse  red  eruption  beginning  on  the  chest 
and  spreading  rapidly  upward  to  the  neck  and 
downward  over  the  entire  trunk  and  extremi- 
ties. But,  when  associated  with  one  or  more 
infectious  diseases,  which  is  not  rare,  or  in  a 
decidedly  mild  case,  the  symptom  complex  is  not 
always  so  clear.  Our  latest  teaching  is  that 
scarlet  fever  is  due  to  invasion  through  the 
nasopharynx  by  one  of  the  strains  of  the 
Streptococcus  hemolyticus.  We  believe  this  is 
undoubtedly  the  etiologic  factor  generally. 
However,  in  the  so-called  surgical  and  puer- 
peral scarlet  fever,  where  the  focus  of  infec- 
tion is  not  in  the  nasopharynx,  the  character 
of  the  rash  is  not  the  same  and  usually  begins 
near  the  site  of  focus  instead  of  on  the  chest. 
The  throat  symptoms  are  many  times  wanting 
and,  if  present,  show  only  in  a mild  degree. 
The  rash  usually  fades  within  24  to  48  hours, 
the  temperature  becomes  normal  by  the  sec- 
ond day,  and  desquamation  begins  very  early, 
about  the  fifth  or  eighth  day  and  at  the  site 
where  the  rash  first  appeared  instead  of  the 
finger  desquamation  which  is  so  pathogno- 
monic. Is  this  a true  scarlet  fever,  or  is  this 
an  expression  of  streptococcic  infection  other 
than  that  specific  strain  of  the  Streptococcus 
hemolyticus  ? 

The  Dick  test  on  all  surgical  cases  has  been 
positive  on  admission  and  either  positive  or 
plus-minus  when  tested  the  second  time  any- 
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where  from  the  eighteenth  to  the  twenty-first 
day  of  the  disease.  This  led  us  to  believe  that 
the  individual  was  not  actively  immune  which 
we  are  taught  would  have  been  the  case  had 
the  patient  passed  through  a true  attack  of 
seal  let  fever.  ( )n  the  other  hand,  our  true  scar- 
lets showed  a positive  Dick  test  on  admission 
and  a negative  some  18  to  21  days  subsequently, 
with  the  exception  of  3 cases  which  were  Dick 
positive  on  admission  and  also  Dick  positive 
on  the  eighteenth  day.  1 hese  patients  had  a 
i einfection  of  the  disease  during  the  fourth 
week,  and  when  tested  the  third  time,  say  15 
days  subsequent  to  their  reinfection,  they  gave 
a negative  reaction. 

Another  question  is  that  of  the  relationship 
between  scarlet  fever  and  septic  throat.  Sev- 
ern! men  believe  that  the  septic  throat  is  caused 
■by  the  Streptococcus  hemolyticus.  Clinically, 
the  septic  throat  is  red.  congested,  swollen  and 
painful,  and  in  many  instances  the  condition 
is  the  same  as  we  see  in  our  scarlet  fever  throats 
except  for  the  exanthem.  All  our  patients  with 
a septic  throat  desquamated. 

As  to  the  serum  treatment  of  scarlet  fever, 
oui  results  are  somewhat  disappointing'  and 
do  not  compare  favorably  with  other  reports. 
Out  of  566  cases  of  scarlet  fever  admitted  in 
1925,  we  have  selected  100  cases.  50  of  which 
were  treated  with  serum  and  50  did  not  have 
the  serum.  Comparison  demonstrated  that 
the  geneial  course  of  the  disease  was  some- 
what less  stormy  in  those  that  had  the  anti- 
toxin. Their  temperature  reached  normal  on 
the  sixth  day  of  the  disease,  which  was  3 days 
subsequent  to  the  injection,  while  those  that 
did  not  have  it  reached  normal  on  the  eighth 
day  of  the  disease.  We  noted  that  the  rash 
disappeared  on  the  average  of  2 days  sooner 
m those  treated  with  the  serum.  It  must  be 
remembered  that  in  some  cases  the  temper- 
ature was  undoubtedly  kept  above  normal  bv 
the  antitoxin  itself,  especially  so  when  there 
was  a serum  reaction.  This  occurred  in  8 cases 
out  of  50  tabulated. 

When  we  consider  the  complications  of  scar- 
let fever,  we  find  the  ratio  of  the  specifically 
treated  to  the  ordinarily  treated  to  be  3 to  5. 
We  also  noted  the  complications  in  the  serum- 
treated  to  he  of  mild  nature,  such  as  enlarge- 
ment of  the  cervical  glands  or  an  occasional 


otitis  media  which  did  not  develop  mastoid; 
none  from  this  group  had  any  kidney  com- 
plication whatsoever.  In  the  severe  and  septic 
cases  we  gave  the  antitoxin  intravenously.  One 
point  we  noted  was  that  the  antitoxin  had  no 
effect  on  complications  if  they  developed  be- 
fore its  administration.  About  16%  of  the 
cases  treated  had  a profuse  serum  rash  de- 
\(  loping  anywhere  from  the  fifth  to  the  seventh 
dav  after  the  injection.  We  found  that  aspirin 
in  appropriate  doses  every  3 hours,  for  5 doses 
lessened  the  severity. 

\s  a prophylaxis  against  the  mixed  infection 
ot'>  measles  we  have  found  the  convalescent 
serum  not  valuable.  In  spite  of  all  that  we  can 
do,  there  are  times  when  a scarlet  fever  patient 
is  admitted  in  the  incubating  stage  of  measles. 
Even  though  he  is  detected  before  the  rash 
is  apparent  and  immediately  transferred,  he  has 
undoubtedly  done  considerable  harm  to  those 
remaining  in  his  cubicle.  During  our  busy 
season  it  is  not  easy  to  isolate  the  wards  for 
a period  of  14  days  pending  an  outbreak. 
Therefore  the  place  is  thoroughly  cleaned  and 
«»11  susceptible  and  exposed  persons  are  given 
fiom  6 to  10  c.c.  of  the  convalescent  serum; 
with  the  result  that,  so  far,  none  of  those  treat- 
ed have  developed  the  disease. 

Small-pox  is  a subject  for  legitimate  regret, 
especially  so  a century  after  the  introduction 
of  vaccination.  It  is  an  interesting  and  curious 
comment  on  our  boasted  civilization  that  with 
the  means  at  our  disposal  for  absolutely  pre- 
venting small-pox,  we  allows  the  prejudices  of 
a small  minority  to  still  expose  the  country  to 
not  infrequent  outbreaks  of  this  repulsive  dis- 
ease. Therefore,  small-pox  will  continue  to 
be  with  us.  I firmly  believe  that  every  child 
should  be  vaccinated  before  the  age  of  six 
months  and  revaccinated  at  stated  intervals. 

Ranking  in  the  same  high  degree  of  infec- 
tiousness as  small-pox  and  measles,  is  that  dis- 
ease so  often  considered  as  minor,  chicken-pox. 
11k  extreme  infectious  nature  of  these  diseases 
confirms  us  in  the  conviction  that  they  cannot 
be  suitably  isolated  by  means  of  cubicles. 
Such  being  the  case,  bed  isolation  as  practiced 
with  the  other  diseases,  is  out  of  the  question. 

It  would  seem  consistent  that  the  possibility 
of  aerial  transmission  might  be  allowed  for  in 
viewr  of  the  wonderful  results  obtained  in  the 
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contact  nursing  of  other  contagious  and  in- 
fectious diseases.  Our  own  hospital  experience 
has  been  along  these  lines,  and  we  can  readily 
understand  why  measles  and  chicken-pox,  in 
particular  as  children's  diseases,  are  so  pre- 
valent in  epidemic  form.  Time  and  again  the 
community  has  been  subjected  to  recurrence 
of  epidemics  of  contagious  and  infectious  dis- 
eases despite  all  that  can  be  done.  The  fre- 
quency with  which  they  occur  emphasizes  ihe 
importance  of  hospitalization  as  a factor  in 
the  control  and  alleviation  of  these  outbreaks. 


DIFFERENTIATION  OF  SMALL-POX 
FROM  CHICKEN-POX. 


E.  D.  Newman,  M.D., 

Newark,  N.  J. 

Small-pox  and  chicken-pox,  like  all  infec- 
tious and  contagious  diseases,  usually  present 
prodromal  symptoms,  fever,  chilliness,  an- 
orexia, nausea,  headache  and  backache,  vary- 
ing in  intensity;  the  intensity  not  always  be- 
ing indicative  of  the  severity  of  the  approach- 
ing disease.  Usually  the  adult  suffers  more 
keenly  from  these  premonitory  disturbances. 

In  some  cases  the  prodromal  “symptoms  are 
so  slight  that  neither  the  patient  nor  the  at- 
tendant is  aware  of  their  occurrence.  The 
prodromal  symptoms  of  chicken-pox,  particu- 
larly in  adults,  are  often  more  marked  than 
are  seen  in  mild  cases  of  small-pox. 

A prodromal  rash  occurs  in  both  chicken- 
pox  and  small-pox.  Up  to  a very  few  years 
ago,  the  skin  manifestations  of  both  diseases, 
and  their  differentiation  as  described  in  text- 
books were  meager  and  inexact.  “Chicken-pox 
and  small-pox  may  be  confounded.  Indeed, 
sometimes  it  is  not  easy  to  distinguish  between 
them,  though  in  well  defined  cases  of  varicella 
the  more  vesicular  character  of  the  it  pustules, 
their  irregularity,  the  short  stage  of  invasion, 
the  slight  constitutional  disturbance,  and  the 
greater  intensity  of  the  rash  on  the  trunk,  should 
make  the  diagnosis  clear.”  (Osier,  1st  Ed., 


1892.)  “Scattered  papulovesicles,  and  vesico- 
* pustular  lesions  appearing  after  a high  fever, 
and  pursuing  a period  of  resolution  longer  than 
48  hours,  should  awaken  suspicion.  Super- 
ficial lesions,  on  the  contrary,  distinctly  ves- 
icular on  the  third  day,  or  co-mingled  Iwith 
minute,  very  superficial  pustules,  should  be  re- 
garded as  characteristic  of  varicella.”  (Pepper, 
1st  Ed.,  1885.) 

Niemeyer  in  1881  made  the  statement  that 
many  still  consider  varicella  as  identical  with 
variola. 

Today,  I doubt  if  there  be  a single  physician 
who  believes  that  these  diseases  are  identi- 
cal. The  statement  that  adults  rarely  have 
chicken-pox  is  decidedly  inexact.  Personally,  I 
see  as  many  cases  of  chicken-pox  in  adults  as 
I do  in  children ; by  this  statement  I do  not 
infer  that  the  occurrence  of  chicken-pox  in 
adults  is  as  frequent  as  in  children,  but  can  be 
explained  by  the  fact  that  when  it  occurs  in 
children  and  is  fairly  typical,  it  excites  no  com- 
ment, whereas  when  an  adult  is  affected  the 
family  usually  becomes  perturbed  and  the  at- 
tending physician  is  always  ready  to  relieve 
their  anxiety  by  calling  a consultant  to  con- 
firm the  diagnosis.  I recall  3 cases  in  adults 
above  45  years  of  age,  one  of  whom  was  a col- 
ored man  aged  57,  unvaccinated ; in  none  of 
these  cases  was  there  any  difficulty  in  arriv- 
ing at  a positive  diagnosis  of  chicken-pox. 

A number  of  authors  speak  of  cases  of 
small-pox  “sine  eruptione”.  I have  been  un- 
able to  locate  any  positive  report  of  such  a 
case;  if  during  an  epidemic  a patient  known 
to  have  been  exposed  to  small-pox,  has  pro- 
dromal symptoms  such  as  occur  in  small-pox, 
I feel  that  you  would  be  justified  in  treating 
him  as  a case  although  I can  not  conceive  how 
one  would  be  in  a position  to  make  a positive 
diagnosis. 

Schamberg  (1902)  mentions  that  he  has  seen 
several  cases  of  undoubted  small-pox  with  but 
a single  lesion  upon  the  skin;  this  statement 
I know  to  be  a fact.  Some  years  ago  a physi- 
cian attendant  at  a clinic  with  which  I was  con- 
nected was  exposed  to  a case  of  small-pox,  was 
taken  with  the  symptomatology  of  the  pro- 
droma  of  small-pox,  and  developed  a single 
lesion  at  the  base  of  his  left  thumb.  The  diag- 
nostician of  the  N.  \ . Board  of  Health  made 
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a positive  diagnosis  and  he  was  removed  to 
the  hospital.  J he  doctor  and  all  who  had  seen* 
him  never  for  a moment  doubted  the  diag- 
nosis. Another  similar  case  that  I had  the 
opportunity  of  seeing  was  in  a nearby  county ; 
this  fpatient  had  3 pocks — 1 over  prominence 
of  his  nose ; 1 on  the  forearm,  radial  side,  and 
1 at  the  base  of  the  proximal  phalanx  of  his 
middle  finger.  This  patient  was  not  removed 
to  a hospital.  It  was  difficult  to  understand 
how  a patient  with  but  3 lesions  could  sufifer 
from  such  severe  headache,  such  intense  photo- 
phobia, and  complete  anorexia  as  was  mani- 
fested in  this  case. 

I hese  cases  just  mentioned  are  types  of 
small-pox  that  were  in  former  years  called 
varioloid,  but  a better  term  would  be  “modified 
small-pox  ’.  T here  are  various  degrees  of 
modification ; in  the  cases  cited  the  patients  suf- 
fered greatly  from  systemic  disturbances,  but, 
on  the  other  hand,  we  meet  with  the  so-called 
walking  cases,  the  most  dangerous  of  all  to 
the  community. 

A colored  man  walked  into  a clinic  in  New 
York  City  with  a pustular  rash  on  his  face, 
lie  denied  any  prodromal  symptoms,  had  no 
fever  and  did  not  look  ill,  but  on  examination 
and  count  there  were  85  pustules  on  his  face ; 
not  another  one  on  any  part  of  his  body.  The 
17  doctors  present,  all  of  whom  had  exper- 
ience in  skin  lesions,  differed  in  opinion  as  to 
the  case  being  one  of  small-pox.  Those  op- 
posing the  diagnosis  gave  as  their  reason  that 
any  case  of  small-pox  having  so  many  lesions 
upon  the  face  should  have  a few  on  other  parts 
of  the  body,  particularly  on  hands  or  feet.  A 
diagnostician  of  the  Board  of  Health  was  call- 
ed and  he  pronounced  it  a case  of  small-pox. 
A number  of  the  doctors  did  not  accept  the 
diagnostician’s  opinion  until  10  days  later, 
when  an  unvaccinated  baby,  who  had  been  pres- 
ent in  the  waiting  room  on  the  former  occasion, 
was  brought  to  the  clinic  with  an  unmistakable 
small-pox.  These  cases  of  modified  small-pox 
are  not  uncommon  during  epidemics,  but  when 
they  occur  endemically  and  are  unrecognized 
they  constitute  a serious  menace  to  the  com- 
munity and  often  are  the  cause  of  an  epidemic. 

One  attack  of  small-pox  protects  against 
subsequent  infection  in  the  vast  majority  of 
cases;  remember,  not  in  all  cases,  for  I had 


the  opportunity  of  seeing  one  man,  with  scars 
from  a former  attack,  having  a second  attack 
of  small-pox;  it  was  greatly  modified  and  an 
ambulant  case. 

This  bring  us  to  the  differentiation  of  small- 
pox and  chicken-pox  in  the  great  majority  of 

cases. 

A point  to  be  remembered  is  that  in  the 
vast  majority  of  small-pox  cases,  the  attending 
physician  is  called  to  see  the  patient  prior  to 
the  eruption,  as  the  prodromal  symptoms  are 
usually  sufficient  to  require  medical  attention. 
Except  in  institutions,  a physician  is  rarely 
called  to  see  a case  of  chicken-pox  until  the 
eruption  is  fairly  well  developed.  The  pro- 
dromal rash  in  both  diseases  is  essentially  the 
same,  differing  only  in  extent  and  length  of 
time  before  disappearance.  These  rashes  may 
resemble  measles,  scarlatina,  or,  occasionally, 
urticaria  and  are  only  seen  by  those  who  have 
the  opportunity  of  observing  their  cases  from 
the  very  beginning  of  trouble.  The  eruption  is 
the  deciding  point ; this  being  the  case,  I make 
a study  of  the  eruption  before  asking  for  or 
listening  to  any  history;  at  the  conclusion  of 
this  examination  I am  ready  to  ask  for  infor- 
mation to  confirm  or,  very  rarely,  should  it  be 
necessary,  to  negate  the  diagnosis. 

Place  your  patient  in  the  very  best  light.  If 
possible,  strip  him  of  all  clothing ; if  not,  ex- 
pose him  at  first  to  the  waist  line,  and  later 
the  lower  portion  of  the  body.  Make  a general 
survey  as  to  ‘distribution  of  rash,  comparison 
of  amount  of  eruption  in  various  locations.  Are 
the  individual  lesions  more  to  be  noted  over 
bony  prominences  or  over  soft  tissues?  Is  there 
multiformity  of  lesions?  In  children  under  7 
years  of  age  is  there  a typical  vaccination  scar? 
Are  there  any  pits  or  scars  from  a previous 
small-pox  ? In  small-pox  the  distribution  is 
greater  over  the  face  and  extremities ; in 
chicken-pox  the  chest  and  back ; while  any  part 
of  the  body  may  show  a greater  amount  of  erup- 
tion than  the  before  mentioned  locations,  which 
are  the  sites  of  predilection.  The  presence  of 
lesions  on  the  palm  and  soles  is  not  at  all  in- 
dicative of  small-pox,  for  it  is  much  more  com- 
mon in  chicken-pox  than  a perusal  of  the  liter- 
ature would  indicate.  In  chicken-pox  there 
would  be  far  more  lesions  on  chest  and  ab- 
domen compared  to  the.  number  on  face,  arms 
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and  legs ; in  small-pox  vice  versa.  Where  the 
bones  are  in  close  proximity  to  the  skin  such 
as  the  ridge  of  the  nose,  the  forehead,  the  ribs, 
the  radii,  the  covering  skin  is  a favorite  site 
for  the  lesions  of  small-pox ; on  the  contrary, 
the  hollows,  such  as  between  the  ribs,  above 
and  below  the  clavicle  and  the  front  of  the 
arms,  are  more  apt  to  be  involved  in  chicken- 
pox. 

A short  time  ago  I saw  a girl  15  years  of 
age  with  chicken-pox,  whose  eruption  was  very 
extensive  on  face,  arms  and  legs  compared  to 
other  parts  of  her  body;  she  denied  the  appli- 
cation of  any  irritants ; on  questioning  her,  it 
was  learned  that  4 days  before  she  had  been 
to  the  sea-shore,  worn  a low-cut,  sleeveless 
waist  and  had  gone  bare  legged ; she  returned 
home  with  a sunburn  on  those  parts  where  her 
eruption  was  so  extensive.  It  is,  therefore,  im- 
portant to  recall  that  any  medium  that  will 
cause  increased  vascularity  of  any  portion  of 
the  body  may,  and  usually  does,  cause  an  in- 
crease of  the  eruption  and  a predilection  for 
those  parts.  This  is  observed  more  frequently 
in  small-pox  because  of  the  fact  that  in  the 
prodromal  stage  counter-irritants  are  frequent- 
ly used  for  the  headache  and  backache.  A 
typical  vaccination  scar  in  a child  under  7 years 
of  age,  scars  or  pits  from  a previous  attack  of 
small-pox,  are  presumptive  but  not  positive 
evidence  against  small-pox ; immunity  has  been 
attenuated  or  lost,  so  we  may  have  an  attack 
of  “modified  small-pox”  as  was  determined 
in  the  case  previously  mentioned. 

Thus  far,  we  might  say  that  we  have  given 
the  case  a gross  examination ; now,  a more 
minute  inspection  is  in  order.  Much  stress 
has  been  laid  upon  the  presence  of  multiform 
lesions.  If  we  recall  a few  salient  points, 
small-pox  has  a definite  evolution : Prodromal 
rash,  papules,  vesicles,  pustules  and  crusting, 
more  or  less  in  a definite  order  of  time.  Ap- 
pearing on  the  face,  first  day ; neck,  second 
day;  chest,  back  and  extremities,  third  and 
fourth  day.  Chicken-pox  usually  appears  first 
on  the  back  or  face,  but  other  regions  may  be 
the  site  of  its  appearance,  whence  there 
is  irregular  extension.  Bearing  this  in  mind,  it 
is  important  not  to  compare  the  eruption  with 
that  upon  the  back  or  chest  or  extremities ; 
if  so,  you  naturally  would  have  lesions  in  differ- 
ent stages  of  evolution.  Take  a space  on  the 


back  or  chest  from  3 to  4 inches  square  and 
note  the  lesions  there  present;  if  multiformity 
exists,  that  helps  considerably  in  coming  to 
the  positive  conclusion  that  you  are  dealing 
with  chicken-pox.  Let  us  examine  a vesicle : 
Is  the  vesicle  situated  on  clear  skin  or  upon  an 
elongated  or  rounded  area  of  erythema?  Is  the 
vesicle  umbilicated  or  does  it  only  appear  so 
because  of  its  situation  in  relation  to  a hair? 
Is  it  superficial  ? Is  it  covered  by  a thick  or 
thin  wall  of  epidermis  ? Is  the  fluid  clear  or 
turbid?  Is  it  multilocular ? If  the  vesicle  ar- 
rises from  a clear  base,  or  an  enlongated  ery- 
thematous base,  we  are  probably  dealing  with 
chicken-pox.  A true  umbilication  of  the  vesi- 
cle means  small-pox.  When  the  vesicle  is 
superficial  and  ruptures  by  very  slight  pres- 
sure, and  fluid  escapes,  we  are  dealing  with 
chicken-pox.  In  small-pox,  the  vesicle  is  tough 
and  ofttimes  feels  as  hard  as  the  papule,  needs 
some  pressure  or  pin  prick  to  cause  rupture, 
and  even  then  the  total  contents  do  not  es- 
cape because  it  is  multilocular  and  there  is  no 
atrophy  of  its  partitions.  Many  formerly 
regarded  the  vesicle  of  chicken-pox  as  uniloc- 
ular because  of  its  easy  rupture,  but  the  latest 
opinion  is  that  it  is  multilocular,  but  ruptures 
easily  and  empties  because  of  the  exceeding 
thinness  of  its  epithelial  covering  and  atrophv 
of  its  partitions.  A crystal-clear  vesicle  arising 
from  the  skin  with  absolutely  no  erythema 
around  its  base,  rupturing  with  the  slightest 
pressure ; to  my  mind,  if  there  be  a positive 
sign,  it  is  this.  If  the  eruption  be  entirely  pus- 
tular, there  can  be  no  confusion  between 
chicken-pox  and  small-pox,  although  other  dis- 
eases would  deserve  consideration. 

It  is  evident  that  notwithstanding  a thorough 
examination  and  painstaking  efforts  at  differ- 
entiation, a case  may  appear  in  which  a posi- 
tive diagnosis  can  not  be  made  at  the  time  of 
the  first  examination ; a subsequent  examina- 
tion the  next  day  or  the  day  after  will  often 
bring  positive  conclusion.  If  these  examina- 
tions are  not  conclusive,  remember  that  the 
error  should  be  made  on  the  safe  side.  The 
patient  should  be  sent  to  the  Isolation  Hospital 
for  observation  and  final  diagnosis.  All  known 
methods  of  prophylaxis  should  be  instituted 
for  the  protection  of  the  public,  which  includes 
vaccination  for  every  one  who  has  been  in  con- 
tact with  the  case. 
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I ha\e  taken  the  liberty  of  changing  the  sub- 
ject of  this  paper  somewhat  because  I feel  that 
talking  about  the  technical  end  of  diphtheria 
is  olcl  stuff-  1 also  feel  that  the  gentlemen 
gathered  here  are  interested  in  the  status  of 
diphtheria  in  Newark  and  the  effects  of  Schick 
testing  in  our  own  community.  I shall  endeavor 
to  draw  some/  conclusions  from  the  figures  on 
fde  in  the  Health  Department  of  the  City  of 
Newaik  and  compare  them  with  one  or  two 
other  municipalities. 

In  the  period  of  1915-20,  prior  to  the  use 
of  the  Schick  test  in  Newark,  this  city  had  a 
total  of  7564  cases  of  diphtheria  with  345 
deaths,  giving  an  average  of  1260  cases  and 
58  deaths  per  year.  In  1920  the  Department 
of  Health  started  Schick  testing  in  all  the 
parochial  schools,  and  in  1922  the  Board  of 
Education  Medical  Department  started  their 
Schick  work  in  the  public  schools.  In  1924, 
Newark  had  575  cases  of  diphtheria  with  39 
deaths,  and  in  1925,  509  cases  with  42  deaths. 

1 his  latter  figure  is  interesting  in  that  it  shows 
a higher  death  rate  than  the  year  previous,  al- 
though the  case  rate  was  considerably  lower. 

Personally,  I feel  that  the  increased  death 
iate  can  be  accounted  for  by  an  increase  in 
virulence  in  the  disease  but  it  may  also  be  due 
to  late  diagnosis,  insufficient  antitoxin,  or  care- 
lessness on  the  part  of  patients  in  not  obtaining 
medical  care  or  in  not  hospitalizing  patients 
until  they  had  became  moribund.  It  has  been 
my  experience,  together  with  that  of  Doctor 
Pringle,  that  the  type  of  disease  is  changing 
and  becoming  more  severe. 

It  may  be  well  to  compare  Newark’s  figures 
with  those  of  New  York  City  and  Auburn, 
New  \ ork,  in  both  of  which  places,  intensive 
Schick  campaigns  have  been  conducted. 

New  \ork  City  (approximate  figures):  Be- 
fore Schick  testing,  cases  12,000,  deaths  2000. 
Year  1925,  cases  5500,  deaths  570. 

Auburn,  N.  Y„  is  a city  of  35,000  popula- 
tion and  for  the  period  1915-22  (8  years)  the 
average  number  of  deaths  for  diphtheria  per 


year  was  9.  In  March,  1922,  an  intensive 
Schick  campaign  was  conducted  and  in  1923 
the  number  of  deaths  was  4 ; in  1924,  1 ; and 
m the  last  21  months  there  have  been  no 
deaths.  No  other  means  than  Schick  testing 
and  toxin-antitoxin  immunization  have  been 
used  to  cut  down  the  death  rate. 

A summary  of  4 years  Schick  work  in  the 
parochial  schools  of  Newark  can  be  readily 
shown  in  the  following  table : 

School  population,  15,130. 

Schick  tested  and  immunized,  S086.  54%. 
Schick  positives,  3549,  45%. 

Schick  negatives,  4537,  55%. 

1 he  Board  of  Education,  in  figures  obtained 
I: "in  Dr.  H.  L.  Fuerstman,  controls  a school 
population  °f  70,000  and  they  have  tested  about 
E .000  children.  Estimating  the  number  of 
children  in  orphanages,  day  nurseries,  etc., 
and  those  who  have  been  tested  bv  private 
physicians,  I feel  that  Newark  can'  say  that 
about  29,000  children  have  been  subjected  to 
the  Schick  test  and  immunized. 

If  it  is  remembered  that  diphtheria  is  a dis- 
ease most  prevalent  under  the  age  of  15  years, 
jt  can  readily  be  seen  why  Schick  testing  should 
be  done.  If  we  analyze  our  42  deaths  in  1925, 
we  find  that  22  deaths  occurred  under  5 years 
and  16  between  5 and  15  years  of  age.  There- 
fore, our  death  rate  is  greatest  in  the  children 
"t  preschool  age.  The  schools  are  not  Schick 
testing  the  children  of  preschool  age  because 
they  do  not  reach  them.  I feel  that  it  is  the 
dut\  nt  e\ti\  physician  in  the  community  to 
reach  the  children  of  preschool  age  and  strong- 
ly advise  the  Schick  test  or  toxin-antitoxin  im- 
munization. If  we  remember  that  70%  of  the 
children  under  5 years  will  give  a'  positive 
- (.  nek,  we  can  proceed  to  immunize  them  with- 
out delay.  The  average  practitioner  hesitates 
because  he  feels  that  he  may  read  a reaction 
incorrectly  or  that  it  is  difficult  to  prepare  an 
mtracutaneous  injection. 

M ith  the  preschool  children  it  is  unneces- 
sary to  test  or  use  any  special  technic.  Three 
single  subcutaneous  injections  of  toxin-anti- 
toxin at  weekly  intervals,  given  in  the  same 
way  and  manner  as  any  ordinary  hypodermic 
injection  is  all  that  is  required.  You  may  in- 
quire, are  there  no  harmful  reactions?  No. 
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The  young  children  take  toxin-antitoxin  better 
than  the  older  children  or  adults ; in  the  latter, 
some  reactions  (local  or  general)  may  occur, 
but  in  the  young  children  I have  not  seen  any 
reaction  that  did  not  clear  in  24  hours  of  its 
own  accord.  The  material  we  have  used  is  that 
furnished  by  the  New  York  Health  Depart- 
ment. The  Newark  Health  Department  will 
furnish  Schick  material  and  toxin-antitoxin 
free  of  charge  to  any  physician  who  desires 
the  same,  in  any  quantity,  and  as  often  as  re- 
quested. 

It  is  to  be  remembered  that  it  takes  from  6 
weeks  to  3 months  to  develop  immunity  after 
toxin-antitoxin  dosage. 

If  I can  only  impress  the  physicians  of  this 
community  with  the  importance  and  need  of 
immunizing  the  preschool  child  and  that  the 
burden  is  his,  I will  feel  that  I have  accomplish- 
ed a great  deal. 


SCARLET  FEVER  AND  MEASLES. 

. Edward  E.  Worl,  M.D., 

Newark,  N.  f. 

I o give  any  full  account  of  these  diseases 
in  the  limited  time  assigned,  would  be  impos- 
sible. It  is  only  possible  to  touch  on  some 
phases,  more  particularly  on  the  practical  side, 
as  they  appear  to  the  physican  in  his  family 
practice. 

Scarlet  fever  has  various  names,  none  of 
which  are  perfectly  satisfactory.  I do  not  use 
the  word  scarlatina  but  I have  known  patients 
to  interpret  it  as  a light  form  of  the  disease. 
I he  books  describe  the  course  of  the  disease 
or  give  a definition  that  is  too  broad ; they  give 
description  rather  than  definition.  To  me,  scar- 
let fever  means  lymphatic  fever  or  glandular 
fever  with  a certain  eruption  which  can  be 
analyzed  into  two  parts,  namely,  an  erythema 
and  a punctate  or  papular  form.  Unfortunate- 
ly, either  element  may  be  absent  or  ill-defined. 

1 he  tint  of  the  skin  must  be  considered ; 
blondes  show  the  eruption  best ; it  darkens  to  a 
dusky  brick-red  in  the  brunette,  and  is  not  scar- 


let at  all  in  a coal-black  negro  who  looks  “pep- 
pered or  ashy  grey.  Luckily,  we  are  not  often 
called  upon  in  this  regard,  for  we  have  6 cases 
in  the  white  to  1 in  the  black  race.  Scarlet 
fever,  then,  is  a white  man’s,  disease ; European 
disease  rather  than  Asian  or  African. 

Thomas  Sydenham,  in  1670,  described  it; 
he  seemed  hardly  to  consider  it  a disease ; he 
didn’t  mention  the  sore  throat.  We  can  only 
explain  this  by  the  fact  that  he  was  dealing 
with  the  mild,  shadowy  cases  so  common  to- 
day and  did  not  meet  with  the  severe  and  septic 
forms  which  add  terror  to  the  disease.  One 
writer  said  years  ago  that  the  throat  seldom 
needs  treatment.  I would  reverse  liis  rule  and 
say  that  the  throat  should  always  be  treated, 
for  here  is  the  “fons  et  origo’’  of  the  disease. 

I hirty  years  ago,  Dr.  Stickler,  of  Orange, 
had  the  idea  of  inoculation  with  mucus  from 
the  throat  of  recent  cases.  He  proved  the  vir- 
ulence of  secretion  from  mouth  and  pharynx, 
produced  some  severe  cases,  and  shortened 
the  incubation  period  to  the  vanishing  point. 
I think  the  method  can  be  so  modified,  by 
futuie  work  along  this  line,  that  the  patient 
can  be  immunized  or  subjected  to  a mild  form 
of  the  disease. 

Hughes  Compend  says  that  the  contagion 
of  scarlet  fever  is  chiefly  in  the  desquamated 
epithelium.  I his  is  not  true,  it  is  in  the  dis- 
charges of  the  patient  and  the  epithelium  of 
the  skin,  so  apt  to  be  soiled  with  these  dis- 
charges. Who  can  be  sure  that  the  skin  is  asep- 
tic f We  must  not  forget  that  there  is  also  in- 
ternal desquamation  from  the  trachea,  the 
bronchi,  intestines  and  kidneys.  We  must  as- 
sume that  the  skin  is  infective  if  contaminated 
with  the  discharges. 

1 he  classical  teaching  formerly  was  that 
scai let  fever  was  divided  into  simple,  septic 
and  hemorrhagic  types,  and  always  began  in 
1 to  4 ways:  Vomiting,  sore  throat,  high  fever 
or  convulsions ; that  90%  were  under  10  years 
of  age;  95%  under  15  years;  leaving  5%  for 
adult  patients.  But  these  distinctions  no  longer 
hold  to  the  same  degree  and  we  must  accept 
great  changes  in  type.  The  percentage  of  adult 
cases  has  greatly  increased  and  they  are  apt  to 
begin  with  headache  and  slight  fever. 

Many  cases  do  not  show  the  rapidity  of  pulse 
expected  and  the  low  mortality  is  surprising. 
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The  rash  of  scarlet  fever  does  not  go  down 
the  body  with  the  same  regularity  that  we  see 
in  measles  and  small-pox.  Some  people  are 
totally  immune  and  others  have  either  a tem- 
porary or  permanent  immunity  due  to  an  at- 
tack. I remember  a case  where  a physician, 
who  had  the  disease  in  childhood,  was  repeated- 
ly exposed  to  scarlet  fever,  and  acquired,  ulti- 
mately, a second  and  severe  attack.  Relapses 
are  common  but  have  to  be  distinguished  from 
other  conditions,  for  instance,  erythema.  I re- 
member a case  where,  in  the  relapse,  the  erup- 
tion covered  the  parts  not  covered  in  the  begin- 
ning of  the  disease,  and  the  only  explanation 
I can  see  is  that  the  virus  of  the  disease  was 
not  exhausted  in  the  original  attack. 

The  German  writers  call  our  attention  to 
the  fact  that  there  is  a distinct  odor  to  the  dis- 
ease ; some  compare  it  to  that  acquired  by  keep- 
ers of  wild  beasts  of  carnivorous  type,  lions, 
etc.  To  me,  there  is  a musty  smell  and  a dis- 
tinct tendency  for  the  throat  to  roughen,  es- 
pecially in  some  pronounced  cases  wjiere  close 
contact  is  called  for. 

The  striking  distance  of  scarlet  fever  in  the 
first  state  is  not  great ; possibly  not  much  over 
3 feet.  This  is  different  in  measles,  where  the 
striking  distance  is  6 feet  or  more.  Scarlet 
fever  is  a limited,  and  measles  a very  diffusi- 
ble, poison.  That  weather  conditions  affect 
scarlet  fever,  we  can  hardly  doubt.  It  has  its 
seasons  of  prevalence.  It  becomes  station- 
ary at  60c  and  at  over  80°  it  tends  to  disappear. 
These  weather  conditions  ought  to  be  more 
carefully  studied ; we  know  for  example  that 
rheumatics  are  good  barometers. 

Reduced  vitality  and  wounds  predispose  to 
scarlet  fever.  In  cases  where  sorethroat  is  ab- 
sent, the  virus  might  have  been  introduced 
through  the  skin.  The  childbirth  cases  (many 
of  which  are  sepsis  cases  only)  still  show  the 
same  susceptibility  to  the  disease. 

Ker  says  that  second  attacks  sometimes  oc- 
cur ; they  are  fairly  common  and  third  attacks 
possible,  but  not  probable.  There  are  wide 
differences  of  opinion  on  the  causal  factor,  but 
the  complications  are  certainly  often  due  to 
invading  pyogenic  germs.  Is  the  Streptococcus 
hemolyticus  the  cause?  It  must  vary  in  mass  or 
virulence  for  it  has  produced  violent  cases  and 
it  must  conform  to  the  criteria  of  being  con- 


stantly found  to  the  exclusion  of  other  possible 
factors. 

Scarlet  fever  today  is  a difficult  diagnosis. 
Serums  and  drugs  imitate  it ; we  may  have 
to  wait  for  desquamation  to  be  sure ; and  there 
are  vague  cases  impossible  to  be  sure  of.  In 
considering  desquamation,  that  of  scarlet  fever 
should  have  3 characteristics:  Time,  order,  per- 
sistence. As  to  time,  4 to  6 days  on  face  ; scales 
at  6 days  on  neck  and  upper  chest ; and  sub- 
ungual deviation  (Schamberg)  beginning  at 
ends  of  fingers  and  showing  the  pinkish  new 
skin,  in  10  to  13  days.  The  general  rule  should 
he  2 weeks  to  the  hands  and  3 weeks  to  the 
feet. 

We  can  aid  the  diagnosis  by  a determination 
of  the  leukocyte  count  of  the  blood.  This 
should  be  considered  corroborative  rather  than 
diagnostic.  It  is  seen  best  at  the  close  of  in- 
cubation and  in  the  first  stage  of  the  fever;  it 
seems  to  depend  on  the  intensity  of  the  poison. 
To  the  leukocyte  count  we  must  add  that  of 
the  corpuscles  because  the  polymorphonuclears 
are  largely  increased.  The  eosinophiles  are  at 
first  increased,  then  become  normal  or  sub- 
normal. 

The  glands,  in  scarlet  fever,  are  diagnostical- 
ly more  useful  than  in  measles.  Those  of  the 
groin  are  commonly  enlarged  but  are  not  im- 
portant. So,  too,  with  the  cervical  glands,  but 
if  we  have  a unilateral  enlargement  of  axillary 
and  epitrochlear  glands  it  is  almost  diagnostic; 
but  this  occurs  only  in  a minority  of  cases. 
The  glands  are  of  little  avail  if  we  are  dealing 
with  a very  fat  or  ticklish  patient. 

Measles. 

This  disease  with  the  odd  name  goes  far 
back  in  history.  It  was  long  mixed  with 
leprosy,  small-pox  and  other  diseases.  We  get 
the  first  European  knowledge  of  it  from  the 
“Treatise  on  Small-pox  and  Measles”  writ- 
ten by  Rhazes  of  Bagdad.  Notice  how  these  2 
diseases  have  always  been  closely  associated. 
Rhazes  died  old,  blind  and  poor,  a beggar  at 
the  gates  of  Bagdad. 

A “mesler”,  in  old  French,  means  a leper; 
so,  when  Chaucer  speaks  of  meslerie,  he  means 
leprosy.  When  Shakespeare  (Coriolanus,  Act 
III)  speaks  of  measles,  the  commentator,  Ver- 
planck,  says  that  he  means  leprosy.  Not  till 
leprosy  disappeared  from  the  Lazarettos  of 
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Europe  was  the  name  confined  to  the  disease  we 
know  today.  The  name  of  Keat  carries  weight 
in  etymology.  He  says  that  measles  mean  little 
spots  but  we  know  from  medical  history  that 
little  spots  include  measles,  scarlet  fever,  Ger- 
man measles  and  other  diseases. 

Under  present  methods,  measles  today  is 
an  uncontrollable  disease,  but  it  carries  fearful 
possible  results  for  the  future : blindness, 
deafness  and  various  conditions  of  chronic  ill- 
health  and  tuberculosis.  If  you  are  to  extirpate 
tuberculosis,  you  must  begin  with  measles. 

As  in  scarlet  fever,  so,  too,  there  is  here  an 
odor,  variously  described.  Ker  quotes  it  as 
musty,  while  the  German  writers  say  a sweetish 
odor,  in  the  first  week. 

It  is  possible  for  measles  to  present  no  erup- 
tion. These  cases  do  occur,  generally  of  mild 
type,  but  we  have  also  the  same  thing  in  small- 
pox and  scarlet  fever.  In  scarlet  fever,  with- 
out eruption,  the  French  (Trousseau  quoted 
by  Dieulafoy)  call  it  “Defaced  Scarlet  Fever”. 
We  can  compare  it  to  an  inscription  on  some 
antique  tomb,  part  of  which  is  effaced,  but  from 
the  portion  which  remains  we  can  tell  the  miss- 
ing portion  with  a reasonable  degree  of  cer- 
tainty. 

The  measles  desquamation  is  not  so  char- 
acteristic as  that  of  scarlet  fever  but  scarlet 
fever  may  have  no  desquamation.  This  occurs 


in  some  adults  and  babies  with  a fine  silky 
skin.  The  measles  with  no  catarrh  is  hard  to 
diagnose;  generally  it  is  confused  with  rubella, 
but  the  characteristic  rash  aids  greatly.  Sec- 
ond attacks  are  quite  rare  but  the  giving  of 
certain  drugs  and  the  serum  treatments  may 
produce  to  a rash  closely  resembling  cases  of 
measles  without  fever. 

In  the  treatment  of  scarlet  fever  we  fre- 
quently observe  doctors  and  nurses  with  sore 
throat  from  contact  with  cases.  Some  of  these 
throats  are  infectious  and  these  individuls  may 
possibly  become  carriers ; at  this  time  there 
should  be  tests  made,  tests  of  the  throat  and 
repeated  examination  of  the  urine. 

In  considering  the  treatment  of  these  dis- 
eases, our  city,  Newark,  faces  great  dangers, 
due  to  the  number  of  apartment  houses,  and 
also  the  increasing  number  of  furnished  room 
houses.  The  latter  should  not  only  be  licensed 
but  inspected ; they  are  not  desirable  places 
for  contagious  cases  to  develop.  Another 
problem  for  the  future  is  the  question  of 
carrier  cases.  We  know  most  about  diph- 
theria carriers  and  typhoid  carriers,  the  latter 
a most  dangerous  type,  but  carriers  probably 
exist  in  these  other  diseases ; they  pass  out  of 
the  hands  of  the  practicing  physician  and  the 
epidemiologist  of  the  future  will  have  his  en- 
ergies and  knowledge  well  tested,  for  this  will 
be  a most  fertile  field. 


THE  OLD  WANDERER, 


It’s  coming  June,  I ought  to  take  the  road, 

For  San  Francisco’s  quite  some  piece  away; 
This  spring,  it  seems  most  anything’s  a load — 
But  then  tomorrow  is  another  day. 

The  ties  and  trestles  rather  get  to  me; 

I never  thought  that  age  would  sap  my  pluck; 
But  when  a chap  can't  rightly  hear  or  see, 

He  jumps  a foot  at  every  passing  truck. 

It  should  be  nice,  along  the  little  lanes, 

With  berries,  now,  and  quiet  spots  to  rest — 


To  doze  a while  and  ease  the  aches  and  pains, 
Until  the  sun  slants  lower  in  the  west. 

My  hikes  are  almost  over,  now,  that’s  clear! 

I dare  not  ride  the  brake-beams  any  more, 
And  in  my  mind  is  that  besetting  fear 

That  I’ll  not  reach  the  western  ocean's  shore. 

I want  the  thump  of  surf,  the  tang  of  salt — 

I can’t  stay  here  to  face  next  Winter’s  snow; 
I’ll  strike  for  Frisco  and  my  final  halt, 

The  sun  is  up!  It’s  time  to  stir;  let’s  go! 

•(O.  C.  A.  Child,  in  N.  Y.  Times.) 
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Adams,  Charles  Francis,  of  Hackensack,  died  April  twenty-first,  after  an  illness  of 
several  weeks  duration. 

Dr.  Adams  was  born  in  New  York  City,  March  18,  1857,  the  son  of  Rev.  John 
Quincy  Adams,  a Baptist  minister,  and  Caroline  Elizabeth  Quincy  Adams,  and  was  de- 
scended from  an  ancient  line  that  counted  royalty  in  its  lineage.  His  early  eduction 
was  obtained  from  Mount  Washington  Institute,  the  Hudson  River  Institute  and 
Brown  University;  the  fact  that  he  was  “a  Brown  man”  being  one  of  the  most  jeal- 
ously cherished  incidents  of  his  career.  In  1884  he  graduated  from  the  New  York 
Homeopathic  Medical  College,  receiving  second  honors  of  his  class.  Later,  he  was  a 
member  of  the  Staff  of  Flower  Hospital,  New  York,  and  of  St.  Mary’s  Hospital,  Pas- 
saic, and  also  a Consultant  at  the  Bergen  County  Hospital  at  Bergen  Pines. 

Dr.  Adams  was  a public  spirited  citizen  and  served  actively  in  many  important 
capacities;  as  member  of  the  Hackensack  Board  of  Health,  Trustee  of  the  Johnson 
Public  Library,  member  of  the  Board  of  Education,  President  of  the  Bergen  County 
Medical  Society,  and  Treasurer  of  the  First  Baptist  Church.  His  love  of  music  was 
one  of  his  most  pronounced  passions,  and  through  his  ardor  in  this  field  the  Gounod 
Society  of  his  community  was  organized.  He  also  was  instrumental  in  forming  an 
octet  of  male  voices  in  the  Men’s  Club  of  the  Second  Reformed  Church  and  assisted 
in  forwarding  the  musical  interests  of  that  church. 

Dr.  Adams  was  a student  of  the  classics  and  possessed  of  a fine  literary  taste 
and  style;  his  writings  exhibited  an  unusual  degree  of  culture.  He  belonged  to  the 
Kappa  Delta  Epsilon  fraternity,  and  was  a member  of  the  Sons  of  the  American 
Revolution. 

RITUAL  OF  THE  BODY'S  PASSING. 

Though  from  the  evening  to  the  morning  glowing 
No  orb  may  rise  nor  orbit-song  be  clear, 

Where  deeper  need  is  shall  be  deeper  knowing, 

Where  music  hides  there  shall  be  ears  to  hear. 

Down  from  the  arches  of  dream  a thunder  of  wings 
Rolls,  and  forever  along  the  inward  sight, 

Out  of  the  sorrowing  cloud  and  blowing  fear, 

With  all  the  heavens  rushing  earthward,  armed 
A lightning  plunging  from  the  homes  of  light 
Hints  to  the  spirit  that  it  stands  unharmed. 

(Ridgely  Torrence.) 
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YOUR  MOST  IMPORTANT  ENGAGE- 
MENT. 

(A  Message  from  President  Donohoe.) 

Professor  Osier  at  the  time  of  his  death  was 
unquestionably  the  greatest  medical  teacher  in 
the  English  or  in  any  other  tongue.  Few  men 
had  been  given  to  know  more  of  medical  prac- 
tice and  success  than  was  his  lot.  He  was  an 
intensely  practical  man  arid  thoroughly  believed 
in  and  practiced  the  belief  that  the  most  im- 
portant factor  making  for  continued  success  in 
the  practice  of  medicine  was  the  regular  attend- 
ance at  medical  society  meetings.  He  valued 
this  phase  of  medical  education  so  highly  that 
he  spent  much  of  his  time  in  drafting  medical 
theses  for  such  meetings,  and  often  stated, 
that  from  the  discussion  brought  out  at  these 
meetings,  he  secured  more  instruction  than  he 
received  from  the  preparation  of  the  main 
paper. 

Unfortunately,  the  meetings  of  the  New 
Jersey  State  Medical  Society  are  not  always 
well  attended.  There  are  doubtless  often 
cogent  reasons  that  may  on  occasion  prevent 
the  attendance  of  country  as  well  as  city  mem- 
bers. The  meeting  day  comes  around  before 
one  is  aware  of  it. 

After  all,  the  world  will  be  here  behind  us 
and  the  friendly  hand  shake,  the  renewal  of 
old  friendships  and  old  associations,  the  mo- 
mentary breath  of  freedom  from  cases  and 
trials,  the  new  idea  spread  on  a fallow  mind, 
each  goes  of  itself  to  make  for  pleasant  mem- 
ories. 


It  is  especially  important  that  the  “delegates’' 
should  all  be  present,  yet  from  many  counties 
never  a delegate  registers,  or  if  they  do,  they 
come  in  by  one  train  and  register,  only  to  rush 
back  home  again  and  do  not  take  an  active  part 
in  the  meeting.  The  honor  of  election  to  the 
office  of  delegate  should  be  considered  a high- 
ly respected  one.  It  is  upon  the  delegates,  as 
county  representatives,  that  the  whole  struc- 
ture of  the  society  hinges  and  the  vital  matters 
on  which  our  very  existence  depends  is  in  their 
hands.  There  can  be  no  political  jockeying  if 
all  of  the  delegates  come  to  the  meeting. 

Aside  from  the  opportunities  afforded  every 
one  to  lay  his  complaints  before  the  tribunal 
of  his  peers,  one  should  spend  at  least  one  day 
in  the  Post-Graduate  instruction  which  is  so' 
freely  given;  a day  at  the  medical  society  meet- 
ing furnishes  more  concentrated  Post-Gradu- 
ate instruction  than  a like  period  spent  in  any 
other  school  of  Graduate  education  in  this 
country.  The  discussion  brings  to  the  fore- 
front of  the  mind  of  the  humblest  practitioner,, 
ideas  and  concepts  that  can  exist  in  no  other 
brain. 

You,  “delegates”,  owe  your  presence  as  a 
duty.  You,  “members”,  owe  your  presence  to 
yourself,  to  your  families  and  to  the  com- 
munity, to  show  that  you  believe  in  this,  society" 
and  are  willing  to  be  counted  as  members  pres- 
ent. 

Why  not  let  your  most  important  profes- 
sional engagement  for  the  year  be,  the  date 
of  the  State  Society  Meeting  at  Atlantic  City? 

This  year  the  date  will  be  June  17  to  19. 
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SPECIAL  FEATURES  THIS  MONTH. 

It  is  pleasing  to  present  another  symposium 
composed  entirely  of  papers  prepared  by  our 
own  members,  this  time  4 papers  dealing  with 
the  common  infectious  diseases,  and  to  have  at 
the  same  time  an  independent  paper  upon 
some  of  these  subjects  by  another  member. 
Considering  this  matter  of  special  importance 
just  now  because  of  the  prospective  campaign 
for  curtailment  of  these  diseases,  we  have  also 
devoted  our  “Lighthouse  Observations”  to 
the  same  subject;  abstracting  for  this  purpose 
the  very  latest  reports  from  two  of  the  most 
•eminent  authorities.  The  whole  series  of  arti- 
cles may  well  be  read  in  sequence. 

All  of  the  regular  Journal  “departments” 
are  good  this  month  and,  in  addition,  we  are 
starting  a series  of  “Surveys”  of  medical  con- 
ditions in  the  counties  which  should  prove  to 
be  interesting  in  an  historical  sense.  To  a 
greater  extent  than  ever  before,  this  issue  of 
the  Journal  probably  holds  some  item  of  in- 
terest for  each  and  every  member. 

IS  THERE  NOTHING  NEW  UNDER 
THE  SUN? 

The  above  question  recurs  at  this  moment 
as  the  result  of  a recent  experience.  Having 
occasion  to  look  back  over  some  of  the  society 
records,  we  noted  the  following  paragraph  in 
the  Minutes  of  the  Annual  Meeting,  held  at 
Trenton,  November  11,  1823 : 

‘•The  following  resolution  was  offered  by  Dr. 
•Condit,  and  was  adopted: 

“That  the  medical  gentlemen  now  members  of 
the  legislature,  and  members  of  the  Medical  So- 
ciety of  New  Jersey,  be,  and  they  are  hereby  re- 
quested to  use  their  influence  in  procuring  a modi- 
fication of  the  laws  regulating  the  practice  of 
physic  and  surgery,  so  as  to  restrain  irregular 
practitioners  and  pretenders  in  medicine  from 
practicing,  by  inflicting  such  fines  and  penalties 
as  may  by  them  be  deemed  advisable,  and  that 
a committee  of  the  medical  gentlemen  be  ap- 
pointed to  confer  with  those  members  of  the 
legislature.” 

The  resolution  quoted  sounds  quite  as 
natural  as  if  it  had  been  presented  but  yester- 
year; and  yet,  that  language  was  used  almost 
a century  and  a half  ago.  Just  how  many  times 
this  resolution,  or  one  of  similar  phraseology, 
has  been  adopted  during  the  160  years  of  the 
Society’s  existence  we  do  not  know,  but  we  do 
know  that  such  action  has  been  frequently 
repeated  and  that  numerous  laws  and  amend- 
ments to  these  laws  have  been  procured. 


For  more  than  140  years,  certainly,  this  So- 
ciety has  been  engaged  in  the  effort  to  restrain 
the  charlatan,  arrest  the  imposter  and  punish 
illegal  practitioners,  and  we  are  inclined  at 
times  to  wonder  whether  the  results  have  justi- 
fied all  the  labor  expended.  Indeed,  we  would 
like  to  suggest  the  appointment  of  a competent 
commission  to  investigate  this  whole  question 
in  a scientific  manner.  The  main  question 
would  be — To  what  extent  has  legislation  tend- 
ed to  limit  the  prevalence  and  the  popularity 
of  quacks?  Naturally,  a series  of  collateral 
questions  would  arise,  each  calling  for  careful 
study  and  each  presenting  points  of  deep  con- 
cern to  the  legitimate  medical  practitioner  and 
to  the  intelligent  layman.  A thorough  inves- 
tigation into  all  phases  of  the  general  subject 
might  be  productive  of  good  results,  and 
might  help  materially  in  determining  whether, 
and  to  what  extent,  it  is  wise  to  continue  such 
efforts. 

Apparently,  two  or  three  things  are  obvious 
on  superficial  inspection : There  has  been  a 
prolonged  endeavor  to  secure  legislation  of  a 
controlling  character.  Yet,  the  medical  pre- 
tender is  as  rife  in  the  land  today  as  at  any 
previous  time  in  history ; not  only  is  the  gross 
number  of  irregular  practitioners  as  large  as 
ever,  but  the  relative  number,  in  proportion 
to  regular  legally  qualified  physicians,  is  great- 
er than  at  any  former  time.  Restrictive  legis- 
lation has  not  produced  satisfactory  results; 
at  least  not  to  the  extent  hoped  for  and  desired. 

If  these  things  be  even  half  true,  would  it 
not  be  well  to  study  the  situation  with  a view 
to  determining  accurately  what  the  actual  ef- 
fect of  all  this  labor  has  been  and  whether  ul- 
timate success  lies  in  the  direction  of  further 
effort  or  requires  a change  of  procedure  ? In 
no  other  line  do  we  continue  contentedly  to 
blindly  repeat  futile  gestures.  If  a given  for- 
mula is  not  productive  of  pleasing  effects,  it 
is  discarded  with  reasonable  promptness  and 
a new  plan  is  devised. 

Of  course,  we  know  the  argumentative 
“come  back”  to  this  assertion  that  legislation 
has  not  effectively  curbed  the  charlatan;  i.  e. 
that  such  restrictive  laws  have  at  least  suc- 
ceeded in  raising  educational  standards  and 
have  thus  improved  the  quality  of  regular 
practitioners  in  the  field.  But  even  this  sup- 
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posed  effect  of  these  laws  has  not  been  proved, 
and  we  seriously  doubt  whether  the  advance- 
ment made  in  medical  educational  standards 
can  be  in  any  marked  degree  attributed  to  such 
legislation.  It  may  well  be  asked  whether  the 
improvement  attained  has  not  been  purely  the 
result  of  evolution  in  education. 

Seriously,  we  would  like  to  see  some  proper- 
ly qualified  board  make  an  unbiased  and  un- 
prejudiced study  of  this  subject. 


NEW  YORK’S  MEDICAL  PRACTICE 
ACT. 

“An  act  to  amend  the  public  health  law  in 
relation  to  the  practice  of  medicine”,  is  the 
title  of  a new  law,  or  perhaps  we  might  better 
say  a reconstructed  law,  enacted  by  the  recent 
General  Assembly  of  New  York  State  and 
signed  by  Governor  Albert  E.  Smith,  with  a 
commendatory  message  accompanying  his  sig- 
nature. This  new  law  is  interesting  to  the  pro- 
fession at  large  in  several  particulars  and 
should  have  an  important  bearing  upon  our 
local  attitude  with  reference  to  future  efforts 
to  amend  the  medical  practice  act  of  this  state. 

In  the  first  place,  this  law  contains  some 
new  features,  one  of  which,  at  least,  has  never 
before  been  embraced  in  medical  legislation. 
The  establishment  of  a “Grievance  Commit- 
tee”, is  a novel  and  perhaps  a progressive  step ; 
providing  a method  akin  to  that  so  long  in  vogue 
with  our  State  Bar  Associations  for  dealing 
with  irregular  practices  within  the  profession. 
This  special  committee  is  to  be  composed  of  10 
members  appointed  to  the  Board  of  Regents 
from  candidates  nominated  by  the  several  in- 
corporated state  medical  societies,  so  that  there 
shall  be  4 members  named  by  the  regular  state 
medical  society,  2 by  the  state  homeopathic 
society,  1 from  the  osteopathic  society,  and  the 
Regents  upon  their  own  nomination  shall  ap- 
point 3 members  of  conspicuous  professional 
standing,  but  each  member  of  the  committee 
must  be  a duly  licensed  physician  of  the  state. 
The  act  provides  that  this  grievance  committee 
shall  have  a large  measure  of  jurisdiction  over 
the  professional  conduct  of  all  physicians  and 
one  of  the  significant  sentences  of  Governor 
Smith’s  message,  according  to  the  press,  con- 
sisted in  his  advice  to  the  medical  profession 
to  promptly  clean  its  own  house ; this  in  view 


of  the  frequently  heard  charges  of  unethical 
conduct  on  the  part  of  licensed  physicians. 

The  second  feature  upon  which  much  stress 
has  been  placed  is  that  requiring  annual  regis- 
tration of  all  practicing  physicians.  The  initial 
registration  must  be  effected  through  the  secre- 
tary of  the  board  of  medical  examiners,  but 
subsequent  registrations  may  be  made  through 
the  secretary  of  the  local  medical  societies  by 
filing  a properly  endorsed  form  that  is  to  be 
supplied  direct  to  the  physician  by  mail  from 
the  Regent’s  office.  Each  registered  physician 
will  receive,  on  the  first  of  March  in  each  year,, 
a printed  list  of  all  duly  registered  physicians 
in  the  state,  and  will  be  invited  to  report  the- 
names  of  any  known  nonregistered  practi- 
tioners. It  has  been  contended  that  this  will 
greatly  facilitate  recognition  and  prosecution, 
of  persons  attempting  to  practice  medicine 
without  becoming  properly  licensed.  The  an- 
nual registration  fee  is  $2 ; the  penalty  for 
failing  to  comply  with  this  portion  of  the  law 
is  $1  for  each  30  days  or  part  thereof  that 
one  may  be  in  default;  and  wilful  refusal  to 
comply  subjects  any  licensed  physician  to  a 
penalty  of  $1  per  day  for  the  first  30  days  and 
$5  per  day  thereafter. 

A third  important  factor  in  the  law  is  the 
provision  that  use  of  the  title  “Doctor”  (in  an 
implied  medical  sense)  by  any  person  not  law- 
fully licensed  to  practice  medicine  shall  be 
considered  a misdemeanor ; and,  the  further 
provision  that  “display  by  any  person  of  a 
sign  or  an  advertisement  bearing  a name  as 
practitioner  of  medicine  in  any  manner  or  by 
implication  or  containing  any  other  matter  for- 
bidden by  law  shall  be  presumptive  evidence” 
of  the  practice  of  medicine.  The  last  is  quali- 
fied, however,  as  follows : “It  shall  be  neces- 
sary to  prove  in  any  prosecution  or  hearing 
under  this  article  only  a single  act  prohibited 
by  law  or  a single  holding  out  or  any  attempt 
without  proving  a general  course  of  conduct, 
in  order  to  constitute  a violation. 

The  above  mentioned  features  are  the  es- 
sentially new  elements  in  the  law  and  it  will 
be  highly  interesting  to  watch  developments- 
under  their  application  and  enforcement.  The 
campaign  to  amend  the  old  law  in  these  par- 
ticulars was  carefully  devised  and  skilfully 
conducted.  The  medical  profession  was  for- 
tunate in  having  this  bill  emanate  from  non- 
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professional  sources ; as  stated  by  Governor 
Smith,  the  originators  of  the  bill  were  well 
known  to  be  two  great  Departments  of  the 
State  Government,  those  of  Education  and  of 
Health,  and  that  its  supporters  were  actuated 
.■solely  by  public  health  motives.  That  is  the 
proper  source  of  such  legislation,  and  while 
the  organized  medical  profession  may  well 
lend  active  support  it  should  not  be  placed  in 
the  embarassing  position  of  initiating  and 
sponsoring  such  measures,  and  of  thus  incur- 
ring the  obloquy  of  the  false  charge  of  pro- 
moting selfish  interest. 

There  may  be  for  us  several  lessons  to 
come  from  the  passage  and  application  of  this 
law.  Should  it  prove  in  time  to  be  productive 
of  all  the  good  results  its  advocates  have 
claimed  in  its  behalf,  it  may  serve  as  a model 
for  improving  our  own  state  law ; should  any 
unexpected  flaws  be  discovered,  we  may  profit 
by  the  observation,  and  remedy  such  defects; 
already  we  may  advisedly  take  into  thoughtful 
consideration  the  methods  by  which  this  legis- 
lation was  effected — particularly  the  factor  of 
public  education  to  the  point  where  demand 
for  its  enactment  came  from  other  than  medi- 
cal sources  interested  in  the  preservation  and 
safeguarding  of  the  public  health. 


PROGRESS  OF  THE  JOURNAL. 

Development  of  the  Journal  during  the  past 
year  has  been  in  some  respects  phenomenal. 
It  has  doubled  in  size,  as  measured  by  number 
of  words  printed,  and  has  considerably  im- 
proved in  quality.  Four  new  and  distinctive 
departments  — Ethics,  Economics,  Esthetics 
and  Lighthouse  Observations — have  become 
firmly  established ; and  2 new  ones,  Lay  Mir- 
ror Reflections  and  Historic  Countv  Reviews, 
have  been  inaugurated.  These  special  sections 
advance  the  idea  of  supplying  each  member 
monthly  with  something  of  personal  interest. 

You  can  materially  aid  in  holding  the  Jour- 
nal on  its  present  high  plane,  or  better  still  in 
advancing  it  further,  by  giving  it  personal 
support.  Make  it  a rule  to  send  us  frequently 
some  original  scientific  article,  clinical  case 
record,  or  a letter  relating  to  medical  topics  of 
general  interest.  Do  your  own  part  toward 
improving  the  Journal  and,  above  all,  see  that 
your  county  keeps  abreast  of  the  leading 
county  societies  in  publishing  its  work. 


JHetucal  Ctfws 

ETHICS  AND  THE  MEDICAL 
PROFESSION. 

Richard  C.  Cabot,  M.D.,  Boston,  Mass. 

(Reprinted  from  Survey  Graphic, 
by  permission.) 

Continued  from  May  Journal. 

Most  of  the  code  contains  nothing  that  is 
now  under  discussion,  and  since  this  article  is 
concerned  with  current  movements,  rather 
than  with  settled  customs  in  medical  ethics,  I 
will  refer  to  only  one  matter. 

The  code  is  quite  representative  of  medical 
opinion  in  its  strong  condemnation  of  “contract 
practice.”  At  any  rate,  it  certainly  was  so 
when  it  was  written  and  no  one  could  be  cer- 
tain of  support  in  any  proposition  to  rescind 
this  condemnation  today.  But  it  is  noticeable 
that  the  code  is  brief  and  vague  when  it  comes 
to  define  what  “contract  practice”  means. 
There  is  a good  reason  for  this,  for  the  attempt 
to  define  it  would  show  that  any  viable  defini- 
tion must  cover  practices  that  are  very  widely 
recognized,  certain  to  continue  and  strongly 
supported  by  many  of  us,  though  still  silently 
frowned  on  by  others. 

“Contract  practice”  means  medical  services 
contracted  for  by  a mutual  insurance  club,  by 
a “lodge”,  by  a manufacturing  corporation,  by 
the  owners  of  a mine,  by  the  managers  of  a 
department  store,  or  by  a concern  such  as  the 
Life  Extension  Institute. 

The  doctor  sells  his  services  not  directly  to 
a patient,  but  to  a club  or  a commercial  organi- 
zation which  contracts  for  them  in  order  to 
benefit  the  health  of  its  members  or  employees. 
This  action,  it  is  contended,  is  commercializing 
the  medical  profession  and  bringing  unfair 
competition  to  bear  upon  the  private  prac- 
titioner. For.  the  medical  services  thus  con- 
tracted for  are  sold  for  a price  which  under- 
cuts the  lowest  that  the  private  physician  can 
charge  and  still  make  a living. 

At  its  worst  this  system  is  seen  in  the  so- 
called  “lodge”  practice.  Membership  in  a 
lodge  or  fraternal  order  carries  with  it  the 
right  to  free  treatment  by  the  “lodge  doctor” 
who  is  paid  out  of  the  lodge  dues  and  must  at- 
tend without  fee,  any  member  who  is  sick. 
The  pay  given  to  the  lodge  physician  is  so  small 
and  the  number  of  patients  whom  he  may  have 
to  attend  is  so  great,  that  it  is  impossible  for 
him  to  give  good  service,  so  that  I think  it  is 
generally  agreed  by  patients  and  physicians 
who  know  much  about  “lodge  practice”  that  it 
represents  the  worst  type  of  medical  practice 
that  exists.  It  is  rendered  still  worse  by  the 
“political”  maneuvering  necessary  for  the  doc- 
tors who  compete  to  secure  these  positions 


June,  1926 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


295 


which,  though  so  miserably  paid,  are  much 
sought  after  because  the  pay,  though  small,  is 
secure  and  because,  by  holding  such  position 
for  a few  years,  the  physician  gets  himself 
known  and  when  he  resigns  can  step  into  a bet- 
ter position  than  he  had  at  the  start. 

This  sort  of  practice  is  what  “contract  prac- 
tice" originally  meant  and  it  is  condemned,  so 
far  as  I know,  by  all  physicians,  including  those 
employed  under  it.  It  encourages  disgracefully 
low  standards  of  medical  work,  hurried  and 
botched  examinations,  guesses  at  diagnosis, 
treatment  that  is  a wretched  farce. 

But  of  late  years,  after  the  medical  codes 
had  sweepingly  and  justly  condemned  this  sort 
of  “contract  practice”  because  it  is  bad  not  only 
for  the  physicians  who  have  to  compete  with 
it,  but  for  the  patients  treated  under  its  agree- 
ment, there  has  sprung  up  the  factory  physi- 
cian, the  mine  doctor,  the  doctor  of  a local 
health  center,  the  department  store  physician 
with  his  assistants,  his  nurses,  his  well  equip- 
ped clinic  and  laboratory  and  his  quite  suffi- 
cient salary.  He  is  doing  excellent  work  and 
he  and  those  employing  and  those  whom  he 
treats  are  well  satisfied  with  the  arrangement. 

Yet  he  is  selling  medical  services  not  directly 
to  a patient  but  to  a commercial  concern.  He 
certainly  is  doing  contract  practice,  and  he  cer- 
tainly competes  with  the  private  practitioner. 
Much  argument  is  spent  to  disprove  this.  It 
is  contended  that  he  is  not  treating  but  pre- 
venting disease,  that  his  examinations  and  his 
advice  are  purely  for  hygienic  purposes  and 
that  whenever  a patient  is  actually  ill,  he  is 
referred  to  his  own  private  doctor  and  not 
treated  by  the  company  doctor.  But  the  meas- 
ure of  truth  in  these  contentions  is  not  great. 
In  the  first  place,  accidents  occurring  in  the 
factory  are  often  treated  by  the  factory  physi- 
cian (or  nurse)  and  although  the  treatment 
is  supposed  to  represent  nothing  but  “first 
aid",  and  any  subsequent  treatment  is  supposed 
to  be  carried  out  by  the  family  physician,  first 
aid  and  the  directions  that  go  with  it  are  some- 
times all  the  aid  that  the  patient  needs.  There 
is  usually  no  after-care.  Yet  if  the  store  phy- 
sician or  factory  physician  had  not  existed, 
some  family  physician  would  have  earned  a 
fee  for  attending  to  the  injury.  It  is  the  same 
with  the  various  “medical  emergencies”,  such 
as  “fainting  fits”,  headaches,  colds,  cramps, 
etc.,  which  are  usually  attended  to  at  the  plant. 
Some  private  physician  loses  a fee  in  many 
such  cases. 

But  this  is  not  all.  For  the  factory  or  store 
managers  are  anxious  not  only  to  have  illness 
properly  treated  when  it  occurs  in  their  plants, 
but  they  are  still  more  anxious  to  have  it  pre- 
vented. Endeavors  are  made  in  the  plant  to 
teach  the  employees  to  take  care  of  themselves 


so  well  that  they  shall  not  fall  ill  with  anything 
like  the  ordinary  frequency.  In  so  far  as  they 
succeed  in  this,  the  employers,  through  the 
physicians  in  their  pay,  are  depriving  the  pri- 
vate physician  of  his  livelihood. 

The  difference  between  the  “industrial  phy- 
sician" and  the  “lodge  doctor”  is  that  the  for- 
mer is  well  paid,  does  good  work  and  does  not 
so  obviously  compete  with  the  private  prac- 
titioner, while  the  latter  is  ill  paid,  cannot  af- 
ford the  time  to  do  good  work  and  is  obviously 
a competitor.  But  even  here  the  competition 
and  the  loss  are  not  as  great  as  they  seem,  for 
the  "lodge  doctor”  is  not  called  in  many  f amilies 
if  they  think  the  trouble  is  at  all  serious;  or, 
if  called  the  first  time,  the  lodge  doctor  is  often 
soon  superceded.  So  that  I think  the  high- 
toned  industrial  physician  really  brings  as' 
much  “unfair”  competition  to  the  private  prac- 
titioner as  the  despised  lodge  doctor  does.  At 
any  rate  I remember  that  the  “industrial  phy- 
sicians” were  quite  uncertain  as  to  their  ethical 
standing  in  the  eyes  of  the  rest  of  the  profes- 
sion when  a few  years  ago  they  decided  to  form 
an  Association  of  Industrial  Physicians  in 
which  they  could  discuss  the  interests  peculiar 
to  their  type  of  work. 

This  problem  of  “contract  practice”  brings 
out  a peculiar  feature  of  medical  ethics : that 
in  endeavoring  to  protect  their  group  interests 
by  rules  against  certain  “unfair”  practices,  the 
physicians  are  likely  at  any  moment  to  dis- 
cover that  they  are  acting  against  the  public 
interest,  against  the  protection  of  public  health. 
No  one  defends  “lodge  practice”,  but  everyone 
who  has  studied  the  subject  dispassionately, 
defends  and  extols  the  work  of  the  industrial 
physical!,  which  is  preventive  but  not  merely 
preventive  in  its  effects.  So  far  as  I know,  the 
American  Medical  Association — which  repre- 
sents most  of  the  physicians  in  the  United 
States  and  is,  on  the  whole,  a very  useful  body 
— has  never  attacked  industrial  medicine.  But, 
if  the  Association  were  consistent,  it  would 
attack  it  as  it  is  now  attacking  another  valu- 
able agency  for  the  preservation  of  health, 
namely,  the  Life  Extension  Institute. 

The  Life  Extension  Institute  provides  phy- 
sical examination  for  supposedly  healthy  peo- 
ple, in  order  to  forestall  and  prevent  disease, 
just  as  we  have  an  elevator  examined  periodi- 
cally to  make  sure  that  it  will  not  break  down. 
Having  made  a good  many  such  examina- 
tions myself,  without  striking  benefit  that  I 
could  see,  I was  sceptical  of  its  being  able  to 
accomplish  any  positive  benefits  to  health  until 
I was  convinced  by  the  actuarial  figures  of  the 
Metropolitan  Life  Insurance  Company,  which 
show  that  those  who  take  yearly  physical  ex- 
aminations and  are  given  such  hygienic  advice 
as  the  results  of  examination  indicate,  live 
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longer  than  those  who  do  not.  Resting  on  these 
figures  the  Metropolitan  now  offers  its  policy 
holders  free  examinations  by  the  physicians 
of  the  Life  Extension  Institute  and  pays  for 
those  examinations,  believing  that  it  saves 
money  through  the  increased  longevity  of  those 
so  examined. 

But  the  American  Medical  Association, 
through  its  Judicial  Council,  protests  that  these 
examinations  are  bad  because  they  ought  to 
be  made  by  private  physicians  and  not  by  phy- 
sicians in  the  pay  of  any  agency  which  might 
make  money  out  of  the  transaction.  We  have 
just  established  a branch  of  the  Institute  in 
Boston  and  as  a member  of  the  group  of  phy- 
sicans  who  are  acting  as  its  advisors  and  en- 
deavoring to  promote  the  public  health  through 
furthering  these  preventive  measures,  I fall 
under  the  condemnation  of  representative  phy- 
sicians, some  of  them  men  of  the  highest  and 
most  disinterested  character  and  close  personal 
friends  of  those  whom  they  condemn.  Their 
argument  is  that  we  are  commercializing  med- 
ical service  because  these  examinations  ought 
to  be  made  by  the  private  physician  and  because 
no  profit  ought  to  be  made  out  of  tbe  transac- 
tion of  examining  a patient  except  by  the  phy- 
sician who  examines  him.  No  layman  ought  to 
get  anything  out  of  it,  for  such  laymen  may 
not  have  the  highest  interests  of  the  patient 
in  view,  but  may  be  out  chiefly  for  profit. 

Of  course  all  this  could  be  said  about  the 
factories  and  stores  employing  industrial  phy- 
sicians to  keep  their  employes  well.  They,  too, 
might  have  merely  commercial  and  not  at  all 
philanthropic  aims.  Why  does  not  the  Judicial 
Council  of  the  American  Medical  Association 
condemn  them  too?  I know  no  answer. 

The  fact  that  the  Life  Extension  Institute 
has  been  losing  money  or  barely  coming  out 
square  is  of  course  no  proof  that  it  might  not 
some  day  make  money  and  lie  run  with  money- 
making as  its  chief  end.  The  fact  that  the  ex- 
aminations made  in  New  York  and  Boston  of- 
fices of  the  concern  are  preeminently  thorough 
and  accurate,  does  not  guarantee  that  they 
always  will  be  so,  in  the  hands  of  this  and  of 
other  similar  companies  which  may  spring  up. 
This  must  be  agreed  to  and  as  a check,  I think 
that  such  companies  as  the  Life  Extension 
Institute  should  welcome  (as  that  body  does) 
periodic  investigation  of  their  methods  by  any 
properly  constituted  authority,  such  as  state  or 
federal  health  officers.  Industrial  corporations 
employing  physicians,  should  also  invite  similar 
scrutiny  and  supervision. 

But  how  would  the  private  physician  like  to 
undergo  a similar  scrutiny  of  his  records,  his 
laboratory,  his  methods  of  examination?  And 


how  would  he  come  out  under  it?  Would  it 
be  shown  that  he  was  always  non-commercial, 
thorough,  dispassionate,  conscientious  ? 

My  impression,  from  a fairly  extensive  ex- 
perience with  private  physicians’  methods,  leads 
me  to  believe  that  they  would  resent  such  a 
scrutiny,  even  if  it  involved  no  invasion  of  the 
patient’s  private  affairs,  and  that  they  would 
not  show  up  favorably  in  the  art  of  physical, 
chemical  or  psychologic  diagnosis.  In  the  pub- 
lic clinics,  in  industrial  establishments,  and  in 
the  examining  rooms  of  the  Life  Extension 
Institute,  the  check  of  comparison  with  others, 
the  records  and  methods  seen  by  others,  the 
daily  companionship  and  team-work  with 
others  who  share  the  responsibility  and  con- 
tribute the  advantage  of  their  slightly  different 
angle  of  vision,  all  tend  to  raise  and  to  main- 
tain high  standards  of  work.  The  isolation  of 
the  private  practitioner,  on  the  other  hand, 
makes  it  harder  for  him  to  attain  and  to  keep 
up  such  standards.  There  need  be  no  difference 
in  innate  ability,  in  medical  school  training, 
in  conscientiousness  or  unselfishness  between 
the  private  practitioner  and  the  physician  con- 
nected with  a group  of  physicians  in  an  insti- 
tution like  a factory,  a public  hospital,  a dis- 
pensary or  a life  extension  institute.  The  two 
sets  of  men  might  be  identical  in  their  origi- 
nal personal  and  professional  attributes.  But 
I believe  anyone  who  has  known  both  groups 
will  have  no  hesitation  in  saying  that,  on  the 
average,  the  private  physician  gives  less  efficient 
service,  because  he  works  under  conditions  un- 
favorable to  the  attainment  and  to  the  main- 
tenance of  good  standards  in  medical  technic. 

The  Massachusetts  Medical  Society  con- 
sidered this  year  the  case  of  the  Life  Exten- 
sion Institute  recently  established  in  Boston 
and  though  not  at  all  enthusiastic  about  it,  de- 
cided not  to  attempt  any  obstructive  tactics. 
Recently,  as  I sat  around  a table  with  the 
orthodox  and  respectable  group  of  doctors  com- 
posing its  advisory  board  (one  of  them  since 
elected  President  of  the  Massachusetts  Medi- 
cal Society  itself),  I reflected,  with  satisfac- 
tion, on  the  change  that  had  come  about  in  the 
profession  since  the  Committee  on  Ethics  and 
Discipline  of  this  same  society  publicly  con- 
demned me  for  advocating  the  same  sort  of 
experiments  in  public  medical  service  that  we 
of  the  Life  Extension  Institute’s  Advisory 
Board  are  now  backing.  Then.  I was  an 
abominable  heretic,  though  advocating  these 
same  reforms ; now,  I have  become  almost  or- 
thodox; soon,  I shall  have  become  a matter 
of  course. 

In  retrospect  over  35  years’  observation  of 
the  workings  of  ethics  in  the  medical  profes- 
sion, I avoid  any  attempt  to  decide  whether 
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we  are  getting  better  or  getting  worse.  No 
such  judgment  can  be  better  than  a guess, 
colored  by  the  last  rumor  or  story  that  one 
has  heard!  What  does  seem  to  me  clear  is  that 
a medical  oath  of  allegiance  and  a written  code 
of  ethics,  revised  periodically,  are  of  interest 
(1)  as  registering  ethical  advance — not  often 
ethical  retreat — and  (2)  as  brakes  on  our 
natural  tendencies  to  slip  back.  They  bring 
medical  ethics  out  into  the  open  and  make  it 
less  apt  to  become  what  G.  Bernard  Shaw  call- 
ed it,  “a  conspiracy  against  the  public”. 

But  in  medical  men,  as  in  all  men,  the  strong- 
est force  for  ethical  advance  has  been,  in  my 
experience,  the  intimate  contact  with  other 
medical  men  better  than  themselves,  whereby 
by  “osmosis”  nobler  habits  of  thought  and 
action  seep  across  from  teacher  to  pupil,  from 
chief  to  interne,  from  colleague  to  colleague 
without  a word  spoken  on  the  subject. 


Jflebical  Economics 


VENIT  HESPERUS. 

A twelvemonth  past  we  were  approached 
by  the  Editor  and  kindly  but  firmly  invited  to 
fill  in  a page  of  the  Journal  each  month  under 
the  caption  of  “Medical  Economics”.  We  in- 
quired, what  were  medical  economics?  To 
which,  the  Editor  replied  at  length  but  withal 
vaguely,  and  we  said  we  thought  so  too — we 
didn’t  know  either.  After  some  parley  we 
agreed  to  assume  the  responsibility  for  the  en- 
suing year,  it  must  be  admitted  with  a certain 
reluctance,  and  not  uninfluenced  by  threats  of 
exposure  as  a slacker.  Soothed  however,  and 
not  a little  emboldened  by  our  own  ignorance 
of  the  subject  (it  seemed  an  opportunity  to 
learn  something — an  opportunity  which  has 
proved  ample,  by  the  way),  the  task  was  un- 
dertaken, and  we  wish  to  go  on  record  as  hav- 
ing enjoyed  it. 

This  enjoyment  was  enhanced  because  we 
have  never  felt  that  anyone  would  read  the 
page  anyhow ; though  we  do  know  of  two  in- 
dividuals who  apparently  glanced  over  it.  One 
agreed  with  us ; the  other  did  not — decidedly 
not ; and  as  ideas  are  put  in  print  for  the  pur- 
pose of  arousing  discussion,  we  regard  our- 
selves on  the  known  figures  to  have  been  50% 
successful. 

We  had  hoped,  ere  the  year  was  out,  to  have 
developed  some  information  as  to  a definition 
of  Medical  Economics.  None  has  been  forth- 
coming and  to  any  who  may  object  to  our 
choice  of  subjects  we  can  only  reply  in  the 


language  of  an  early  patriot — If  these  be  not 
Economics,  make  the  most  of  it ! 

Native  modesty  forebade  our  signing  the 
page ; though  this  caused  some  discussion 
with  the  Editor,  who,  we  fancy,  for  all  his  bold 
exterior,  felt  just  a trifle  shy.  He,  however, 
having  won  his  first  point,  generously  yielded 
to  us  in  this.  While  giving  credit  to  our  own 
quality  of  modesty  for  this  decision,  we  also 
must  confess  it  has  given  us  a feeling  of  al- 
most editorial  importance  to  have  the  page  un- 
signed. Too,  and  not  least  of  its  advantages, 
there  is  the  fact  that  if,  at  any  time,  one  wants 
to  hurl  a brick,  it  is  more  safely  done  from 
behind  a stone  wall.  Perhaps  that  is  merely 
modesty,  but  the  captious  might  term  it  in- 
herent caution,  or  worse ; at  any  rate,  our  ob- 
servation during  wartime  was  that  it  was  a 
well  recognized  principle  of  action  along  the 
front.  Our  final  and  clinching  argument  was 
that  if  none  were  going  to  read  it.  why  sign 
it  anyway? 

Were  we  writing  a preface  instead  of  a 
valedictory,  we  should  like  to  have  adopted 
one  from  a small  volume  we  picked  up  not  long 
ago,  which  fits  rather  well  over  what  we  have 
put  down  month  by  month.  It  ran  something 
like  this : “The  following  thoughts  were  not 
originally  intended  for  publication.  They  were 
merely  put  down  from  time  to  time,  much  as 
a traveler,  on  his  first  voyage  at  sea,  leans  over 
the  rail.  He  has  nothing  against  the  ocean,  and 
he  is  not  interested  in  fish  culture ; he  simply 
has  something  he  must  give  up". 

We  have  reserved  our  apologia  for  the  end 
instead  of  placing  it,  as  might  properly  have 
been  done,  at  the  beginning,  thinking  to  time 
it  with  the  confession  of  our  identity.  And 
now,  Venit  Hesperus,  ite  capellae — twilight 
falls,  skip  home  little  kids ; the  day’s  work  is 
over.  We  can  only  trust  no  rough  spots  have 
been  left  behind  in  too  great  need  of  sand- 
papering, and  that  none  of  our  remarks  have 
been  received  in  any  other  spirit  than  that  of 
an  effort  to  bring  up,  and  give  impetus  to,  sub- 
jects needing  discussion. 

Criticism,  we  think,  is  more  apt  to  be  an 
expression  of  egoism  than  of  altruism.  It  is 
an  effort  on  the  critic’s  part  to  relieve  certain 
of  his  own  mental  paresthesias  aroused  by 
chronic  indigestion ; and  one  gains  an  idea  of 
the  comparative  success  or  failure  of  his  family 
doctor’s  ministrations,  according  as  his  criti- 
cisms are  less  or  more  caustic.  Observing  the 
game  from  the  bleachers,  the  critic  sees  it  as 
a whole,  forgets  too  often  his  own  participa- 
tion in  days  gone  by,  and  fails  to  make  allow- 
ance for  the  dependence  of  individual  effort 
on  the  player’s  ability  to  react  at  the  moment 
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to  his  environment.  And  it  must  never  be  for- 
gotten that  environment  comprises  both  his 
immediate  surroundings  and  the  influence  of 
things  he  has  left  at  home. 

I he  page  has  been,  we  fear,  somewhat  de- 
void of  the  lighter  vein,  for  which  we  can  only 
offer  our  apologies  as  we  reveal  ourself  in  say- 
ing farewell  to  indulgent  readers  as 

Their  most  Obliged, 

Obedient,  and 

Humble  Servant, 

Dryasdust. 


Cstftetks 


AN  INTERPRETATION  OF  LIFE. 

Some  months  ago,  in  April,  1925,  to  be 
exact,  the  Book  Review  Edition  of  the  Literary 
Digest  contained  an  interesting  commuication 
on  this  subject  from  the  pen  of  Gabriel  Wells. 
It  is  so  good  that  we  are  taking  the  liberty  of 
reproducing  it  for  the  consideration  of  our 
readers,  who  may  not  have  had  the  opportunity 
of  seeing  the  original. 

“The  most  amazing  spectacle  in  the  univer- 
sal procession  of  things  is  our  lightsome  at- 
titude toward  Life.  Life  is  an  illusion,  Life 
is  a dream.  Life  is  a jest,  are  phrases  often 
on  our  lips;  and  more  momentous,  not  infre- 
quently exemplified  in  our  actions.  Is  it  any 
wonder,  then,  that  the  stern  laws  of  Life  take 
their  revenge? 

“Strange,  the  various  particular  activities 
which  go  to  the  making  of  Life  we  do  treat 
with  becoming  gravity.  Whether  it  be  busi- 
ness, or  art,  or  science,  or  even  sports,  we 
normally  approach  these  functions  in  a spirit 
of  earnestness;  but  Life  as  a whole  we  treat 
with  levity.  Half  the  earnestness  which  we 
bestow  upon  the  parts  of  Life,  were  we  to 
transfer  that  to  the  whole  of  Life,  it  would  set 
us  on  the  road  of  a harmonious  and  purposeful 
living. 

“But  no,  not  always  is  flippancy  our  dominant 
mood.  Times  there  are  indeed  when  we  stand 
in  awe  at  the  fact  of  Life.  But  the  point  is, 
we  only  turn  solemn  when  we  contemplate  the 
course  of  Life,  not  at  its  stream,  but  at  its  two 
ends — the  source  and  the  cessation.  Yet  how 
illogical  to  spurn  the  thing  for  what  it  is,  and 
then  take  to  heart  its  arising  and  its  passing, 
even  to  the  verge  of  desolation!  Nor  is  this 
attitude  understandable  as  a matter  of  plain 
common  sense.  Not  that  I would  deprecate 
or  belittle  the  emotional  value  of  lifting  the 
veil  of  things.  I only  question  the  essentially 
determinative  bearing  of  such  attempts. 


“Let  me  try  to  make  my  thought  specifically 
clear.  Tou  witness  a play.  Is  your  appreciation 
of  the  merits  of  the  performance  determined  by 
the  circumstance  of  how  you  came  into  the 
theatre,  or  how  you  are  going  to  leave  it?  The 
performance  was  either  good,  or  it  was  not. 
It  stands  upon  its  own  basis.  Thus  with-Life. 
Life  is  itself- — is  neither  that  which  precedes 
it,  nor  that  which  follows  it.  The  coming 
hither  and  the  going  hence  are  not  to  be  de- 
cisive factors  in  the  determination  of  our  be- 
havior. \\  hether  the  Fundamentalists  have 
it,  or  whether  the  Rationalists;  whether  we  in- 
cline towarid  Darwin’s  theory  of  man’s  origin 
Or  toward  the  more  flattering  version  endorsed 
by  Mr.  Bvran,  we  must  play  the  game  of  life 
according  to  its  own  inherent  rules,  or  failure 
must  be  our  lot,  inevitably.  Let  me  ask : Do 
we  not  expect  a public  servant,  for  instance, 
to  fill  his  place  worthily,  be  he  appointed  from 
above  or  elected  from  below? 

“The  entire  difficulty  with  us  humans  lie>  in 
a misconception  of  the  character  of  Life.  We 
look  upon  Life  as  a gift.  And  as  we  tire  of 
a gift,  so  of  Life  we  tire.  But  Life  is  not  a 
gift.  Life  is  a loan,  and  like  a loan  is  meant 
to  be  used  productively ; and.  yes,  to  be  repaid, 
and  that  with  interest.  And  by  thus  conceiv- 
ing of  Life,  substance  is  imparted  to  the 
thought  that  Life  becomes  what  we  make  of 
it.  Consider  what  effect  upon  our  conduct  it 
would  have  if  we  were  to  start  each  day  with 
the  idea  imprest  upon  our  mind  that  we  are 
handling  a loan  and  not  a gift!  Then,  truly, 
would  our  guiding  star  forevermore  he  service. 

“Greatly  daring,  I am  now  led  to  hazard  a 
definition  of  Life.  It  is  modeled  upon  Lin- 
coln's classic  definition  of  Democracy.  Life 
is  existence  in  the  whole , with  the  whole,  and 
for  the  whole.  Otherwise  exprest : To  keep 
in  line  with  the  center  of  things — to  be  inspired 
with  a sense  of  wholeness — that's  Life. 

“One  word  more.  There  are  those  who  pro- 
nounce Life  a Tragedy.  If  Life  does  prove 
a tragedy,  is  it  not  often  because  we  acted  as  if 
it  were  a comedy?  Life  is  neither  Tragedy 
nor  Comedy.  Held  in  true  perspective,  Life 
is  a Drama — a composition  of  connected  acts 
where  the  elements  of  good  and  evil,  of  dark- 
ness and  light  zestfully  intermingle ; a con- 
struction whose  inception  and  termination,  as 
such,  have  no  relevance.  Development  is  all." 


Facing  Torture. 

‘'There  goes  Granite  Jaw,  the  glass  eater."  ob- 
served the  circus  clown,  ‘‘and  look  at  the  ex- 
pression he’s  wearing.” 

“Yes,”  replied  the  acrobat.  “His  wife  is  mak- 
ing him  keep  a date  he  made  with  the  dentist." — 
(Am.  Legion  Weekly.) 


The  Old  Somers’  Mansion,  Still  in  Excellent  State  of  Preservation. 


A Corner  of  Pine  Rest  Sanatorium. 


Administration  Building  and  One  Wing  of  Atlantic  City  Isolation  Hospital. 
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At  the  last  Annual  Meeting  of  the  Medical 
Society  of  New  Jersey,  it  was  suggested  that 
we  proceed  to  collect  material  for  the  publica- 
tion of  a series  of  short  journal  articles,  con- 
stituting a survey  of  each  county,  and  for  the 
ultimate  preparation  of  a medical  history  of 
the  state.  It  was  contemplated  that  these  sur- 
veys might  be  presented  one  each  month, 
serially  and-  in  alphabetic  order  if  possible,  and 
that  the  object  would  be  to  show  primarly 
what  medical  institutions  exist  in  each  county, 
and  what  medical  men  have  done  and  are  doing 
toward  the  betterment  of  mankind.  Naturally, 
Atlantic  County  would  head  such  a list  and 
quite  appropriately  we  have  found  it  possible 
to  publish  the  first  of  these  surveys  in  the  same 
issue  that  announces  the  coming  visit  of  the 
State  Society  again  to  Atlantic  County’s  most 
attractive  spot — -Atlantic  City.  Limited  space 
at  our  command  will  compel  us  to  condense 
the  surveys,  but,  even  so,  we  believe  that  a 
sufficient  number  of  points  may  be  touched 
upon,  in  even  the  smallest  counties,  to  make 
these  interesting  contributions  to  a knowledge 
of  medical  affairs  in  the  state,  and  it  is  hoped 
that  such  a presentation  of  the  development 
all  over  the  state  may  stimulate  the  more  back- 
ward districts  to  emulate  the  successes  of 
those  more  advanced. — Editor. 

MEDICAL  SURVEY  OF  ATLANTIC 
COUNTY. 

Philip  Marvel,  M.D., 

Atlantic  City,  New  Jersey. 

The  earlv  history  of  Atlantic  County  is  in- 
timately bound  up  with  that  of  Gloucester,  of 
which  it  was  originally  an  organic  part,  and  it 
is  difficult,  in  consequence,  to  select  such  items 
as  might  reflect  creditably  upon  the  early  resi- 
dents of  the  Atlantic  portion  of  “Old  Glou- 
cester”. Furthermore,  this  section  of  the  state 
was  not  settled  and  developed  as  early  as  the 
northern  district  because  it  was  looked  upon  as 
impenetrable  or  uninhabitable,  and  was  often 
referred  to  as  “the  wilds  of  west  Jersey”;  the 
terms  east  and  west  being  applied  then  to  the 
divisions  of  the  state  now  recognized  as  north 
and  south  Jersey. 

Once  settlers  did  begin  to  inva'de  this  terri- 
tory, however,  progress  was  very  rapid  and  the 
one-time  wilderness  of  pine  forests  and  deadly 
marsh  lands,  infested  by  wild  animals  and 
wilder  and  more  dangerous  pests  in  the  form 
of  mosciuitoes  and  green  flies,  has  become  the 
“World’s  Play  Ground”  and  the  leading  health 
resort  of  America. 

In  this  development  medical  men  have  played 


a leading  role.  It  was,  for  instance,  a phy- 
sician, Dr.  Jonathan  Pitney,  of  Absecon,  who 
founded  Atlantic  City  and  who  was  the  prime 
mover  in  securing  construction  of  the  first  rail- 
road across  this  portion  of  the  state — the  old 
“Camden  and  Atlantic” — connecting  Phila- 
delphia with  the  coast.  It  appears  to  have  been 
Pitney  who  drafted  the  railroad  charter,  who 
fought  for  its  granting  by  the  General  As- 
sembly, and  who  led  in  the  combat  against  dis- 
couragements and  hindrances  until  the  road 
was  completed  and  the  first  train  run  through 
on  Tuly  1,  1854. 

It  would  be  interesting  to  continue  a detailed 
story  of  the  parts  played  by  physicians  of  the 
county  in  public  life,  political  arid  military  es- 
pecially, but  we  shall  have  to  pass  that  over 
with  the  mere  statement  that  members  of  the 
profession  have  contributed  their  full  share 
toward  the  development  of  community  life 
and  in  the  defense  of  the  nation. 

The  first  physician  to  have  become  a resi- 
dent of  Atlantic  County  seems  to  have  been 
Dr.  Richard  Collins,  a native  of  Ireland,  who 
located  in  Galloway  Township  in  1765,  one 
year  before  the  organization  of  the  State  Medi- 
cal Society.  About  the  year  1799,  Dr.  Ezra 
Baker  moved  to  Absecon  from  Tuckerton, 
and  in  1800  Drs.  Renard  and  Ephraim  Sawyer,, 
said  to  have  been,  descendants  of  Miles  Stan- 
ish,  located  at  Absecon.  Advent  of  the  Saw- 
yer’s was  closely  followed  by  that  of  Dr.  Levi 
Rogers,  in  1802,  and  Thomas  W.  Peck,  in 
1807,  both  of  whom  are  affectionately  re- 
membered for  their  great  success  in  dealing 
with  an  epidemic  of  typhoid  fever,  in  1813, 
along  the  “West  Jersey”  coast.  It  was  in  1819' 
that  Johathan  Pitney  moved  to  Absecon  from 
Morris  County  and  for  a period  of  50  years 
thereafter  he  was  the  leading  physician  in  the 
county.  Shortly  after  taking  up  residence  at 
Absecon,  Pitney  began  to  make  visits  to  the 
shore  and  was  soon  impressed  by  the  physical 
properties  of  the  coast,  its  wonderful  atmo- 
sphere, splendid  southern  exposure  of  the 
sand  dunes  through  which  surface  waters 
readily  percolated  and  upon  which  stagnant 
pools  never  formed,  and  he  soon  started  publi- 
cation of  his  convictions  as  to  the  remedial  in- 
fluence of  this  location  and  climate.  In  ad- 
dition to  projecting  the  future  health  resort — 
Atlantic  City — and  securing  railroad  communi- 
cation with  the  rest  of  the  world,  he  is  ac- 
credited with  having  induced  the  national  gov- 
ernment to  build  a lighthouse  on  this  beach ; 
the  Absecon  light  having  been  established  at 
his  instance  in  1857. 

In  the  early  county  days,  Absecon  and 
Somers  Point  were  the  principal  villages ; the 
latter  having  grown  up  on  the  site  of  the 
original  homestead  of  Richard  Somers,  an- 


300 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


June,  1926 


cestor  of  Dr.  Lewis  Somers  who  began  prac- 
tice in  1832.  Among  other  distinguished  At- 
lantic Countv  physicians  of  the  nineteenth 
century  we  find:  Joseph  A.  Stout  and  John  J. 
Jessup,  of  Somers  Point;  Lorenzo  Fisler,  John 
Budd,  Julius  S.  Taylor  and  Charles  Gill,  of 
Mays  Landing;  Richard  S.  Parker,  of  Port 
Republic;  Job  Somers,  of  Linwood ; and  Lewis 
Reed,  the  first  physician  to  become  a resident 
of  Atlantic  City.  It  is  related  of  Dr.  Reed 
that  he  left  his  home  in  Millville,  in  1857,  to 
go  to  Weymouth,  Atlantic  County,  lost  his  way 
and  found  himself  at  Egg  Harbor  station  just 
before  arrival  of  the  train  for  Atlantic  City. 
“The  thought  occurred  to  him  that  he  would 
give  his  tired  horse  a rest  and  run  down  to 
Atlantic  City  for  a day.  He  had  never  visited 
the  new  resort,  and  had  no  intention  of  locat- 
ing here.  He  happened  to  arrive  the  day  after 
an  accident  at  the  Methodist  Church,  then  be- 
ing built,  when  a carpenter  named  Conover  fell 
from  a scaffold  and  was  killed.  The  thought 
in  everybody's  mind  then  was  that  Atlantic 
City  ought  to  have  a resident  physician,  and  as 
Dr.  Reed  stepped  from  the  cars  he  was  recog- 
nized by  a friend,  who  said:  ‘You  are  the  very 
man  we  need  here’.  The  doctor  was  introduced 
to  Lemuel  Eldridge,  at  that  time  the  factotum 
of  Atlantic  City.  Mr.  Eldridge  agreed  with 
Dr.  Reed’s  friend,  and  both  insisted  that  the 
physician  should  quit  Millville  and  come  to 
Atlantic  City.  Two  weeks  afterward  he  opened 
his  office  on  Atlantic  Avenue,  and  a year  later 
was  elected  mayor,  serving  5 terms  of  one  year 
each.  He  was  also  appointed  postmaster  by 
President  Lincoln  in  1861,  and  served  until 
1872.  Dr.  Reed  died  in  1898,  aged  92  years.” 

Though  Mavs  Landing  remains  the  county 
seat,  the  rapid  progress  of  Atlantic  City  has 
made  it  the  largest  town  within  the  county  and 
the  center  of  chief  interest.  The  principal 
county  institutions  are  located  in  this  vicinity ; 
noteworthy  among  these  being  the  Pine  Rest 
Sanatorium,  for  the  care  of  tuberculosis  pa- 
tients, and  the  Hospital  for  Mental  Diseases, 
at  Smith’s  Landing.  The  former  has  an  ideal 
location,  on  the  edge  of  a small  pine  forest 
and  within  half  a mile  of  the  ocean;  the  latter 
is  in  a quiet,  peaceful  country  atmosphere,  and 
yet  quite  accessible  for  friends  of  its  guests. 

Chief  among  medical  institutions  of  the 
county  is  the  Atlantic  City  Hospital,  which  was 
organized  in  1897,  had  its  formal  opening  No- 
vember 30,  1898,  when  it  had  a capacity  of 
only  10  beds,  and  has  grown  to  its  present 
proportions  of  a handsome,  thoroughly 
equipped,  modern  hospital  building.  with  a 
capacity  of  225  beds,  which  will  be  increased 
to  400  when  the  new  wing  now  building  is 
completed.  From  the  professional  point  of 
view  few,  if  any,  hospitals  in  the  state  can 


claim  to  surpass  this  one  in  the  excellence  of 
service  rendered.  Not  the  least  important 
feature  of  the  professional  work  is  the  monthly 
Staff  meeting,  at  which  detailed  reports  of 
each  department  must  be  presented  and  dis- 
cussed. Reference  to  the  county  society  re- 
ports appearing  regularly  in  the  Journal  will 
disclose  the  instructive  character  of  these  Staff 
meetings ; we  know  of  nothing  more  valuable 
to  the  local  profession,  of  any  community,  than 
such  conferences,  if  conducted  in  the  manner 
habitual  here. 

I hat  the  Atlantic  City  Municipality  is  not 
behind  the  times  in  its  public  medical  obliga- 
tions is  well  shown  in  the  City’s  Infectious  Dis- 
ease Hospital  and  in  the  praiseworthy  work 
of  the  City  Health  Commissioner,  Dr.  Samuel 
Salasin.  1 he  health  problems  of  a resort  like 
Atlantic  City  are  manifold,  various  and  pe- 
culiar, but  this  capable  young  official  handles 
them  all  with  remarkable  success. 

Of  special  interest  among  the  “semimedi- 
cal” institutions  of  the  city  is  the  Public 
Library;  interesting  to  us  because  of  the  fact 
that  from  the  very  beginning  the  Board  of 
Trustees  has  included  a physician,  Dr.  J.  B. 
Thompson,  from  1902  to  1909,  and  Dr.  W.  E. 
Darnall  ever  since  1903 ; and  further,  from 
the  fact  that  the  latter  is  the  founder  of  and 
has  succeeded  in  developing  within  the  library 
a very  respectable  medical  section,  embracing 
a valuable  collection  of  text-books  and  periodi- 
cals. 

The  Atlantic  County  Medical  Society  was 
organized  June  7,  1880,  pursuant  to  a call  from 
a group  of  hard-working,  earnest  doctors, 
who  were  feeling  the  need  of  professional  fel- 
lowship. Those  who  attended  the  organiza- 
tion meeting  were : Job  Somers,  of  Linwood ; 
E.  PI.  Madden  and  F.  B.  Waters,  Absecon ; 
Daniel  B.  Ingersoll,  Mays  Landing;  Theophilus 
Boysen,  Egg  Harbor;  G.  E.  Abbott,  Ocean 
City;  W.  Boardman  Reed  and  Willard  Wright, 
Atlantic  City.  The  officers  elected  at  that 
meeting  were : President,  Job  B.  Somers ; 
Secretary,  Theophilus  Boysen ; Treasurer,  E. 
IT.  Madden.  The  purpose  of  the  organization 
was  strongly  set  forth  in  a Constitution  and 
a series  of  By-Laws  which,  in  the  main,  con- 
tinue as  the  guiding  influence  of  the  societv 
at  the  present  time. 

The  growth  of  the  society  continued  until 
practically  every  eligible  physician  in  the 
county  is  included  in  its  membership,  and  the 
scientific  work  of  the  society  is  of  an  un- 
usually high  order.  The  influence  of  the  so- 
ciety has  been  exemplified  many  times  in  its 
effect  upon  public  opinion,  in  securing  legisla- 
tion for  betterment  of  .sanitary  conditions  and 
in  effecting  the  enforcement  of  laws  enacted 
to  safeguard  the  public  health. 
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The  160tli  Annual  Meeting,  Haddon  Hall,  Atlantic 
City,  June  17,  18,  and  19,  1926. 


PROGRAM  OF  MEETING. 


ANNOUNCEMENTS. 

Credentials  and  Certificates. 

The  Committee  on  Credentials  will  meet  at  Had- 
don Hall  on  Wednesday  afternoon,  June  16,  and 
on  Thursday  morning,  June  17.  Its  office  will  be 
open  at  appointed  times  during  the  meeting. 

The  Constitution  requires  that  all  Fellows,  Of- 
ficers, Annual  and  Permanent  Delegates,  and  Re- 
porters shall  register  with  this  committee. 

Permanent  Delegates  failing  to  register  will  be 
marked  as  absent  by  the  Recording  Secretary. 
Annual  Delegates  must  present  to  this  committee 
a certificate  of  election  signed  by  the  President 
and  Secretary  of  their  component  societies. 
Without  such  certificate  they  cannot  sit  as  mem- 
bers of  the  House  of  Delegates. 

Every  Permanent  Delegate  must  present  a cer- 
tificate bearing  the  seal  of  the  Society  and  signed 
by  the  Recording  Secretary,  and  without  such 
certificate  he  cannot  register  nor  vote  in  the  House 
of  Delegates.  Nominees  for  Permanent  Delegates 
cannot  register  as  Permanent  Delegates  until 
after  their  election  by  the  State  Society,  when 
they  will  receive  certificates  from  the  Secretary 
so  that  they  can  obtain  their  appropriate  badges. 

Certificates  of  nominees  for  Permanent  Dele- 
gates must  follow  the  special  form  given  in  the 
Constitution  on  page  12.  They  should  be  sent  to 
the  Recording  Secretary  at  least  one  week  before 
the  meeting,  so  that  the  names  may  be  presented 
to  the  Society  for  election. 

Each  member  of  the  Nominating  Committee 
should  present  his  certificate  to  the  Recording 
Secretary  before  the  opening  of  the  afternoon 
session  so  that  the  names  of  the  Nominating 
Committee  may  be  announced  as  indicated  on  the 
program.  The  Nominating  Committee  will  meet 
on  Thursday,  June  17,  at  5:30  p.  m.  in  the  com- 
mittee room. 

Papers  and  Reports. 

All  papers  read  before  the  Society  or  appear- 
ing by  title  on  the  program,  whether  read  or  not, 
thereby  become  the  property  of  the  Society.  The 
author  of  each  paper  is  required  to  give  the  Re- 
cording Secretary  a legible  copy  of  the  same  BE- 
FORE reading.  The  expense  of  alterations  in  a 
paper  after  it  is  in  type,  and  the  cost  of  illustra- 
tions, is  borne  by  the  author.  All  manuscripts 
should  be  typewritten,  double  spaced,  and  on  one 
side  of  the  paper  only. 

Excepting  orations  and  the  addresses  of  the 
President,  the  time  to  be  occupied  in  the  actual 
reading  of  a paper  is  limited  absolutely  to  20 
minutes.  Those  opening  the  discussion  are  al- 
lowed 10  minutes  each,  others  5 minutes  each. 

Members  desiring  to  present  voluntary  papers 
or  reports  of  cases  should  first  have  their  papers 
accepted  by  the  Committee  on  Scientific  Work 
and  then  apply  to  the  Committe  on  Program  for 
a position. 

Papers  and  reports  not  presented  when  called 
for  by  the  President  cannot  be  presented  at  a 
later  time  unless  the  regular  order  of  business  is 
completed. 

All  members  of  component  societies  who  are 
in  good  standing  are  entitled  to  sit  as  associate 
members  and  have  the  privilege  of  discussing  pa- 
pers in  the  general  session,  but  have  no  vote  nor 
the  right  to  take  part  in  the  discussions  of  the 
House  of  Delegates. 


On  arising  to  discuss  a paper,  the  speaker  will 
please  walk  forward  to  platform  and  announce 
his  name  and  address  clearly  for  the  benefit  of 
the  Society.  No  member  may  speak  a second 
time  in  any  discussion. 

All  sessions  will  be  opened  promptly  at  the- 
hour  set,  in  order  that  the  program  may  be  car- 
ried out  as  planned. 

The  Board  of  Trustees  will  meet  at  Haddon 
Hall,  Wednesday,  June  16,  8 p.  m. 

Committees  or  Boards  desiring  meeting  rooms 
will  please  notify  the  Committee  on  Arrangements, 
M.  W.  Reddan,  Chairman,  or  W.  D.  Olmstead, 
Secretary. 

The  rates  at  Haddon  Hall,  on  the  American 
plan,  are: 

Rooms  with  running  water — 

1 person,  $6.00  to  $8.00  per  day. 

2 persons,  $12.00  to  $14.00  per  day. 

Rooms  with  bath — 

1 person,  $10.00  per  day. 

2 persons  $14.00  to  $20.00  per  day. 

Exhibits. 

Exhibits  of  instruments,  books,  pharmaceutical 
preparations,  x-ray  apparatus,  etc.,  will  be  shown 
in  a special  room  of  the  hotel  and  members  are 
urged  to  avail  themselves  of  this  opportunity  to 
examine  the  very  latest  improvements  in  these 
various  departments. 

The  degree  of  interest  shown  by  the  visitors  in 
these  exhibits  mathematically  increases  or  de- 
creases the  revenue  to  the  Society.  It’s  up  to  you 
to  help  

Thursday,  June  17,  1926,  9 A.  M. 

Meeting'  of  House  of  Delegates 

Thursday,  June  17,  2 P.  M. 

Newer  Therapy  of  Cardiovascular  Renal  Disease, 
Hyman  I.  Goldstein,  Camden,  N.  J. 

Abstract. — Consideration  of  hypertension,  as- 
cites, acute  heart  failure.  Value  of  ammonium 
chlorid,  potassium  chlorid,  calcium  chlorid  nova- 
surol  (merbaphen),  hepatic  extract  (hepatin), 
homocamfin  (cyclosal),  tetranitrate  erythrol,  lum- 
inal ( phenobarbital ) , theocin  (theophyllin)  alpha- 
lobelin  and  certain  newer  operative  procedures 
briefly  discussed. 

Therapeutic  Problems  of  Renal  Vascular  Disease 

and  Their  Rational  Solution, 

Theodor  Teimer,  Newark,  N.  J. 

Abstract. — Faulty  practices  in  treating  renal 
disease.  Treatment  of  co-existing  pathologic 
conditions.  The  main  problem:  Adaptation  of 
disordered  metabolism  on  the  principle  of  sparing 
the  diseased  organ.  Protein  ration.  The  choice 
of  protein.  Total  caloric  intake.  Balancing  the 
diet.  Acidosis.  Salt  restriction.  Posture,  rest 
and  exercise.  Safeguarding  cardiac  efficiency. 
Reducing  blood  pressure.  Summary  and  practi- 
cal points.  What  may  be  accomplished. 

The  Heart  In  Cardiovascular  Renal  Disease, 

Charles  E.  Teeter,  Newark,  N.  J. 

Abstract. — Well-being  of  the  individual  deter- 
mined more  by  the  integrity  of  the  musculature 
of  the  heart  than  by  height  of  the  blood  pres- 
sure curve.  Pathologic  changes  in  the  structure 
of  the  heart  in  hypertensive  cases.  Types  of  car- 
diac breakdown.  Early  signs  of  failure  of  func- 
tion of  the  heart.  Late  signs  of  failure  of  func- 
tion. Remedial  measures  to  safeguard  the  circu- 
lation. Conclusions. 

Renal  Vascular  Disease;  Nature  and  Treatment, 

Frederick  M.  Allen,  Morristown,  N.  J. 

Abstract. — Classification  of  types  of  renal  vas- 
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cular  disease  chiefly  on  a morphologic  basis. 
General  conception  of  toxic  as  opposed  to  mechan- 
ical group  from  standpoint  of  therapy.  Meth- 
ods of  treatment,  chiefly  by  diet.  Conception  of 
these  disorders  as  caused  or  aggravated  only  by 
definite  agencies,  in  opposition  to  the  traditional 
conception  of  spontaneously  progressive  disease. 

Discussion  on  symposium,  opened  by  F.  R. 
Sandt,  Paterson,  N.  J. 


Thursday,  June  17.  8 P.  M. 

Presidential  Address, 

Lucius  F.  Donohoe,  Bayonne,  N.  J. 

A Study  of  Turtle’s  Heart  by  Analysis  with  Slow 
Motion  Camera;  the  Effect  of  Vessel  Changes 
in  the  Heart  Muscle  as  a Potent  Factor  in 
Cardiac  Degeneration  and  Incompetence.  Il- 
lustrated with  moving  pictures  and  lantern 
slides. 

Orrin  Sage  Wightman,  New  York. 


Thursday,  June  17.  9 P.  M. 

Smoker  and  Ladies'  Entertainment. 

Friday,  June  18,  9 A.  M. 

The  Essentials  for  a Successful  Prostatectomy, 

A.  Haines  Lippincott,  Camden  N.  J. 
Abstract. — The  relief  of  retention;  preoperative 
preparation;  the  value  of  blood  chemistry  and 
renal  tests  as  a guide  for  operation;  the  waiting 
period;  postoperative  management. 

Recent  Progress  in  Urology  of  General  Interest 
to  the  General  Practitioner, 

Hugh  H.  Young.  Baltimore,  Md. 
Abstract. — The  various  advances  in  urology. 
The  clinical  and  laboratory  studies  used  in  the 
preparation  of  a patient  for  prostatic  and  kidney 
operations,  and  the  determination  of  when  the 
patient  can  be  safely  operated  on.  Recent 
changes  in  operative  technic  in  perineal  opera- 
tions for  benign  prostatic  hypertrophy,  carcinoma 
of  the  prostate  and  median  prostatic  bars.  The 
differential  diagnosis  in  these  conditions.  The 
symptomatology  and  pathology  of  urethral  valves 
and  other  congenital  conditions.  Postoperative 
methods  and  ultimate  results.  The  problem  of 
urinary  infections.  Studies  of  various  germicides 
and  the  results  of  their  use  in  local  treatment  in 
the  urinary  tract.  Studies  made  with  intravenous 
germicides.  Value  of  intravenous  germicides  in 
both  local  and  general  infections.  Citation  of 
cases  of  various  types  in  which  mercurochrome 
and  gentian  violet  have  been  employed  success- 
fully. The  problem  of  antiseptic  treatment  of 
infectious  diseases. 

The  Treatment  of  Bladder  Tumors  with  Metal 
Seeds  Containing  Radium  Emanation, 

Edward  L.  Keyes,  New  York. 
Abstract. — -Glass  seeds  of  radium  emanation, 
such  as  have  been  previously  employed,  permit 
grave  sloughing.  Metal  seeds  permit  larger  and 
more  efficient  dosage  of  radium  emanation,  per- 
mit neat  surgery,  eliminate  the  need  for  bladder 
resection,  occasion  relatively  slight  postoperative 
toxemia  and  little  sloughing,  and  permit  the  pri- 
mary suture  of  the  bladder  no  matter  how  large, 
the  tumor  attacked.  Technic.  Choice  of  eysto- 
scopic  or  suprapubic  method  of  approach.  Con- 
trol of  results  by  radiography.  Case  histories. 

Urographic  Studies  of  Various  Types  of  Congeni- 
tal Renal  and  Ureteral  Conditions, 

S.  R.  Woodruff,  Jersey  City,  N.  J. 
Abstract. — Incidents  of  congenital  lesions  and 


anomalies  of  the  kidney  and  ureter.  An  explana- 
tion of  the  causes.  Congenital  lesions  of  the  kid- 
ney and  ureter  are  usually  only  diagnosed  by  urog- 
raphy. Cystoscopy  with  ureteral  catheterization 
not  sufficient.  History  and  physical  examination 
of  very  little  value.  Simulation  of  abdominal  and 
pelvic  visceral  diseases  so  close  that  frequent  er- 
roneous judgments  are  made,  and  unnecessary 
operations  performed.  Clinical  signs  of  these  con- 
ditions often  not  great  unless  infection  or  calcu- 
lus formation  take  place.  More  frequent  in  fe- 
male, and  symptoms  often  ascribed  to  neuras- 
thenia. In  double  kidney,  lower  pelvis  usually 
contains  the  most  pathology.  Frequently 
no  symptoms  in  female  until  pregnancy,  when 
pyelitis  is  very  liable  to  intervene.  Bilateral 
anomalies  rare.  Vague  abdominal  pains  with 
severe  intermittent  crises  should  be  studied  by 
urography.  X-rays  alone  will  not  detect.  Inter- 
mittent or  continued  pyuria,  particularly  when 
symptomless,  often  due  to  congenital  deviations 
from  the  normal  in ' structure.  Lantern  slide  il- 
lustrations of  various  types. 

Epithelioma  of  the  Penis, . 

Charles  H.  De  T.  Shivers,  Atlantic  City,  N.  J. 

Abstract. — Study  of  5 cases  of  squamous  cell 
epithelioma  of  the  penis.  Causes  ascribed  by  pa- 
tients themselves.  Predisposing  causes  given  by 
the  examining  physician.  Symptoms:  Subjective, 
objective.  Examination:  General,  local;  general 
inspection,  palpation,  removal  of  tissue  for  his- 
tologic examination.  Pathology:  Clinical  types  of 
carcinoma  of  the  penis;  the  most  frequent  site  of 
origin.  Differential  diagnosis  from  syphilis,  gran- 
uloma inguinalis,  and  chancroidal  infections. 
Treatment:  X-rays,  radium,  and  amputation  with 
removal  of  inguinal  lymph  nodes.  Results:  Car- 
cinoma of  the  penis  in  which  inguinal  nodes  were 
not  involved;  carcinoma  of  the  penis  in  which  in- 
guinal nodes  were  involved.  Individual  case  re- 
ports. Lantern  slides. 

Friday,  June  18,  2 P.  M. 

Election  of  Officers.  No  other  business. 

Friday,  June  18.  2:30  I*.  M. 

Roentgenologic  Diagnosis  of  Gall-Bladder  Disease. 

Illustrated  by  lantern  slides. 

J.  Roemer,  Paterson,  N.  J. 

Abstract. — There  are  3 methods  by  means  of 
which  gall-bladder  pathology  may  be  roentgeno- 
logically  diagnosed.  They  are:  Direct  method,  in- 
direct method  and  cholecystography,  The  di- 
l’’  ct  method  consists  in  roentgenologic  visualiza- 
tion of  gall-stones  and  the  gall-bladder.  The  in- 
nomena  observed  in  the  course  of  an  examination 
of  the  gastro-intestinal  tract,  by  means  of  an 
opaque*  meal.  Cholecystography  is  the  study  of 
gall-bladder  pathology  by  means  of  an  opaque 
dye  which  is  administered  intravenously  or  orally. 

Discussion,  Ernest  May  and  Erwin  Reisman, 
Newark,  N.  J. 

Radiation  Therapy  in  Tuberculosis, 

Ernest  A.  May,  Newark,  N.  J. 

Home  Treatment  of  Tuberculosis  by  Artificial 

Pneumothorax, 

M.  James  Fine,  Newark,  N.  J. 

Gleanings  from  40  Years  of  General  Practice. 

G.  ‘B.  Philhower,  Nutley,  N.  J. 

Friday,  June  18.  8:30  P.  M. 

Ladies’  Entertainment. 

Saturday,  June  19.  9 A.  M. 

House  of  Delegates. 
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TREASURER'S  REPORT,  1925. 

CAPITAL  ACCOUNT. 

DR. 

January  1 — 

1 M Chicago  & Alton  3%  % Bond  $78.6.50 

2 M 1st  Liberty  Loan  3 V2  % Bond  2000.00 

10  M 4th  Liberty  Loan  4*4%  Bond  9935.00 


2 M Certificates  of  Deposit 2000.00 

December  1 — 

Profit  on  Sale  of  5 M 4th  Liberty 

Loan  Bonds 136.57 


$14,858.07 


CR. 

December  31 — 

1 M Chicago  & Alton  3 V2  % Bond.  786.50 

5 M 1st  Liberty  Loan  3 V2  % Bond.  2000.00 

5 M 4th  Liberty  Loan  4 % Bond.  4975.63 

Cash  to  current  accounts  7095.94 


$14,858.07 

CURRENT  ACCOUNT 

1925 

Balance,  January  1st  g40  07 

Assessments — 


Atlantic 

Bergen  

Burlington  . . . . 

. . . 510.00 

Camden  

Cape  May  

Cumberland  . . . 

. ..  215.00 

Essex  

Gloucester  .... 

15.00 

Hudson  

. . . 1770.00 

Hunterdon  . . 

...  130.00 

Mercer  .... 

Middlesex  

. . . 435.00 

Monmouth  . . . . 

. . . 355.00 

Morris  .... 

Ocean  

Passaic 

Salem 

Somerset 

. ..  195.00 

Sussex 

90.00 

Union  

Warren 

180.00 

T $11,490.00 

Interest  .$62  2 21 

From  Committee  on  Arrangements.  . . . 131.71 

From  Committee  on  Publication 4995.21 

From  Capital  Account  7095.94 

Error  in  Deposit  Slip  1.00 

Sale  of  Health  Examination  Material.  4.9  5 


$25,181.69 


PAYMENTS 

1925 

For  Committee  on  Credentials 90.50 

“ Publication 9465.52 

“ Welfare  2501.90 

“ By-Laws  2.00 

Health  Examination  Material....  122.50 

Board  of  Trustees 60.00 

Printing  & Stationery 661.41 

Legal  Services  2018.53 

Annuity  500.00 

Executive  Secretary’s  Office 7222.28 

Recording  Secretary’s  Office  ....  1913.55 

Treasurer's  Office  84.10 

BALANCE,  Deqember  31  539.40 


$25,181.69 

E.  J.  Marsh,  Treasurer. 


TREASURER'S  REPORT  FOR  THE  FISCAL 
YEAR  1926. 

(January  1 — May  31) 

CAPITAL  ACCOUNT. 

DR. 


January  1. 


1 M 

Chicago  & Alton 

3 %.%  bond 

$786.50 

2 M 

1st  Liberty  Loan 

SV2%  bond 

2000.00 

5 M 

4th  Liberty  Loan 

4J4%  bond 

4975.63 

$7762.13 

CR. 

May  31. 

1 M 

Chicago  & Alton 

3 V2  % bond 

$786.50 

2 M 

1st  Liberty  Loan 

3 % bond 

2000.00 

5 M 

4th  Liberty  Loan 

4J4%  bond 

4975.63 

$7762.13 

CURRENT  ACCOUNT. 

RECEIPTS. 

Balance, 

January  1 

Assessments — 

Atlantic  ....... 

. . . . $1180 

Bergen  

. . . . 1100 

Burlington  . . . . 

. . . . 100 

Camden  

. . . . 1050 

Cape  Mav  

. . . . 200 

Cumberland  . . . 

. . . . 460 

Essex  

. . . . 5390 

Gloucester  

. . . . 290 

Hudson  

. . . . 3590 

Hunterdon  . . . . 

. . . . 250 

Mercer  

. . . . 1300 

Middlesex  

. . . . 895 

Monmouth  . . . . 

. . . . 770 

Morris  

. . . . 700 

Ocean  . . 

. . . . 160 

Passaic 

. . . . 1760 

Salem  

. . . . 180 

Somerset  

350 

Sussex  

....  170 

Union 

. . . . 1620 

Warren  

. . . . 330 

$ 

21.845.00 

Interest  . 

147  08 

From  Committee  on  Publication 

2,432.08 

Health  Examination  Charts 

sold 

35.85 

$24,999.41 

PAYMENTS. 


For  Committee  on  Publication $3710.65 

“ “ “ Welfare  358.56 

“ Board  of  Trustees 7.00 

“ Executive  Secretary:  Salary 4166.66 

Office  and 

Travel  Account  1420.06 

Printing  & Stationary 527.53 

Legal  Expenses  178.22 

Delegates  to  A.M.A.:  RR  fares 218.98 

Treasurer’s  Office  . 7.85 

Recording  Secretary’s  Office 23.96 

Annuity  250.00 

Balance  to  1927  14,129.94 


$24,999.41 


E.  J.  Marsh,  Treasurer. 
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Current  Cbents. 


STATE  HOSPITAL  AT  G KEYSTONE  PARK 
GRADUATION  EXERCISES. 

Graduation  exercises  of  the  School  of  Nursing' 
conducted  by  the  State  Hospital  at  Greystone 
Park  were  field  on  the  evening  of  Wednesday, 
April  14  in  the  chapel  of  the  Main  Building.  The 
formal  exercises  were  followed  by  a reception  and 
dance  in  honor  of  the  graduates,  in  the  adjacent 
amusement  hall.  The  chapel  and  hall  were  beau- 
tifully decorated  with  an  artistic  profusion  of 
palms,  ferns,  other  potted  plants  and  cut  flowers 
from  the  hospital  greenhouses,  where  many  of  tne 
patients  delight  to  employ  their  time  in  healthful 
occupation.  Prominent  in  the  decorative  scheme 
were  the  class  colors  red  and  white. 

Graduated  were  Miss  Elizabeth  Krauchuck  of 
Elizabeth  and  Miss  Anna  A.  Stassat  of  Newark, 
New  Jerse’y;  Miss  Jeanette  McDonald  of  New  York 
City  and  Miss  Beulah  Curtis  of  Belfast,  Maine. 

The  order  of  exercises  were:  A serenade  by  the 
orchestra;  invocation  by  Rev.  Fr.  John  J.  Culliney 
•of  St.  Virgil’s,  Morris  Plains;  introductory  remarks 
by  Superintendent  Marcus  A.  Curry,  M.  D.;  ad- 
dress by  Hon.  William  J.  Ellis,  Commissioner  of 
the  State  Department  of  Institutions  and  Agencies; 
presentation  of  diplomas  and  class  pins  by  Dr. 
Augustus  S.  Knight,  chairman  of  the  medical  and 
nursing  committee  of  the  Board  of  Managers  of 
the  hospital;  benediction  pronounced  by  Rev. 
Henry  Harris  of  the  First  Presbyterian  Church  of 
Morris  Plains. 

Superintendent  Curry,  in  welcoming  Commis- 
sioner Ellis,  President  Daniel  S.  Voorhees  and 
other  members  of  the  Board  of  Managers,  mem- 
bers of  the  graduating  class,  guests  and  friends, 
expressed  the  belief  that  the  occasion  marked  an 
epoch  in  the  history  of  the  hospital  and  in  the 
care  and  treatment  of  the  mentally  ill;  em- 
phasizing that  this  is  the  first  graduation  of 
nurses  held  since  the  reorganization  of  the  train- 
ing school.  In  a brief  history  of  the  school.  Dr. 
Curry  said  that  although  a training  school  had 
been  maintained  at  the  institution  since  1894  and 
has  done  excellent  work  in  a limited  field,  it  did 
not  meet  the  requirements  of  the  State  Board  of 
Examiners  of  Nurses  for  an  accredited  school  of 
nursing  until  about  4 years  ago.  when  the  hos- 
pital authorities  determined  that  modern  con- 
ditions demanded,  in  justice  to  the  patients  and 
student  nurses,  that  if  a course  of  instruction 
were  to  be  given  it  should  be  of  the  highest  type 
and  lead  to  a diploma  of  recognized  value;  that, 
accordingly,  as  Superintendent,  he  was  author- 
ized by  the  Board  of  Managers  to  take  the  nec- 
essary steps  for  a satisfactory  reorganization. 
To  this  there  were  many  obstacles,  due  largely 
to  lack  of  personnel,  because  of  inadequate  hous- 
ing, and  overcrowded  conditions;  but  that  the 
accredited  school  of  nursing  finally  became  a 
reality  and  since  December  1,  1922,  the  Greystone 
Park  School  of  Nursing  has  been  accredited  and 
the  graduates  recognized  by  the  State  Board  of 
Examiners  of  Nurses  and  are  eligible  to  apply 
for  registration  and  become  “R.  N’s.”  under  the 
regulations  of  the  State  of  New  Jersey. 

The  training  school  teaches  the  standard  cur- 
riculum and  has  affiliation  with  the  school  of 
nursing  conducted  by  Bellevue  and  Allied  Hos- 
pitals, New  York.  The  course  is  of  3 years.  The 
first  year  is  spent  at  the  Greystone  Park  school; 
the  second  year  at  Bellevue  and  Allied  Hospitals; 
the  students  then  returning  to  finish  at  Greystone 


Park;  so  that  the  patients  at  the  State  Hospital 
receive  the  benefit  of  the  training  and  experience 
the  nurses  have  gained  at  the  affiliated  school. 

Continuing,  Superintendent  Curry  said  that 
the  value  of  skilled  nursing  in  typhoid  fever  and 
pneumonia  is  now  unquestioned;  but  its  impor- 
tance to  those  suffering  from  disorders  of  the 
mind  is  even  more  vital.  Patience,  tact,  gentle- 
ness, understanding  and  accurate  skill,  all  the 
attributes  that  have  made  the  nursing  profession 
so  highly  honored  and  respected  in  every  circle 
of  society,  are  doubly  essential  to  those  who 
spend  long  hours  caring  for  the  mentally  ill; 
and,  in  addition,  in  a great  institution  like  the 
State  Hospital  at  Greystone  Park,  where  thou- 
sands of  patients  and  hundreds  of  employees  are 
grouped  together,  the  student  nurse  learns  the 
importance  of  cooperation  and  coordination  in 
order  that  all  divisions  of  the  hospital  may  work 
together  efficiently  and  harmoniously  for  the 
greatest  good  of  those  whom  the  institution 
exists. 

Concluding,  Superintendent  Curry  addressed 
the  graduates  directly,  saying:  “We  have  tried  to 
give  you  the  type  of  training  which  will  best 
prepare  you  to  be  of  service  to  the  sick  and 
suffering;  and  you  have  responded  with  diligent 
application.  Now  you  are  prepared,  either  to  go 
out  and  develop  new  fields  for  yourselves  or,  as 
we  sincerely  hope  you  will,  remain  at  this  in- 
stitution and  as  graduate  nurses  help  to  maintain 
and  elevate  the  standards  of  nursing  on  the 
wards -of  the  Greystone  Park  Hospital.  In  either 
case,  I charge  you  to  remember  always  that  the 
first  of  all  requirements  is  loyalty  to  your  pa- 
tients, to  your  professional  standards  of  duty 
and  ethics,  and  to  the  institution;  so  that  no  act 
of  yours  may  ever  bring  anything  but  credit  to 
the  hospital  and  to  the  school  in  which  you  have 
received  your  training.  Others  will  come  after 
you,  a long  and  good  line,  we  hope;  but  you  are 
the  first,  and  in  this  your  position  has  eminence 
which  carries  with  it  a high  order  of  responsi- 
bility.” 

Introducing  Commissioner  Ellis,  Dr.  Curry  said 
that  he  felt  it  peculiarly  fitting  that  the  new 
commissioner  should  be  present  to  address  the 
first  commencement  exercises  of  the  reorganized 
school;  and  paying  a tribute  to  the  Commis- 
sioner’s outstanding  characteristic,  optimism. 

Commissioner  Ellis,  after  paying  a compliment 
to  the  work  of  Superintendent  Curry  and  his 
splendid  staff  and  of  the  work  generally  through- 
out the  State,  made  an  address  of  uncommon 
interest  and  indicated  a ready  familiarity  with 
the  progress  in  medicine,  nursing  and  institu- 
tional administration:  Stating  that  no  realm  of 
human  activity  has  seen  progress  equal  to  that  of 
the  medical  and  nursing  professions  during  the 
last  50  or  75  years;  recounting  some  of  the  in- 
estimable medical  discoveries  just  preceding  and 
following  the  Civil  War,  such  as  ether,  chloro- 
form, the  Pasteur  discoveries,  etc.;  that  there 
is  going  on  a great  progress  and  a great  advance 
all  along  the  line  in  the  fields  of  medicine  and 
hospital  administration;  that  the  nursing  pro- 
fession as  well  as  the  medical  profession  feels 
the  stimulation  of  these  great  discoveries;  that 
since  the  first  State  Hospital  Training  School 
for  nurses  established  at  McLean  Hospital,  Mass., 
in  1879,  the  advantages  of  good  training  in  the 
field  of  psychiatric  nursing  has  gained  wide  re- 
cognition; that  it  has  been  well  said  that’a  grad- 
uate nurse  who  has  been  trained  in  a hospital 
for  mental  and  nervous  diseases  possesses  some- 
thing that  no  graduate  of  any  other  hospital  can 
possibly  have,  as  she  has  worked  with  a class 
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of  patients  whose  care  requires  tact,  patience, 
sympathy,  skill  and  capacity  and  also  requires 
all  other  attributes  of  the  nursing  profession; 
that  great  as  has  been  the  progress  in  the  field 
of  psychiatry  and  great  as  it  has  been  in  hospital 
management  for  the  past  few  years,  we  all  know 
that  the  future  holds  greater  possibilities  and  the 
nurses  are  going  into  this  work  at  a time  when 
there  is  a great  scarcity  of  trained  people  in  this 
important  branch  of  nursing;  and  to  the  grad- 
uates impressing  upon  them  the  importance  of 
loyalty  to  their  profession,  to  their  patients  and 
to  the  organization  with  which  they  are  identi- 
fied; that  as  they  are  graduated  they  carry  with 
them  the  highest  appreciation  that  this  institution 
has  to  give,  the  honor  of  the  school,  the  reputa- 
tion of  the  institution;  that  they  are  not  to  feel 
that  it  is  the  school  or  the  institution  which 
makes  the  record  but  that  they,  as  individuals, 
make  the  record  and  reputation  of  this  institu- 
tion; that  wherever  they  go  they  carry  with  them 
the  best  this  institution  has  to  offer;  the  best 
wishes,  the  confidence,  the  best  training  by  the 
staff  and  Superintendent  of  Nurses,  Miss  Wheeler, 
and  everyone  who  has  touched  their  student  life; 
that  in  their  work  they  will  try  to  reflect  credit 
upon  this  school  of  nursing,  because  there  will 
be  others  to  follow  and  what  they  do  will  in- 
fluence the  future  of  the  hospital  and  training 
school  at  Greystone  Park. 

Concluding,  Commissioner  Ellis  said  that  the 
people  of  New  Jersey  have  responded  to  the 
needs  of  this  institution  and  the  other  institutions 
of  the  State  but  they  should  not  have  done  so 
if  they  did  not  see  the  fruits  of  the  splendid 
work  of  this  staff;  expressing  the  hope  that  this 
occasion  is  just  an  evidence  of  the  beginning 
of  more  confidence,  of  more  progress  and  of 
greater  attainments,  not  only  on  the  part  of  the 
Greystone  Park  State  Hospital  but  of  all  the  in- 
stitutions in  New  Jersey;  that  the  Department 
of  Institutions  and  Agencies  is  keenly  interested 
and  is  enthusiastic  for  Greystone  Park. 

Dr.  Knight,  preliminary  to  presenting  the  di- 
plomas and  decorating  the  graduates  with  the 
class  pin,  paid  a high  tribute  to  the  qualifications 
of  Superintendent  of  Nurses,  Miss  Catherine  F. 
Wheeler,  R.  N.,  and  as  each  graduate  stepped 
forward  to  receive  her  earned  honors  she  was 
cordially  received  with  encouraging  words  of 
congratulations.  Each  graduate  carried  a beau- 
tiful bouquet  presented  by  the  institution;  and 
Superintendent  of  Nurses  received  a gorgeous 
floral  tribute  from  the  graduating  class.  The 
class  pin  which  was  greatly  admired  was  de,- 
signed  by  Miss  /Wheeler. 

After  the  formal  reception  of  the  graduates 
dancing  and  refreshments  were  enjoyed. 

1 

NEW  JERSEY  MEDICAL  WOMAN  S 
ASSOCIATION. 

The  Annual  meeting  of  this  association  will  be 
held  at  the  Seaside  Hotel,  Pennsylvania  avenue 
and  the  Board  Walk,  Friday,  June  18,  1926,  the 
opening  session  to  be  at  noon. 

The  officers  of  the  association  are;  President, 
Dr.  Grace  A.  Holmes,  of  Elizabeth;  Vice-Presi- 
dent, Dr.  Lillia  Ridout,  of  Elizabeth;  Secretary, 
Dr.  Grace  M.  Robertson,  of  821  Second  Place, 
Plainfield,  N.  J. 


SUMMARIZED  REPORT  OF  SECOND  TRI- 
STATE CONFERENCE.  HELD  AT  NEW 
YORK,  FEBRUARY  2(5.  1926. 

The  second  meeting  of  officials  from  New 
York,  Pennsylvania  and  New  Jersey  State  Med- 


ical Societies  was  held  at  the  New  York  Acad- 
emy of  Medicine  on  the  afternoon  of  Friday,  Feb- 
ruary 26,  19  26,  Dr.  N.  B.  Van  Etten-  presiding, 
and  Dr.  Alec  Thomson  acting  as  Secretary. 

The  three  State  Societies  were  represented 
by  the  following  officers  in  attendance: 

New  lTork:  N.  B.  Van  Etten,  President  Medi- 
cal Society  of  the  State  of  New  lrork;  D.  S. 
Dougherty,  Secretary  Medical  Society  of  New 
York;  Orrin  S.  Wightman,  Editor-in-Chief  New 
Yrork  State  Journal  of  Medicine;  Frank  Overton, 
Executive  Editor  New  York  State  Journal  of 
Medicine;  Joseph  S.  Lawrence,  Executive  Officer 
New  Y"ork  State  Medical  Society;  Charles  A. 
Gordon,  Chairman  Committee  on  Public  Health 
and  Medical  Education  Medical  Society  of  New 
Yrork;  W.  H.  Ross,  First  Vice-President  Medical 
Society  of  New  York;  and,  Alec  Thomson,  Execu- 
tive Secretary  Kings  County  Medical  Society. 

Pennsylvania : Ira  G.  Shoemaker,  President 

Pennsylvania  Medical  Society;  Arthur  C.  Mor- 
gan, Chairman  Legislative  Committee  Penn- 
sylvania Medical  Society;  Frank  C.  Hammond, 
Editor  Atlantic  Medical  Journal. 

New  Jersey:  Lucius  F.  Donohue,  President 

New  Jersey  State  Medical  Society;  J.  Bennett 
Morrison,  Secretary  New  Jersey  State  Medical 
Society;  Henry  O.  Reik,  Executive  Secretary  and 
Editor  New  Jersey  State  Medical  Journal. 

In  opening  the  meeting,  President  Van  Etten 
referred  t d the  first  conference  held  in  Atlantic 
City,  November  7,  1925,  and  to  the  good  results 
that  promised  to  come  from  these  gatherings. 
It  has  ben  found  that  these  states  have  a good 
many  common  interests  to  discuss  and  a great 
similarity  in  the  problems  each  must  deal  with, 
so  that  uniformity  of  procedure  is  a thing  very 
much  to  be  desired.  Among  these  problems,  he 
mentioned  the  desirability  of  uniform  laws  gov- 
erning the  licensing  of  physicians,  a subject  es- 
pecially important  to  those  practicing  on  the 
border  lines  of  these  states;  the  classification  of 
nurses  and  regulation  of  their  relationship  to  the 
profession;  the  institution  of  similar  workmen’s 
compensation  laws;  graduate  extension  medical 
work  within  the  profession,  to  aid  the  prac- 
titioner who  is  unable  to  keep  in  close  touch 
with  the  larger  medical  institutions;  and,  the 
promotion  of  health  education  for  the  benefit  of 
the  public. 

Graduate  Medical  Education. 

Dr.  Gordon,  upon  request  of  the  President, 
explained  the  plan  recently  inaugurated  in  New 
York  for  promotion  of  postgraduate  medical 
study.  Through  cooperation  of  his  committee 
from  the  State  Medical  Society,  with  the  State 
Board  of  Health  and  State  Board  of  Education, 
it  has  been  found  possible  to  place  at  the  com- 
mand of  any  county  medical  society,  and  without 
cost  to  the  latter,  courses  of  instruction  in  prac- 
tical medical  subjects.  Lecturers  have  been  se- 
cured who  are  willing,  upon  request  from  the 
county  society,  to  visit  that  county  one  day  a 
week  for  a period  of  six  successive  weeks  and 
to  conduct  a definite  course  of  instruction;  the 
teacher  presents  a short  lecture  and  this  is  fol- 
lowed by  questions  from  the  audience  and  by  a 
general  discussion,  much  after  the  manner  of 
clinical  class  teaching  in  the  last  year  of  med- 
ical school  work.  The  plan  has  been  tried  suc- 
cessfully in  the  teaching  of  obstetrics  and  of 
pediatrics  but  it  can  be  employed  for  any  other 
branch  or  for  any  specifically  limited  medical 
or  surgical  topic;  a varying  number  of  lecture 
days  being  required  according  to  the  length  or 
importance  of  the  subject  chosen.  The  expense 
of  such  work,  consisting  of  a small  honorarium 
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to  the  teacher  and  his  traveling  expenses,  is 
borne  by  the  State  Society  and  Board  of  Health 
which  have  united  in  procuring  a special  fund 
for  this  purpose;  the  attending  class  from  the 
county  society  is  not  charged  for  the  instruction. 
The  county  society  must  take  the  iniative 
however,  in  asking  for  any  of  these  courses  and 
must  take  care  of  all  local  arrangements  as  to 
time  and  place  of  meeting  and  distributing  in- 
formation to  members  of  the  society  and  of  the 
class. 

This  plan  is  susceptible  of  variation  according 
to  the  needs  of  any  particular  community.  For 
instance,  where  there  is  a medical  school,  as  in 
Syracuse,  more  elaborate  courses,  with  clinical 
demonstrations  and  exhibition  of  patients,  may 
be  provided,  or,  in  other  districts,  where  a defin- 
ite course  is  not  wanted,  it  is  possible  to  arrange 
for  a single  lecture  on  such  topics  as  cardiac  dis- 
ease or  tuberculosis,  with  demonstrations  by 
black  board  or  lantern;  instead  of  the  medical 
school,  a county  hospital  may  be  used  as  the 
teaching  center.  The  medical  colleges,  usually 
having  their  own  postgraduate  courses,  have  not 
given  much  support  to  this  plan  but  lecturers 
can  readily  be  obtained  through  the  State  Health 
Department  or  independently  from  among  prom- 
inent members  of  the  profession. 

Dr.  Morgan  explained  the  plan  employed  by 
the  Pennsylvania  State  Society  through  coopera- 
tion with  the  University  of  Pennsylvania  Graduate 
School  of  Medicine.  Definite  courses  are  devised 
by  the  University  authorities  and  members  of 
the  faculty  go  to  various  parts  of  the  state  to 
conduct  this  mode  of  instruction.  Such  courses 
have  been  taken  to  cities  like  Scranton  and 
Sayre,  and  continued  over  a period  of  28  weeks; 
the  details  as  to  local  arrangements  being  left 
to  the  county  medical  society  whose  secretary 
keeps  in  close  touch  with  the  Dean  of  the  school. 
In  both  the  cities  mentioned  a well  organized 
local  hospital  was  used  as  the  medical  center  of 
activity.  The  speaker  advised  that  care  be  taken 
not  to  permit  such  courses  of  instruction  to  in- 
terfere with  the  regular  meetings  and  work  of 
the  county  society;  they  should  be  a thing  apart 
and  distinctive  from  the  routine  society  work. 

Dr.  Thomson  called  attention  to  the  pro- 
nounced success  of  the  weekly  courses  carried 
on  by  the  Kings  County  Medical  Society,  where 
instructive  lectures  and  demonstrations  are  con- 
ducted every  Friday  afternoon  for  one  hour  at 
the  Brooklyn  home  of  the  organization.  These 
courses  have  been  attended  by  a large  percen- 
tage of  the  members  and  have  aroused  immense 
enthusiasm. 

Drs.  Donohoe  and  Morrison  described  the  ef- 
forts made  in  New  Jersey,  which  has  no  medical 
colleges  to  serve  as  graduate  teaching  centers, 
to  carry  on  graduate  instruction,  referring  es- 
pecially to  the  adoption  by  the  State  Society  of 
the  plan  devised  by  the  University  of  Pennsyl- 
vania; the  University  having  offered  to  extend 
its  work  over  the  boundary  line,  to  accept  New 
Jersey  physicians  into  courses  given  at  the  med- 
ical school,  and  to  carry  the  advertized  courses 
to  the  various  counties  in  New  Jersey  on  the 
same  basis  as  they  are  taken  to  the  counties  of 
Pennsylvania.  The  plan  was  accepted  by  the 
State  Society  at  its  last  annual  meeting  but 
in  the  short  time  that  has  elapsed  since  that 
meeting  there  has  been  as  yet  no  response  from 
the  counties. 

Dr.  Reik  expressed  interest  in  the  plan  de- 
scribed by  Dr.  Gordon  and  asked  for  further  in- 
formation as  to  the  procurement  of  funds  for 
carrying  on  this  work.  He  thought  the  difficulty 


in  the  way  of  extending  the  Pennsylvania  plan 
lay  in  the  cost  imposed  upon  the  small  county 
societies;  these  organizations  are  not,  or  do  not. 
consider  themselves,  able  to  defray  such  ex- 
pense. If  courses  of  instruction  can  be  of- 

ferred  to  the  county  men  at  points  near 
their  homes  and  without  any  material  cost, 
such  a plan  will  be  much  more  popular  and  much 
more  likely  to  succeed  than  will  any  plan  that 
calls  for  an  assessment  or  contribution.  At  first 
sight,  it  looks  as  if  Dr.  Gordon’s  plan  might  be 
profitably  substituted  in  New  Jersey  for  the  plan 
previously  considered  and  if  that  should  prove 
to  be  true  the  New  Jersey  men  may  well  feel 
that  in  this  one  point  of  information  gained  they 
will  have  been  repaid  for  attending  this  confer- 
ence. 

Dr.  Wightman  emphasized  the  importance  of 
having  the  county  society  become  the  mucleus 
of  professional  educational  movements.  An  ac- 
tive society  President  and  a competent  Secre- 
tary are  necessary  to  success  and  he  thought  it 
might  be  well  to  bring  the  county  secretaries 
together  to  talk  over  the  details  of  this  problem, 
because  there  are  a lot  of  secretaries  who  are 
not  enthusiastic  workers  until  stimulated  into 
action;  where  you  find  a live  secretary  you  will 
probably  find  lecture  courses  being  arranged. 

Dr.  Van  Etten  said  that  observation  as  Presi- 
dent of  the  New  York  State  Society  had  taught 
him  that  the  county  society  is  just  as  good  as 
its  secretary  and  not  a bit  better.  It  is  essential 
to  use  the  machinery  we  possess,  and  that  means 
to  secure  good  society  secretaries  and  get  them 
actively  cooperating  in  this  work. 

Abolition  of  Diphtheria. 

Dr.  Lawrence  explained  that  the  state-wide 
antidiphtheria  campaign  in  New  York  had  grown 
out  of  the  satisfactory  use  of  toxin-antitoxin  in 
some  of  the  city  health  departments  and  because 
of  the  rather  remarkable  experiences  reported 
as  to  control  of  the  disease  in  certain  localities. 
Auburn  with  a population  of  37,000,  had  record- 
ed no  death  from  diphtheria  in  a period  of  2 
years,  and  the  last  death  reported  prior  to  that 
was  the  result  of  neglect.  During  the  past  year 
an  attempt  has  been  made  to  study  the  situa- 
tion throughout  the  state — the  State  Medical 
Society  cooperating  with  the  State  Department 
of  Health,  the  Charities  Aid  Association,  and  the 
Metropolitan  Life  Insurance  Company — and  a 
working  program  has  been  evolved.  This  pro- 
gram comprises  both  publicity  and  educational 
work  and  is  going  to  be  confined  at  first  to  the 
larger  cities.  It  is  intended  to  start  by  immuniz- 
ing children  under  10  years  of  age  in  the  schools, 
by  securing  the  aid  of  the  family  physicians,  the 
school  physicians,  an#  the  public  clinics.  As  that 
program  is  advanced,  the  work  will  be  directed 
to  the  pre-school  child,  especially  to  children  be- 
tween 6 months  of  age  and  the  time  for  admission 
to  the  school;  the  idea  being  to  eventually  in- 
duce all  parents  to  have  their  children  immunized 
during  the  first  year  of  life.  This  campaign  was 
started  by  the  Committee  of  Health  publishing 
articles  in  the  medical  and  health  journals.  Af- 
ter explaining  the  plan  to  physicians  it  is  laid  be- 
fore the  public  health  and  school  nurses  and  is 
then  carried  to  the  laity;  the  Metropolitan  Life 
Insurance  Company  has  prepared  pamphlets  for 
public  distribution  and  a one  reel  film  showing 
the  effect  of  diphtheria  on  the  health  of  the 
country  from  the  period  of  the  Civil  War  to  the 
present  time.  The  President  of  the  State  Society 
is  sending  letters  to  the  Secretaries  of  all  the 
county  societies  asking  cooperation,  .and  the 
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State  Department  of  Education  is  doing  all  it 
can  to  further  this  work. 

Dr.  Gordon  spoke  of  the  necessity  for  securing 
the  active  cooperation  of  all  practicing  physi- 
cians in  developing  a program  of  this  sort.  It 
is  necesseary  to  have  a full-time  officer  connected 
with  the  state  medical  society  to  visit  all  the 
county  societies  and  outline  the  need  for  stamp- 
ing out  diphtheria  and  explain  the  methods  by 
which  this  can  be  done,  and  to  discuss  the  pro- 
gram thoroughly  with  them,  considering  partic- 
ularly local  problems,  in  order  to  get  the  cam- 
paign definitely  sponsored  by  the  medical  pro- 
fession. The  public  can  be  called  upon  then  to 
accept  the  opportunity  for  immunization  at  a 
given  time  when  the  profession  is  prepared  to 
act  practically  as  a unit  in  the  administration  of 
toxin-antitoxin  to  everyone  who  will  apply  for 
it.  It  should  be  given  by  the  physicians  and 
the  people  should  pay  for  it  whenever  they  can 
afford  to  do  so.  But,  in  order  to  reach  every 
susceptible  child,  the  authorities  must  be  pre- 
pared to  offer  free  toxin-antitoxin  to  every  child, 
on  definite  days  and  in  a definite  manner,  the 
administration  to  be  by  physicians  selected  by  the 
county  society  and  who  shall  be  compensated 
for  their  work. 

Dr.  Thomson  described  the  introduction  of 
this  work  into  Erie  county,  N.  Y.,  where  the 
county  society  thoroughly  discussed  every  as- 
pect of  this  problem  before  starting  the  cam- 
paign. The  city  and  state  health  officers,  being- 
paid  for  their  services,  are  servants  of  the  com- 
munity and  should  aid  the  members  of  the  med- 
ical profession  in  carrying  out  such  a program. 
The  state  medical  society  will  not  be  able  to 
cover  the  entire  state  at  one  survey  but  will  have 
to  secure  the  cooperation  of  each  district  sep- 
arately, and  may  have  to  proceed  slowly  in  order 
to  accomplish  satisfactory  results. 

Dr.  Shoemaker  expressed  the  opinion  that  the 
physician  should  always  be  approached  first  in 
consideration  of  these  health  problems;  that  too 
often,  has  not  been  done.  Lay  organizations 
have  sometimes  started  to  carry  on  health  work 
and  then  attempted  to  supercede  the  physician. 
In  Pennsylvania  the  State  Health  Department 
and  State  Educational  Department  have  been 
considering  the  use  of  toxin-antitoxin  in  the 
schools.  In  so  far  as  possible,  every  child  has 
been  immunized  by  the  school  physicians;  in 
some  instances  with  the  assistance  of  the  Visiting 
Nurses  Association.  Toxin-antitoxin  has  been 
freely  distributed  by  the  Department,  of  Health 
to  all  who  need  it.  There  has  been  some  in- 
diference  on  the  part  of  physicians  because  of 
the  over-activity  of  some  lay  organizations  that 
spread  propoganda  which  the  physicians  could 
not  approve.  Preventive  medicine  should  be  un- 
der the  control  of  the  medical  profession  if  we 
are  to  secure  the  best  results. 

Dr.  Donohoe  discussed  the  lack  of  public  in- 
terest in  these  preventive  measures  and  the 
necessity  for  public  educational  work  to  make 
the  people  appreciate  what  the  state  and  the 
profession  are  doing  for  them. 

Dr.  Morrison  related  the  activities  of  the  New 
Jersey  Board  of  Health  in  relation  to  this  ques- 
tion and  stated  that  the  Board  is  considering  the 
advisability  of  asking  the  Legislature  to  enact  a 
law  for  compulsory  immunization  by  toxin-anti- 
toxin; he  thought  it  doubtful,  however,  whether 
such  a law  can  be  passed  until  the  public  is  in- 
formed as  to  the  benefits  to  be  derived  from  it. 

Dr.  Reik  made  a brief  report  of  his  efforts  at 
public  education  in  medical  matters,  through  the 
broadcasting  of  medical  talks  by  radio  and  the 


simultaneous  presentation  of  mimeographed 
copies  of  these  speeches  to  the  state  press  for 
coincident  publication.  It  is  hoped  to  extend 
these  talks  to  include  preventive  medicine. 

Dr.  Dougherty  remarked  upon  the  importance 
of  having  the  state  medical  society  and  the 
state  Board  of  Health  work  together  in  develop- 
ment of  these  campaigns. 

Dr.  Thomson  suggested  that  Dr.  Gordon’s  plan 
for  post-graduate  instruction  might  be  extended 
to  cover-in  the  field  of  preventive  medicine.  The 
work  can  be  covered  more  rapidly  by  the  medical 
profession  than  by  unofficial  agencies  working  in- 
dependently or  working  as  leaders  of  the  med- 
ical profession.  Through  an  official  study  pro- 
gram we  might  secure  cooperation  more  quickly. 

Drs.  Wightman  and  Overton  spoke  of  the  sup- 
port the  state  medical  journals  could  give  to  this 
work;  through  publishing  details  of  the  cam- 
paign, keeping  every  member  of  the  profession 
informed,  explaining  the  possibilities  of  securing 
toxin-antitoxin  for  charity  use  and  the  most  effec- 
tive methods  of  administering  it. 

Periodic  Health  Examinations. 

Dr.  Wightman  opened  the  discussion  of  this 
subject  and  explained  what  New  York  is  doing 
to  keep  this  a medical  and  prevent  its  becoming 
a commercial  proposition.  It  must  be  fostered 
by  the  county  societies  and  they  can  probably 
best  be  interested  in  the  project  by  demonstra- 
tions of  proper  examinations  and  the  making  of 
proper  records. 

Dr.  Reik  stated  that  the  New  Jersey  State 
Society  had,  at  its  last  annual  meeting,  adopted 
the  history  and  record  blanks  previously  pre- 
pared by  the  New  York  County  Medical  Society 
and  that  he  had  been  presenting  the  subject  to 
county  societies  and  to  lay  organizations  all  over 
the  state.  He  spoke  of  the  desirability  of  secur- 
ing a suitable  moving  picture  film  to  demonstrate 
the  complete  physical  examination,  and  suggested 
that  the  3 states  combine  to  meet  the  expense 
of  having  such  a film  made. 

Drs.  Thomson  and  Wightman  then  referred  to 
some  work  being  done  under  the  auspices  of  the 
New  Y"ork  Tuberculosis  Association,  which  is 
engaged  in  making  such  a film  and  stated  that  it 
is  possible  this  film  will  be  ready  for  inspection 
at  an  early  day.  It  will  be  a reel  of  1000  feet 
length,  and  it  is  possible  that  each  of  the  state 
societies  may  secure  a copy  for  use  in  their  re- 
spective districts. 

Dr.  Hammond  thought  it  important  to  continue 
keeping  this  matter  before  the  profession  by  ar- 
ticles and  notes  in  the  state  society  journals. 
This  was  agreed  upon  at  the  last  conference  and 
we  are  all  trying  to  push  the  matter;  every  issue 
of  the  Journal  should  have,  something  to  say 
about  this  topic. 

Dr.  Morgan  called  attention  to  the  accomplish- 
ment of  the  Pennsylvania  society  in  educating  its 
members  with  regard  to  periodic  health  examina- 
tions. At  the  annual  meeting  in  1924  a list  of 
physicians  was  selected,  numbering  2 8 and  re- 
presenting all  the  teaching  institutions  in  the 
state,  and  placed  under  the  direction  of  one  man 
who  should  arrange  to  make  examinations  of 
as  many  as  possible  Of  the  physicians  themselves. 
These  examinations  served  to  fix  the  importance 
of  the  project  in  their  minds  and  also  served  as 
a means  of  instruction  for  the  conduct  of  such 
examinations.  The  Philadelphia  County  Society 
has  since  set  apart  one  room  in  their  building 
for  conducting  physical  examinations  of  its  mem- 
bers, and  this  growing  group  of  trained  exam- 
iners will  expand  the  work  by  examining  visit- 
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ing  physicians  during  the  period  of  the  sesqui- 
centennial.  The  State  Society  is  also  sending  its 
examiners  to  the  various  county  medical  socie- 
ties, because  it  has  been  found  valuable,  first, 
for  the  physicians  to  be  better  trained  in  the 
technic  of  examination,  and  secondly,  to  become 
responsible  for  spread  of  the  example. 

Group  Insurance  and  Legal  Defense. 

Dr.  Morrison  opened  the  discussion  of  this 
topic  with  an  explanation  of  the  form  of  group 
insurance  now  being  offered  to  the  New  Jersey 
State  Medical  Society.  He  explained  the  gradual 
evolution  of  this  group  policy  up  to  the  point 
where  it  now  appears  to  be  an  ideal  form  of  in- 
surance against  malpractice  suits. 

Drs.  Dougherty,  Van  Etten  and  Ross  discussed 
this  plan  and  all  agreed  that  the  policy  described 
by  Dr.  Morrison  was  the  best  yet  devised  and  put 
into  effect. 

Dr.  Shoemaker  explained  that  Pennsylvania 
had  not  accepted  the  group  plan  but  had  pre- 
ferred to  adhere  to  the  scheme  of  a medical 
defense  fund,  protecting  the  physician  with  ade- 
quate counsel  and  support  of  his  confreres,  but 
not  assuming  any  financial  obligation  as  to  pay- 
ment of  awarded  damages. 

Dr.  Ross  presented  a careful  analysis  of  the 
situation  in  each  of  these  three  states  and,  at 
the  conclusion  of  the  discussion,  Dr.  Dougherty 
offered  a resolution  to  the  effect  that  the  confer- 
ence endorses  the  general  principle  of  having 
state  medical  societies  afford  defense  to  mem- 
bers against  whom  malpractice  suits  may  be 
brought.  This  resolution  was  unanimously 
adopted.  The  Pennsylvania  delegates  were  un- 
willing to  specifically  endorse  the  group  insur- 
ance feature  of  such  protection  as  yet,  preferring 
to  wait  for  further  demonstration  of  its  value. 

Workmen’s  Conpensation. 

This  subject  was  called  up  as  the  next  feature 
of  the  program  but  Dr.  Reik  suggested  that,  as 
the  hour  was  late  and  the  subject  one  of  too 
much  importance  to  be  dealt  with  in  a few  min- 
utes, it  might  be  well  to  carry  this  topic  over 
until  the  next  conference,  and  moved  that 
another  conference  be  held  in  the  near  future. 

Dr.  Morgan  seconded  the  motion,  after  pre- 
senting an  amendment  extending  an  invitation 
to  hold  the  next  conference  in  Pennsylvania. 
The  amended  motion  was  adopted  and  the  in- 
vitation of  Pennsylvania  accepted. 

The  conference  then  adjourned. 


Communications. 


THE  TRAINED  PATIENT. 

(Letter  from  a recent  inmate  of  the  surgical  ward) 

The  evolution  of  human  understanding  and 
learning  was  slow.  During  the  early  centuries  of 
the  race  the  chief  occupation  other  than  the 
struggle  for  sustenance  was  fighting.  This  of 
course  was  inevitable.  Although  the  apple  drop- 
ped easily  into  Eve’s  hand  yet  soon  after  this  if 
one  had  apples  one  must  know  how  to  protect  his 
store  from  depredation  of  others  who  also  liked 
apples  and  in  those  early  ages,  little  politeness  or 
courtesy  was  shown  when  one’s  apple  tree  or 
clothes  line  was  raided.  Early  men  not  only  de- 
veloped muscle  but  quickly  learned  how  to  use 
it.  If  one  in  those  times  was  so  foolish  as  to  love 
his  neighbor  as  himself  his  neighbor  soon  not 
only  got  the  drop  on  his  orchard  but  usually  his 


wife  became  part  of  the  swag.  It  came  about 
naturally,  therefore,  that  man  soon  taught  him- 
self to  fight — to  fight  for  his  grub,  to  fight  for 
his  booze,  to  fight  for  his  near  relations,  which 
of  course  included  his  muscular  partner,  and  her 
kids,  for  if  he  didn't  fight  he  soon  lost  his  nice 
warm  place  in  the  sun.  The  training  of  his  sons 
and  his  in-laws  naturally  followed.  If  they  back- 
ed him  up  in  a scrap  his  welfare  federation  was 
accomplished.  As  ages  advanced  this  training 
grew  more  evolutionized,  more  perfected.  One 
next  heard  of  bands  of  trained  men,  trained  to 
fight,  and  these  in  time  were  called  soldiers  and 
in  the  process  of  natural  law  armies  of  trained 
men  were  the  chief  bulwark  of  "Cabbages  and 
Kings.” 

Years,  yes,  centuries  rolled  on.  Fighting  brought 
wounds  and  death.  The  battle  wounds  in  the 
early  centuries  of  the  fighting  man,  civilized  and 
uncivilized,  must  have  been  shocking  beyond  our 
power  to  conceive.  It  was  a common  thing  to 
pour  boiling  oil  into  the  most  grievous  bodily  in- 
juries. The  stopping  of  hemorrhage  by  searing 
the  deepest  and  most  sensitive  bleeding  parts 
with  red  hot  irons  was  a pastime  in  comparison 
to  certain  other  surgical  procedures  quite  fash- 
ionable in  those  days.  It  took  the  nineteenth  cen- 
tury to  give  the  world  the  blessings  of  anesthesia. 
Think  of  it,  men  witnessed  their  own  legs  and 
arms  and  other  appendages  being  cut  off  with 
clumsy  tools  while  a half  dozen  strong-arm  men 
held  them  down  until  the  ordeal  was  over. 

Now,  strange  coincidence.  It  was  about  the 
same  time  in  the  same  decade  of  the  same  cen- 
tury that  gave  to  suffering  humanity  the  divine 
nirvana  of  anesthesia  (almost  20  centuries  after 
Christ)  that  gave  a tortured  world  another  great 
blessing — the  Trained  Nurse.  It  is  hard  now  to 
believe  that  they  did  not  grow  on  trees  or  always 
exist.  How  was  it  possible  for  man  to  wait  until 
the  middle  of  the  nineteenth  century  for  this  gift 
of  God?  But  it  was  not  until  Florence  Nighten- 
gale, in  the  late  eighteen-fifties,  laid  her  gentle 
finger  on  the  tortured  eyes  of  pain  that  the  trained 
nurse  was  born.  Even  then,  like  in  the  day  of 
Christ,  the  world  “knew  her  not”.  She  just  es- 
caped being  strangled — not  by  the  hangman — but 
by  the  red  tape  of  oificial  intolerance  to  progress. 
She  escaped  but  her  life  hung  in  the  balance  and 
more  than  her  life  as  she  herself  proclaimed — her 
work — her  God-given  inspiration — the  task  she 
had  set  herself  to  do — to  relieve  if  not  save  a 
sobering  world. 

Think  of  it!  It  took  the  world  nineteen  cen- 
turies after  Christ  to  find  the  trained  nurse.  But 
the  trained  nurse  came  quickly  into  her  own — 
she  is  at  this  date  more  than  holding,  her  own— 
and  she  has  become  an  institution  of  civilization, 
a living,  indispensable  power  for  the  good  of  the 
race. 

Before  the  advent  of  the  trained  nurse  the 
word  “trained”  chiefly  applied  to  animals.  We 
had  trained  dogs,  trained  monkeys,  trained  seals 
and  even  trained  fleas.  But  evolution  moves; 
otherwise  it  would  give  the  lie  to  even  the  little 
word  “evolve”.  The  next  and  almost  unbeliev- 
able thing  to  become  trained  after  the  nurse,  was 
the  patient.  It  has  been  of  no  use  for  him  to 
struggle.  Often  he  never  knows  the  process  is 
going  on.  Now  there  is  a great  difference  in  the 
case  of  the  trained  patient  and  the  trained  nurse. 
The  latter  gets  good  hard  cash  even  during  the 
process  of  her  training.  The  former  not  only 
pays  much  cash  (for  there  is  no  bargain  counter) 
but  during,  even  all  through,  the  kindergarten 
stage  of  his  schooling  he  pays  big  money;  but  it 
is  part  of  his  training  to  part  graciously  with  his 
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wealth  -and  if  he  asks  for  things  or  makes  re- 
marks he  must  “say  it  with  a smile”.  He  soon 
learns  that  the  voice  with  the  smile  goes  farthest 
and  brings  the  most.  Remember  the  evolution 
of  the  trained  patient  was  a slow  process.  The 
trained  nurse  was  born  in  the  nineteenth  cen- 
tury. It  took  almost  2 0 centuries  to  produce  the 
trained  patient.  His  training  is  still  going  on. 
It  is  only  fair  to  state  that  the  doctor  as  well  as 
the  nurse  is  responsible  for  the  trained  patient. 
There  was  a time  when,  there  were  trained  doc- 
tors. That  genus  has  been  overshadowed  by  the 
trained  patient:  there  are  so  many  more  of  him. 
Let  no  one  dream  that  it  is  left  to  the  patient  to 
make  a decision.  This  matter  is  part  of  his  train- 
ing. The  doctor  or  the  nurse  make  the  decisions. 
His  opinion  is  asked  more  out  of  courtesy — that 
of  his  family  is  politely  listened  to  and  passed 
by;  they  too  become  trained.  But  the  patient’s 
training  is  so  perfected  that  while  all  decisions 
are  made  for  him  he  is  always  made  to  believe 
that  he  is  “it”  and  this  clairvoyance  is  extended 
until  it  embraces  the  whole  family.  The  perfect- 
ly trained  patient  is  educated  to  such  perfection 
that  he  is  willing  to  eat  out  of  the  nurses  hand  in 
every  sense  of  the  word.  The  doctor  is  no  good 
if  he  does  not  see  to  this. 

It  is  idle  to  remember  that  all  this  takes  time. 
But  the  training  of  the  patient  is  much  more  in- 
tensive than  that  of  the  nurse.  It  takes  3 years 
to  train  a nurse  but  many  a patient  has  been 
trained  in  less  than  3 weeks.  Do  not  for  a moment 
believe  the  process  is  a painless  one  or  that  the 
patient  bows  his  neck  under  the  yoke  without  a 
struggle.  But  the  contest  is  an  unequal  one.  He 
is  weak.  He,  you  must  remember,  is  laid  low, 
often  upon  a bed  of  pain.  There  is  nothing  like 
pain  to  subdue  the  masculine  spirit.  Which,  plus 
an  attractive  nurse,  a forceful  doctor,  and  then 
plus  a few  of  the  unmentionable  intimate  para- 
phernalia of  the  sick  chamber,  soon  crushes  his 
sturdy  assertive  spirit  and  he  readily  submits  to 
things  which  in  his  hours  of  pride  and  his 
strength  and  health  would  be  most  horrifying  to 
his  spirit. 

When  his  doctor  tells  him  he  is  crazy  to  be 
operated  on  in  his  nice  comfortable  home  where 
he  can  have,  day  and  night,  all  the  craved  sym- 
pathy and  tears  of  his  family  about  him.  with 
his  favorite  dog  and  his  favorite  bootlegger  to 
give  him  consolation,  he  meekly  submits  to  go 
to  a strange  cheerless  hospital  where  he  ex.- 
changes  a bed-chamber,  parlor  and  bath  for  a 
10x8  cubicle,  with  cold  white  sterilized  bedsteads, 
bed  clothing,  mission  furniture  and  bare,  painted 
walls.  Even  his  most  favorite  food  is  emascu- 
lated after  it  undergoes  its  requisite  sterilization. 
When  his  hour  strikes  and  the  doomsday  of  his 
operation  approaches,  his  training  is  so  perfected 
that  he  is  prepared  for  the  Ku  Klux  costumes 
of  all  the  surgeons  and  nurses.  His  spirit  is  now 
so  broken  that  he  readily  signs  without  a protest 
that  paper  of  doom  that  renounces  all  claim  for 
his  inherent  right  to  claim  indemnity  if  by  any 
chance  a cog  is  slipped  in  the  operating  room  and 
if  the  surgeon  should  pleasantly  leave  a towel,  a 
glove,  a pair  of  scissors  or  even  his  hat  in  this 
privately  owned  abdominal  cavity.  He  is  trained 
to  believe  that  the  hospital,  like  the  King,  can 
do  no  wrong.  Even  if  he  has  been  a woman- 
hater  and  has  abjured  the  sex  that  wears,  with  so 
much  grace,  the  skirt,  that  very  skirt  now  has  a 
proprietary  right  to  all  his  most  intimate  parts 
and  functions.  All  because  of  his  weakened  pow- 
ers of  resistance  and  because  he  is  adroitly 
brought  to  believe  that  not  only  cleanliness  and 


asepticism  is  first  and  is  better  than  godliness, 
but  because  he  is  taught  that  sure  and  swift 
nemesis  will  follow  any  lack  of  obedience  and 
that  there  is  somewhere  a nice  cold  marble  slab 
in  a cold  air-tight  room  where  the  patient  of  un- 
successful operation  (which  of  course  render  the 
victim  forever  beyond  even  the  stage  that  kicks) 
eventually  lands  and  where  such  casualties  find 
their  natural  and  lasting  termination.  It  is  re- 
served for  the  perfectly  trained  patient  to  learn 
that  only  by  his  own  personal  behavior  can  by 
any  possibility  a cure  be  consummated,  so  his  in- 
tellectual faculties,  if  any  remain,  cooperate  with 
all  these  forces  more  intellectual  and  trained 
than  his. 

Therefore,  it  has  remained  for  the  twentieth 
century  to  produce  the  Trained  Patient.  His 
training  is  only  complete  when  he  leaves  the  hos- 
pital absolutely  convinced  that  he  has  been 
snatched  from  the  jaws  of  death.  Furthermore, 
his  training  now  is  so  complete  that  he  honestly 
believes  his  surgeon  is  second  only  to  Jesus  Christ, 
that  all  his  nurses  not  only  have  angel  wings  hid- 
den beneath  their  comely  shoulders,  and  that  the 
hospital,  where  he  expiated  all  his  early  earthly 
sins,  is  the  greatest  institution  on  this  earth  and 
that  it  rightly  deserves,  for  all  the  rest  of  his 
mundane  existence,  an  annual  subscription  sec- 
ond only  to  the  price  of  his  seat  on  the  Stock 
Exchange. 

A final  word.  It  is  far  from  the  intention  of 
the  writer  to  make  a joke  of  the  great  tragedy 
of  sickness  and  pain.  He  has  had  too  much  of 
this  himself  to  make  this  grave  mistake,  and  his 
own  experience  has  chastened ' his  spirit  and  has 
led  him  through  a vale  of  tears  to  the  firm  be- 
lief in  the  benefits  of  hospital  treatment  and  also, 
to  the  ultimate  degree,  to  knowledge  of  the  neces- 
sity of  being  himself  a Trained  Patient. 


LETTER  FROM  THE  BOARD  OF  MEDICAL 
EXAMINERS  ANNOUNCING  RECENT 
PROSECUTIONS. 

January  25,  1926,  Charles  H.  Witter,  an  un- 
licensed chiropractor  of  Dunellen,  N.  J.,  pleaded 
guilty  to  a charge  of  practicing  medicine  without 
a license,  °in  the  New  Brunswick  District  Court, 
and  paid  the  penalty  and  costs. 

January  25,  1926,  Albert  J.  Smith,  a druggist 
of  Bradley  Beach,  N.  J.,  pleaded  guilty  to  a charge 
of  practicing  medicine  without  a license,  in  the 
Asbury  Park  District  Court,  and  paid  the  penalty. 

January  27,  1926,  J.  Harry  Hayes,  a druggist 
of  Asbury  Park,  N.  J.,  pleaded  guilty  to  a charge 
of  practicing  medicine  without  a license,  in  the 
Asbury  Park  District  Court,  and  paid  the  penalty. 

February  2,  1926,  Raymond  O.  Danese,  an  un- 
licensed chiropractor  of  Hudson  Heights,  N.  J., 
pleaded  guilty  to  practicing  medicine  without  a 
license,  in  the  East  Rutherford  District  Court, 
and  refused  to  pay  the  penalty.  He  was  com- 
mitted to  jail  for  20  days. 

February  2,  1926,  Floyd  Farrell,  an  unlicensed 
chiropractor  of  Hackensack,  N.  J.,  pleaded  guilty 
to  a charge  of  practicing  medicine  without  a li- 
cense, in  the  East  Rutherford  District  Court,  and 
paid  the  penalty. 

February  9,  19  26,  Regina  B.  Heim,  an  unlicens- 
ed chiropractor  of  Newark,  N.  J.,  pleaded  guilty 
to  a charge  of  practicing  medicine  without  a li- 
cense and  paid  the  penalty. 

February  23,  1926,  Gyril  H.  Guterl,  an  unli- 
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censed  chiropractor  of  Jersey  City,  N.  J.,  was 
tried  in  the  Jersey  City  District  Court  on  a charge 
of  practicing  medicine  without  a license,  and 
judgment  was  entered  for  the  penalty  and  costs. 

February  19,  1926,  Roy  Pierce,  an  unlicensed 
chiropractor  of  Newark,  N.  J.,  pleaded  guilty  to 
a charge  of  practicing  chiropractic  without  a 
license,  in  the  Orange  District  Court,  and  paid 
the  penalty. 

February  19,  1926,  Alson  J.  Walker,  an  un- 
licensed chiropractor  of  Orange,  N.  J.,  and  Charles 
G.  Burrows,  an  unlicensed  chiropractor  of  Irv- 
ington, N.  J.,  were  tried  on  a charge  of  practic- 
ing medicine  without  a license,  and  a judgment 
entered  in  each  case  for  the  penalty  and  costs. 
Alson  Walker  refused  to  pay  the  penalty  and  was 
committed  to  jail  for  15  days.  Charles  Burrows 
tiled  notice  that  insolvency  proceedings  would 
be  begun. 

March  1,  1926.  Ferdinand  Beuttel,  formerly  of 
Elizabeth,  N.  J.,  pleaded  guilty  to  a charge  of 
practicing  medicine  without  a license,  and  paid 
the  penalty.  Beuttel  was  tried  in  the  Elizabeth 
Court  in  1924,  and  acquitted,  the  Board  appealed 
to  the  Supreme  Court,  and  the  judgment  of  the 
trial  court  was  reversed  and  a new  trial  ordered. 

March  1,  1926,  James  G.  Van  Middlesworth  of 
Elizabeth,  N.  J.,  was  tried  on  a charge  of  prac- 
ticing medicine  without  a license,  and  judgment 
entered  for  the  penalty  and  costs,  which  were 
paid. 

March  1,  1926,  Mary  Bumby,  an  unlicensed 

chiropractor,  was  tried  on  a charge  of  practicing 
medicine  without  a license,  in  the  Elizabeth  Dis- 
trict Court,  and  judgment  was  entered  for  the 
penalty  and  costs.  As  Mrs.  Bumby  was  unable 
to  pay  the  penalty,  the  Judge  committed  her  to 
jail  for  1 day. 

March  5,  1926,  Lillian  Carter  of  Camden,  N.  J., 
was  tried  on  a charge  of  practicing  medicine  with- 
out a license,  and  a judgment  was  entered  for 
the  penalty  and  costs.  As  she  was  unable  to  pay 
the  penalty  the  Judge  committed  her  for  20  days. 

March  5,  1926,  Clarence  U.  Pole,  an  unlicensed 
chiropractor  of  Audubon,  N.  J.,  was  tried  on  a 
charge  of  practicing  medicine  without  a license 
and  a judgment  was  entered  for  the  penalty  and 
and  costs.  On  the  same  day,  Wm.  Joseph,  an  un- 
licensed chiropractor  of  Collingswood,  N.  J., 
pleaded  guilty  to  a charge  of  practicing  with- 
out a license  and  paid  the  penalty  and  costs. 

March  12,  1926,  Jack  M.  Blank,  an  unlicensed 
chiropractor  of  Camden,  N.  J.,  pleaded  guilty  to 
a charge  of  practicing  medicine  without  a license 
and  paid  the  penalty  and  costs.  On  the  same  day 
Joseph  West  of  Camden,  N.  J.,  who  was  practicing 
electrotherapeutics,  pleaded  guilty  to  practicing 
medicine  without  a license  and  paid  the  penalty 
and  costs.  Thomas  S.  Dukes,  an  unlicensed  chiro- 
practor of  Camden,  N.  J.,  pleaded  guilty  to  a 
charge  of  practicing  medicine  without  a license 
and  paid  the  penalty  and  costs  on  the  same  day. 
George  C.  Lezenby,  Sr.,  of  Camden,  N.  J.,  also 
pleaded  guilty  to  the  same  charge,  and  judgment 
was  entered  for  the  penalty  and  costs.  This  was 
the  second  offense  and  when  Lezenby  refused  to 
pay  the  penalty,  he  was  committed  to  jail  for 
30  days.  Charles  Schaefer  of  Oaklyn,  N.  J.,  paid 
the  penalty  for  practicing  medicine  without  a 
license. 

March  16,  1926,  Andrew  J.  Corry,  an  unlicensed 
chiropractor  of  Verona,  N.  J.,  pleaded  guilty  to 
a charge  of  practicing  medicine  without  a license 
and  paid  the  penalty. 


March  24,  1926,  Anna  Falcone,  an  unlicensed 
midwife  of  Passaic,  N.  J.,  pleaded  guilty  to  prac- 
ticing midwifery  without  a license  and  paid  the 
penalty.  On  the  same  day  Carmela  Suco  of  Pas- 
saic, N.  J.,  was  tried  on  a charge  of  practicing 
medicine  without  a license  and  a judgment  en- 
tered for  the  penalty  and  costs.  She  refused  to 
pay  the  penalty  and  was  committed  to  jail  for 
60  days. 

March  26,  1926,  Mary  Jergufski-Hammon,  a 
licensed  midwife  of  Trenton,  N.  J.,  was  tried  on 
a charge  of  practicing  medicine  without  a license 
and  judgment  entered  for  the  penalty  and  costs. 

March  31,  1926,  Joseph  Bowley,  an  unlicensed 
chiropractor  of  Burlington,  N.  J.,  pleaded  guilty 
tq  practicing  medicine  without  a license  and  paid 
the  penalty  and  costs. 

April  1,  1926,  Henry  P.  Livesey,  a licensed 

chiropractor  of  Arlington,  N.  J.,  was  arrested 
on  a charge  of  practicing  medicine  without  a 
license  and  pleaded  guilty  to  the  charge.  The 
penalty  and  costs  were  paid.  Mr.  Livesey  was 
practicing  electrotherapeutics  in  connection  with 
the  practice  of  chiropractic. 

April.  1926,  Margaret  Lehman  of  Trenton,  N. 
J.,  pleaded  guilty  to  practicing  medicine  without 
a license  and  paid  the  penalty  and  costs. 

April  8,  1926,  Edward  E.  Garlits,  proprietor  of 
a health  food  store  in  Trenton,  N.  J.,  was  tried 
on  a charge  of  practicing  medicine  without  a 
license  and  paid  the  penalty  and  costs. 

April  12,  1926,  Anna  Antolik,  an  unlicensed 
midwife  of  Whippany,  N.  J.,  and  Anna  Kudelka, 
an  unlicensed  midwife  of  Boonton,  N.  J.,  were 
tried  in  the  Morristown  District  Court  for  prac- 
ticing midwifery  without  license  and  judgment 
was  entered  in  each  case  for  the  penalty  and 
costs.  Each  filed  notice  of  an  appeal.  On  'the 
same  day,  Adolph  Schror  of  Rockaway  Valley, 
N.  .J..  was  tried  on  a charge  of  practicing  medi- 
cine without  a license  and  judgment  entered  for 
the  penalty  and  costs.  He  also  filed  notice  of  an 
appeal. 

April  14,  1926,  Charles  R.  Bremner,  an  unli- 
censed chiropractor  of  Pleasantville,  N.  J.,  plead- 
ed guilty  to  a charge  of  practicing  medicine  with- 
out a license,  in  the  Atlantic  City  District,  Court, 
and  paid  the  penalty  and  costs.  Joe  Fox  of  At- 
lantic City,  N.  J.,  was  also  tried  on  the  same  day 
on  a charge  of  practicing  medicine  without  a li- 
cense and  a judgment  was  entered  for  the  penalty 
and  costs.  He  was  unable  to  pay  and  was  com- 
mitted to  jail  for  10  days. 

April  15,  1926,  Herman  North,  a druggist  of 
Bloomfield,  N.  J.,  pleaded  guilty  to  a charge  of 
practicing  medicine  without  a license  and  paid 
the  penalty  and  costs. 

April  16,  1926,  Hugh  M.  Condie,  an  unlicensed 
chiropractor  of  Camden,  N.  J.,  and  Kathryn  Mikle, 
unlicensed  chiropractor  of  Fairview,  N.  J.,  were 
tried  in  the  Camden  District  Court  on  charges 
of  practicing  medicine  without  a license  and  judg- 
ment was  entered  in  each  case  for  the  penalty 
and  costs.  On  the  same  day  Kajeton  F.  Vaitis  of 
Camden,  N.  J.,  who  was  practicing  electrothera- 
peutics, was  tried  on  a charge  of  practicing  medi- 
cine and  a judgment  was  entered  for  the  penalty 
and  costs.  On  the  same  day  Harry  F.  Schwoeri 
of  Oaklyn,  N.  J.,  pleaded  guilty  to  a charge  of 
practicing  medicine  without  a license  and  paid 
the  penalty  and  costs. 

Alex.  MacAlster,  Secretary. 
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(^tertmtions  from  tfje  Htgfitfjouge. 


Inasmuch  as  we  are  publishing'  in  this  issue 
a symposium  on  Infectious  Diseases  and  shall  be 
engaged  for  some  time  in  advocating  an  organ- 
ized, systematic  attack  upon  these  diseases  with 
a view  to  eliminating  them  from  the  state,  it 
seemed  worth  while  to  devote  our  observations 
this  month  to  the  same  subject.  So,  in  con- 
sonance with  the  excellent  series  of  original  ar- 
ticles published  herewith,  we  have  reviewed  sev- 
eral recent  scientific  contributions  from  high 
authorities,  dealing  with  these  subjects.  No  one 
speaks  from  greater  experience  in  the  matter  of 
diphtheria  than  Dr.  Park,  of  the  New  York  City 
Health  Department,  and  certainly  Drs.  George 
F.  and  Gladys  H.  Dick  speak  authoritatively 
regarding  scarlet  fever.  (We  have  abstracted 
their  articles  so  as  to-  present  the  salient  points 
for  comparison  with  the  views  expressed  in  the 
symposium.  Duplication  will  do  no  harm  if  by 
the  consequent  emphasis  the  lesson  is  better 
learned.  At  the  same  time,  we  have  thought  it 
advisable  to  present  an  abstract  of  one  article 
dealing  with  some  of  the  most  common  and  most 
serious  complications  of  these  diseases — we 
mean  the  aural  infections  so  frequently  encoun- 
tered in  this  group  of  diseases. 


SCARLET  FEVER 

Drs.  George  F.  and  Gladys  H.  Dick,  who,  as 
a result  of  their  research  establishing  Strep- 
tococcus hemolyticus  as  the  primary  invader  in 
scarlet  fever,  have  evolved  standardized  methods 
for  prevention  and  treatment  of  that  disease, 
stress  several  points  of  vital  importance  in  the 
successful  application  of  these  prophylactic  and 
remedial  measures  (Northwest  Medicine,  25:200, 
April,  1926).  Susceptibility  having  been  dem- 
onstrated by  a skin  test  similar  to  the  Schick  test 
for  diphtheria,  it  is  necessary  to  administer 
enough  toxin  to  produce  immunity  without  caus- 
ing harmful  reactions.  Since  the  toxin  of  scar- 
let fever  is  less  injurious  in  its  action  than  diph- 
theria toxin,  it  is  not  necessary  to  add  antitoxin 
nor  to  decrease  the  toxicity  by  chemical  modifica- 
tion in  order  to  employ  it  in  amounts  large 
enough  to  immunize.  With  properly  graduated 
doses  given  at  intervals  of  5-7  days,  it  is  pos- 
sible to  immunize  all  susceptible  persons  to  the 
point  of  a negative  skin  reaction  without  un- 
desirable results.  The  amount  of  toxin  required 
to  immunize  different  persons  varies  greatly.  The 
total  3 750  skin  test  doses,  as  administered  by 
some  health  departments,  has  been  found  by  the 
Dicks  to  produce  a negative  skin  in  less  than 
50%  of  susceptible . individuals.  These  authors 
are  at  present  using  a total  of  47,000  skin  test 
doses  of  toxin,  administering  more  if  necessary. 
The  largest  amount  of  toxin  they  have  given  any 
one  person  was  16  0,000  skin  test  doses  and  the 
largest  single  dose  they  have  yet  employed  was 
35,000  skin  doses  of  a phenolized  preparation.  No 
dose  should  be  out  of  proportion  to  the  one  that 
preceded  it.  A first  dose  of  500,  a second  of  2000, 
and  considerably  larger  third  doses  have  been 
given  in  a large  series  without  any  undesirable 
reactions.  The  reactions  that  do  occur  are  either 
local  or  general.  There  is  nearly  always  a swell- 
ing and  reddening  at  the  site  of  the  injection 
and  the  first  dose  may  be  followed  by  general 
malaise,  nausea  and  light  rash.  These  reactions 
begin  a few  hours  after  injection  and  subside 
within  48  hours;  they  occur  only  in  highly  sus- 
ceptible persons.  However,  severe  reactions  may 


follow  any  dose  that  is  disproportionately  large, 
or  follow  the  administration  of  toxin  that  is  de- 
teriorated. 

Active  immunity  produced  by  injections  of 
sterile  scarlet  fever  toxin  is  developed  within 
1-2  weeks  after  the  last  dose;  repeated  skin  tests 
on  persons  thus  immunized  have  proved  negative 
up  to  a period  of  2 years.  The  effectiveness  of 
active  immunization  in  the  prevention  of  scarlet 
fever  was  tested  in  a series  of  nurses  and  in- 
ternes in  contagious  disease  hospitals.  Alto- 
gether 36  0 nurses  and  internes  were  found  sus- 
ceptible and  immunized  with  the  toxin.  In  spite 
of  prolonged  exposure  to  the  disease  no  case  of 
scarlet  fever  developed  in  this  series,  while  in 
the  control  series  of  242  nurses  and  internes,  not 
tested  or  immunized,  10%  developed  scarlet 
fever.  In  another  series  of  6 08  susceptible  per- 
sons who  were  immunized  to  the  point  of  an 
entirely  negative  skin  test,  there  have  been  no 
cases  of  scarlet  fever. 

It  has  thus  been  demonstrated  that  scarlet  fever 
toxin  may  be  administered  with  safety  in  doses 
large  enough  to  confer  complete  immunity;  and 
that  this  immunity  is  sufficiently  permanent  to 
be  of  practical  value  in  controlling  the  disease. 

After  the  recognition  of  the  specific  soluble 
toxin  of  scarlet  fever  and  its  corresponding  an- 
titoxin, it  became  apparent  that,  if  the  scarlet 
fever  patient  could  be  supplied  with  antitoxin 
early  in  the  disease,  his  chances  of  recovery 
would  be  greatly  increased.  In  order  to  obtain 
a supply  of  antitoxin  for  this  purpose,  horses 
were  immunized  to  the  toxin  by  subcutaneous 
injections  of  gradually  increasing  doses.  The 
concentrated  antitoxin  is  standardized  against  the 
toxin,  and  its  potency  expressed  in  the  number 
of  skin  test  doses  of  toxin  neutralized  by  1 c.  c. 
Since  it  is  undesirable  to  inject  large  quantities 
of  even  a refined  serum,  a minimum  potency  re- 
quirement has  been  established;  this  was  such 
that  one  therapeutic  dose  should  not  exceed  2 0 
c.  c.  The  prophylactic  dose  should  be  one-half 
the  therapeutic  dose. 

The  results  of  the  administration  of  antitoxin 
have  been  studied  in  a series  of  300  cases  of 
scarlet  fever,  and  compared  with  a control  series. 
In  all  cases  the  antitoxin  has  been  injected  into 
the  muscles  of  the  thigh,  and  if  enough  has  been 
given  there  will  be  a noticeable  fading  of  the 
rash  within  24  hours,  accompanied  by  general 
improvement  of  the  patient;  the  course  of  tem- 
perature will  depend  on  the  presence  or  absence 
of  complications.  One  of  the  most  striking  ef- 
fects of  the  antitoxin  has  been  the  reduction  in 
the  incidence  of  complications,  these  occuring 
in  3 8%  of  the  control  series  and  in  only  8%  of 
the  antitoxin  series.  In  cases  complicated  by 
sinus  infection  there  is  often  .a  high  degree  of 
toxemia  and  it  may  be  advisable  in  such  in- 
stances to  administer  2 therapeutic  doses  of  anti- 
toxin. With  the  exception  of  one  death  due  to 
a neglected  otitis  media,  all  the  deaths  in  the 
authors’  series  occurred  in  patients  who  had  been 
sick  6-28  days  and  had  developed  a hemolytic 
streptococcus  septicemia,  as  demonstrated  by 
blood  cultures  before  the  antitoxin  was’  given. 

Results  show,  therefore,  that  concentrated  and 
standardized  scarlet  fever  antitoxin  is  of  prac- 
tical value,  if  administered  early  in  the  disease 
and  in  adequate  dosage. 

The  skin  test  for  susceptibility  to  scarlet  fever 
used  in  connection  with  preventive  immunization 
makes  possible  the  control  of  scarlet  fever  epi- 
demics. In  an  institution  where  adequate  facili- 
ties for  throat  and  nose  culture  are  available  it 
is  possible  to  get  the  epidemic  under  control 
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within  48  hours.  The  method  of  procedure  in 
epidemics  consists  in  making  skin  tests  and 
throat  cultures  as  soon  as  possible.  The  persons 
tested  are  divided  into  2 groups — the  susceptible 
and  the  immune.  Each  of  the  groups  is  then 
divided  according  to  the  results  of  the  throat 
and  nose  cultures.  The  immune  who  show  no 
hemolytic  streptococci  receive  no  further  treat- 
ment. The  immune  who  have  these  organisms 
in  their  cultures  are  isolated  from  susceptibles 
on  the  supposition  that  they  may  be  carriers. 
The  susceptible  persons  are  also  divided  into  2 
groups  according  to  the  presence  or  absence  of 
hemolytic  streptococci.  Those  who  show  these 
organisms  are  regarded  as  infected;  they  are 
isolated  and  given  a prophylactic  dose  of  scarlet 
fever  antitoxin.  In  the  susceptible  persons  who 
have  no  hemolytic  streptococci  in  the  nose  or 
throat,  preventive  immunization  with  the  toxin 
is  started  and  they  are  protected  from  all  pos- 
sible contact  with  those  who  harbor  these  or- 
ganisms. Since  the  passive  immunity  conferred 
by  the  antitoxin  can  not  be  depended  on  to  last 
more  than  3 weeks,  active  immunization  with  the 
toxin  may  be  started  2-3  weeks  after  the  antitoxin 
has  been  given,  provided  the  nose  and  throat  cul- 
tures have  meanwhile  become  negative  for  hemo- 
lytic streptococci.  This  method  of  controlling 
scarlet  fever  has  been  employed  in  218  families 
in  which  scarlet  fever  had  occurred,  and  in  4 
different  institutions.  No  new  cases  of  scarlet 
fever  developed  in  these  families  or  institutions 
later  than  48  hours  after  control  of  the  epidemic 
was  undertaken,  except  in  instances  where  for 
some  reason  it  was  not  possible  to  follow  the 
prophylactic  administration  of  antitoxin  by  ac- 
tive immunization  with  the  toxin  before  another 
exposure  to  immune  carriers  or  the  return  of 
the  convalescent  fever  patient  to  the  home. 


DIPHTHERIA. 

According  to  William  H.  Park  (New  York  State 
J.  Med.,  26:347,  April,  1926),  the  wholesale  ap- 
plication of  the  Schick  test  is  inadvisable.  As 
the  majority  of  school  children  in  large  cities 
give  a negative  reaction  to  the  Schick  test,  its  use 
in  these  places  is  believed  to  help  rather  than 
retard  the  administration  of  the  toxin-antitoxin 
injections,  (1)  because  the  physician  is  relieved 
of  giving  3 injections  to  so  many  who  are  im- 
mune, and  (2)  because  he  can  say  to  parents  of 
children  who  are  not  immune  that  they  will  re- 
ceive the  treatment.  In  small  towns  and  country 
places,  however,  where  the  majority  of  children 
are  not  immune,  Park  believes  it  wise  not  to  give 
the  preliminary  Schick  test.  As  this  condition 
also  holds  good  among  children  of  preschool  age, 
whether  in  the  country  or  city,  the  test  is  omitted 
and  the  first  injection  of  toxin-antitoxin  is  made 
to  serve  both  as  an  immunizing  agent  and  as  a 
Schick  test  by  being  administered  strictly  sub- 
cutaneously. 

The  use  of  the  Schick  test  after  immunization 
is  a different  matter,  as  without  retest  one  is 
never  sure  whether  immunity  has  been  effected. 
It  has  been  demonstrated  that  with  good  prep- 
arations, immunity  is  established  in  about  90% 
of  the  children  injected;  also  that  a second  in- 
jection will  establish  immunity  in  most  of  the  re- 
maining 10%.  So  far  as  is  known  this  immunity 
lasts  for  life  in  the  large  majority  of  persons. 

The  toxin-antitoxin  injection  is  harmless.  Prob- 
ably 2 million  injections  have  been  given  in  the 
state  of  New  York  alone,  and  no  accident  of  a 
serious  nature  has  ben  reported.  In  the  whole 
history  of  this  procedure  the  author  is  aware  of 


only  3 accidents  attending  the  administration  of 
toxin-antitoxin — 2 resulting  from  a mistake  in 
the  preparation  and  the  third  from  its  use  after 
having  been  frozen.  It  is  reassuring  to  know 
that  the  new  standard  preparation  of  toxin-anti- 
toxin universally  used  in  this  country,  which  con- 
tains only  one-thirtieth  of  the  amount  of 
toxin  used  in  the  first  preparation,  is  absolutely 
harmless  when  used  after  freezing  and  thawing. 

The  general  immunization  of  adults  is  not  re- 
commended by  Park  except  after  the  Schick  test 
and  in  conjunction  with  a control,  so  that  those 
who  show  marked  pseudoreactions  may  be 
spared  the  injections  or  given  them  in  divided 
amounts.  Toxin-antitoxin  produces  a moderate 
amount  of  local  inflammation  in  2 types  of  cases 
due  to  2 different  substances:  Young  children,  or 
those  individuals  who  have  absolutely  no  im- 
munity, show  a local  reaction  through  the  slight 
excess  of  toxin  in  the  mixture;  older  children  and 
adults  may  exhibit  a tissue  reaction  to  protein 
substances.  The  reactions  may  be  so  marked  as 
to  render  individuals  incapacitated  for  work  for  a 
day  or  two. 

In  regard  to  the  fear  among  physicians  con- 
cerning the  administration  of  diphtheria  anti- 
toxin and  toxin-antitoxin  on  account  of  the  serum 
globulins  in  the  2 preparations,  Park  admits  that 
there  is  no  question  about  the  definite  sensitisa- 
tion of  those  who  are  injected.  He  states,  how- 
ever, on  the  basis  of  investigations  which  he  has 
made,  that  there  is  no  evidence  to  indicate  that 
this  sensitization  produces  changes  which  make 
later  injections  of  antitoxin  or  serum  dangerous. 
Regarding  the  advisability  of  changing  from 
toxin-antitoxin  to  toxoid,  the  author  is  still  un- 
decided. Fie  has  used,  with  results  equally  good 
as  those  obtained  from  toxin-antitoxin,  a prep- 
aration of  toxoid  made  by  Ramon,  of  Paris,  and 
has  himself  prepared  a large  amount  of  toxoid 
according  to  the  method  described  by  Ramon. 
If  the  results  of  the  use  of  this  toxoid  seem  to 
justify  the  change,  the  substitution  may  be  made 
in  the  couse  of  a year  or  so. 


EAR  AFFECTIONS  DIE  TO  INFECTIOUS 
DISEASES. 

Treating  of  ear  complications  in  some  of  the 
acute  infections  diseases,  B.  F.  Glowacki  (.1. 
Michigan  State  Med.  Soc.,  25:211,  May,  1926) 
states  that  a noninflammatory  otitis  media  oc- 
companies  practically  every  pharyngeal  diph- 
theria, but  does  not  necessarily  lead  to  suppura- 
tion. Neither  intravenous  injections  nor  local 
instillations  of  antitoxin  into  the  ear  sterilize  the 
middle  ear.  so  that  the  mere  presence  of  diph- 
theria bacilli  is  not  so  important  as  a determina- 
tion of  the  virulence  of  the  organism.  In  a per- 
sistent catarrh  or  otorrhea  following  diphtheria, 
one  should  observe  whether  the  patient  has  a 
soft  palate  paralysis. 

The  severest  ear  complications  appear  in  the 
course  of  scarlet  fever,  arriving  by  one  of  3 
routes:  (1)  By  direct  continuity  from  the  throat, 
(2)  through  the  eustachian  tubes,  without  invol- 
vement of  the  latter,  and  (3)  through  the  cir- 
culation— entirely  hypothetical  but  proposed  by 
Politzer.  About  10%  of  scarlet  fever  patients 
suffer  with  some  ear  disturbances;  7%  come  to 
operation  and  one-half  this  number  disclose  in- 
tracranial complications.  About  one-fifth  of  the 
ear  cases  in  scarlet  fever  result  in  chronic  otor- 
rhea. The  onset  of  the  ear  trouble  is  not  charac- 
terized by  much  pain,  hence  spontaneous  perfora- 
tion is  the  rule,  attended  by  extensive  destruction 
and  a subsequently  protracted  course.  Very 
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rapidly  progressing  cases  of  bilateral  otitis  are 
seen  in  scarlatinal-diphtheria,  in  which  condi- 
tion also,  a diffuse  purulent  labyrinthitis,  follow- 
ing middle  ear  suppuration,  then  produces  total 
distruction  of  the  labyrinth  and  lays  the  founda- 
tion in  the  young  child  for  deafmutism.  The 
prognosis  in  the  simple  forms  of  scarlatinal  otitis 
is  favorable  except  in  very  young  children  and 
in  anemic  patients  showing  marked  lymphatic 
tendencies. 

The  incidence  of  ear  complications  in  patients 
who  survive  epidemic  cerebrospinal  meningitis 
is  not  great.  The  infection  travels  along  the 
nerve  sheathes  and  blood-vessels  into  the  laby- 
rinth, with  rapid  extension  through  perilymph 
and  endolymph.  In  4-5  weeks  the  membranous 
labyrinth  is  filled  with  granulations,  and  by  the 
third  month  ossification  has  already  ensued. 
Cochlear  and  vestibular  functions  may  both  be 
destroyed  or  unequally  involved.  Internal  ear 
complications  are  not  often  recognized  at  onset 
because  the  general  symptoms  mask  the  vertigo 
and  progressive  deafness.  The  prognosis  is,  of 
course,  most  unfavorable. 

In  measles  an  infection  of  the  external  ear  is 
a rare  occurrence,  but  the  middle  ear  is  perhaps 
more  frequently  involved  than  in  any  other  in- 
fectious disease.  The  usual  pathway  of  infection 
is  through  the  eustachian  tube  and  the  specific 
form  is  in  reality  and  exanthem  of  the  tympanic 
mucosa.  When  mastoid  invasion  results  the 
destruction  is  rapid  and  justifies  early  operative 
intervention. 

The  incidence  of  ear  complications  in  typhoid 
is  low.  Onset,  which  occurs  about  the  fourth  or 
fifth  week,  gives  rise  to  only  moderate  local  sym- 
toms.  Extensive  destruction  may  take  place  but 
the  prognosis  is  favorable.  The  typhoid  bacillus 
in  the  discharge  is  illusive  and  can  be  found  only 
intermittently.  Zeidler  observed  that  an  otitis 
seemed  to  prolong  the  course  of  the  fever  and 
that  in  patients  who  had  a chronic  suppuration 
a fresh  infection  resulted  promptly  at  the  onset 
of  the  fever  and  usually  led  to  nearly  total  deaf- 
ness. The  internal  ear  is  usually  spared. 

Although  deaf-mutism  has  been  observed  fol- 
lowing pertussis,  ear  complications  are  rare  in 
this  disease.  In  serious  cases  of  small-pox,  ofitis 
media  may  be  encountered,  but  even  here  it  is 
mild  in  character.  Mumps  may  be  accompanied 
by  a specific  toxic  labyrinthitis,  which  is  very 
destructive.  It  is  usually  of  sudden  onset, 
with  tinnitus,  progressive  deafness  ensuing 
perhaps  even  without  vertigo.  The  path- 
ology has  been  described  as  neurolabyrin- 
thitis and  localized  meningitis.  The  frequency  of 
ear  complications  in  influenza  varies  in  different 
epidemics.  Bullous  swellings  filled  with  san- 
guineous serum  may  arise  on  the  drum  mem- 
brane and  a similar  exudate  soon  fills  the  middle 
ear  cavity.  The  tendency  to  hemorrhage  and  the 
high  toxicity  occasionally  attack  the  labyrinth  or 
eighth  nerve  without  a middle  ear  suppuration 
being  present.  The  prognosis  in  such  cases  is 
particularly  unfavorable. 

Early  paracentesis  is  the  best  step  toward  a 
favorable  subsidence  of  the  ear  complications  of 
infectious  diseases. 


ABOLITION  OF  DIPHTHERIA  AND  SCARLET 
FEVER. 

New  York,  as  was  pointed  out  in  our  May 
Journal,  has  inaugurated  a state-wide  campaign 
for  the  obliteration  of  diphtheria.  Some  other 
smaller  communities  ha,ve  successfully  waged 
such  a beneficent  warfare.  The  city  of  Syracuse, 
for  instance,  had  no  case  of  this  disease  in  a 


period  of  2 years.  It  would  seem  to  be  quite 
possible  now  to  wipe  out  both  diphtheria  and 
scarlet  fever  if  we  could  get  the  public  awake 
to  the  possibilities  and  get  unified  action  from  the 
public  and  the  profession.  Certainly  it  is  worth 
while  to  stir  up  interest  and  try  to  get  all  the 
health  agencies  in  New  Jersey  working  for  the 
abolition  of  these  diseases. 

When  we  recall  what  has  been  done  in  this 
state  in  the  almost  complete  control  of  typhoid 
fever  and  malaria,  and  realize  how  easy  it  would 
be  to  abolish  the  lesser  evils  under  consideration, 
it  does  seem  that  we  should  get  busy  on  the  de- 
velopment of  such  a campaign. 


3n  Higtyter  IrJem 


Moth  Bawls. 

I often  think  as  the  sun  sinks  low 
Of  moths  in  the  days  of  old, 

And  I shed  a tear  in  the  lamplight’s  glow 
As  I think  of  their  woes  untold. 

When  knights  of  old  wore  armor  cold 
Instead  of  tasty  cloth — 

For  iron  and  steel 
Are  a helluva  meal 
To  feed  a hungry  moth 

(Arthur  L.  Lippmann) 


Styles  in  the  Hereafter. 

A revival  was  raging  in  a Virginia  colored 
church.  The  fruits  had  been  considerable.  One 
obdurate  soul,  however,  resisted  the  efforts  of 
the  elder.  Called  to’  account  for  his  reluctance, 
he  replied: 

“Yo'  see  how  it  is,  Elder.  I’se  got  a problem. 
I don’t  see  how  Use  gwine  git  mah  shirt  on  ovah 
mah  wings  when  I gits  to  Glory.” 

“Dat  ain’t  yo’  problem,”  retorted  the  exhorter 
promptly.  “Yo’  problem  is  how  is  yo’  gwine  git 
yo’  hat  on  ovah  yo’  horns.” — (Everybody’s 
Magazine) 


Damaged  Enough  Already 
Lawyer  (helping  pedestrian  up) — '“Come  with 
me,  my  man.  You  can  get  damages.” 

Pedestrian  (groggy) — “H’vens,  man  I got  all 
the  damages  I want.  Get  me  some  repairs.” — 
(Neiv  Smyrna  Breeze.) 


Social  Psych.  Prof. — What  rule  may  the  novice 
follow  to  avoid  hitting  his  thumb  while  driving 
a nail? 

A student — Holding  the  hammer  with  both 
hands. — (S.  California  Wampus.) 


A Run  of  Luck. 

“Did  you  give  your  penny  to  the  Sunday- 
school,  Robert?”  asked  the  mother. 

“No,  ma,  I lost  it.” 

“What  lost  another  one?  That  makes  three 
Sundays  straight  you’ve  lost  your  penny.” 

“Yes,  but  if  I keep  it  up  I’ll  win  ’em  back: 
That  kid’s  luck  can’t  last  forever.” — -(Am.  Legion 
Weekly.) 


The  exercise  that  reduces  the  waist-line  most 
quickly  consists  in  placing  both  hands  on  the 
table  and  pushing  back. — (Nashville  Tennessean) 


Parent  (anxiously) — Nurse,  is  it  a “him”  or  a 
“her” ? 

The  Nurse — It’s  a “them!” — (Answers.) 
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Hap  Jffltrror  Reflections 


CONTROL  OF  DIPHTHERIA. 

Concerning  the  campaign  now  in  progress 
in  New  York  State,  for  the  abolition  of  diph- 
theria, the  newspapers  have  had  considerable 
to  say,  and  much  of  this  lay  discussion  of 
a problem  so  essentially  medical  in  character 
has  a practical  value  for  the  physician. 

The  effects  of  the  Syracuse  demonstration 
are  well  defined  by  the  New  York  Sun,  of  May 
14,  in  the  following  editorial : 

SAFETY'  FROM  DIPHTHERIA. 

Following-  encouraging  reports  on  the  progress 
of  the  diphtheria  inmmunization  campaign  in 
Syracuse  comes  word  of  a systematic  attempt  to 
eliminate  that  disease  from  the  section  of  New 
York  city  centering  on  the  baby  health  station  at 
240  East  Fortieth  Street.  It  is  part  of  the  gen- 
eral program,  of  the  Bellevue- Yorkvi’le  health 
demonstration.  All  health  agencies  in  the  dis- 
trict are  cooperating  and  it  is  supported  by  the 
Milbank  Memorial  Fund. 

Dr.  George  C.  Ruhland,  Deputy  Commissioner 
of  Health  and  Director  of  the  Syracuse  Health 
Demonstration,  reports  satisfactory  progress  to- 
ward the  immunization  of  all  the  34,000  children 
of  Syracuse  by  the  toxin-antitoxin  treatment.  Ap- 
proximately 10,000  have  been  treated  already. 
Within  three  years  it  is  hoped  to  make  immuni- 
zation complete,  leaving  little  to  do  but  to  take 
care  of  newly  born  children  and  those  recently 
brought  into  the  city. 

As  has  happened  wherever  immunization  has 
been  practiced  on  a comprehensive  scale,  Syra- 
cuse shows  a declining  incidence  of  the  disease 
in  proportion  to  the  extent  of  immunization.  In 
1924  the  death  rate  from  diphtheria  had  fallen 
to  9 for  each  100,000  of  population,  after  having 
been  in  two  figures  from  the  beginning  of  the 
century.  Last  year  it  dropped  to  the  unpre- 
cedented figure  of  2.C.  Such  a decrease  would  be 
incredible  if  it  were  not  that  it  is  the  common 
experience  v here  the  treatment  is  widely  adopted. 

The  chief  problem  is,  of  course,  that  of  edu- 
cating parents.  Once  they  can  be  persuaded 
that  toxin-antitoxin  is  harmless  and  sure  in  its 
beneficent  effects  the  rest  will  be  comparatively 
simple.  Many  parents  who  know  about  anti- 
toxin for  treatment  of  the  actual  disease  are  as 
yet  uninformed  that  the  toxin-antitoxin  treat- 
ment is  a different  one  altogether,  intended  not 
to  cure  diphtheria  but  to  prevent  it. 

For  the  instruction  of  such  in  the  Bellevue- 
Y'orkville  district  a leaflet  is  being  circulated 
-which  is  described  as  being  a message  from  Com- 
missioner Harris  of  the  Department  of  Health. 
It  consists  of  simple  statements  to  the  effect  that 
the  parent  can  save  his  children  from  diphtheria, 
that  three  doses  of  toxin-antitoxin,  injected  at 
intervals  of  a week,  will  prevent  diphtheria  and 
that  it  will  not  hurt  a child  or  make  him  ill. 
Parents  are  urged  to  take  all  children  over  nine 
months  of  age  to  the  family  doctor  for  treatment. 
If  they  cannot  afford  to  pay  for  the  service  they 
can  get  it  free  by  applying  at  the  baby  health 
station. 

This  particular  neighborhood  campai  n is  only 
a beginning.  Gradually  it  will  spread  through- 


out the  city  and  in  five  years,  it  is  hoped  that 
diphtheria  will  have  been  wiped  out  of  New 
York. 


Coincidently,  the  New  York  Times,  May- 
13,  discusses  the  same  topic: 

DIPHTHERIA  CAN  BE  CONQUERED. 

It  is  not  creditable  to  the  intelligence  and 
knowledge  of  our  time  that  though  diphtheria 
can  be  both  prevented  and  cured  by  the  use  of 
a specific  known  to  all,  that  dreadful  disease  still 
continues  to  claim  its  child  victims  in  our  towns 
and  cities.  The  victims  are  by  no  means  so 
numerous  as  they  were  before  the  use  of  anti- 
toxin became  frequent,  but  that  there  should  oe 
any  at  all  is  quite  needless. 

It  is  with  the  purpose  of  making  these  facts 
known  to  all  parents  that  there  now  is  in  pi\.'o  s 
here,  financed  by  the  Milbank  Memorial  Fund 
and  with  the  cooperation  of  the  Board  of  Health, 
what  is  called  the  “Bellevue-Yorkville  Demon- 
stration.” It  is  a campaign  to  immunize  with 
toxin-antitoxin  all  the  children  in  the  district 
served  by  the  baby  health  station  at  241  East 
Fortieth  Street.  The  object  is  not  only  to  save 
these  children  from  diphtheria,  but  also  to  prove 
that  the  disease  can  be  banished  from  the  whole 
city  by  doing  what  is  done  in  this  one  section. 

There  is  no  doubt  what  the  result  will  be  as 
regards  the  children  to  whom  are  administered 
the  needed  three  injections  of  toxin-antitoxin  at 
intervals  of  a week  apart.  They  will  be  made 
quite  safe,  and  at  no  cost  of  either  pain  or  illness, 
but  of  course  it  still  wall  be  possible  for  occasional 
cases  of  diphtheria  to  be  brought  into  the  district. 
These,  if  antitoxin  is  given  three  times,  can 
nearly  all  be  cured,  but  the  experiment  will  not 
be  carried  on  as  satisfactorily  as  it  would  be  if 
the  whole  city  were  covered,  as  have  been  some 
of  the  smaller  cities  up-State,  including  Auburn. 

The  new  clinic  was  opened  May  5,  and  its  call 
has  met  an  eager  response  from  the  mothers  of 
the  district. 


WARRING  ON  THE  MOSQUITO. 

It  is  always  pleasing  to  learn  of  recognition 
of  one’s  good  deeds,  and  New  Jersey  may 
now  take  unction  to  her  soul  from  the  com- 
pliments being  bestowed  in  appreciation  of  her 
mosquito  extermination  warfare.  Having 
been  the  butt  of  most  mosquito  and  malaria 
jokes  for  many  years,  it  is  decidedly  agreeable 
to  find  the  one-time  jokers  referring  now  to 
this  state  as  the  model  in  dealing  with  these 
pests,  the  disease  and  the  disease  carrier.  Thus 
are  we  held  up  as  an  example  to  the  rest  of 
the  world,  in  an  editorial  in  the  New  York 
Times  of  April  30: 

At  Grant’s  Pass,  Oregon,  the  mercury  stood  at 
98°  yesteiday.  Summer  may  sit  down  hard  in 
the  lap  of  Spring  hereabouts  at  any  time  now 
and  refuse  to  get  up  until  the  woods  are  in  full 
leaf.  The  season  has  been  lamentably  backward, 
but  with  rising  temperature  the  jazz  of  mosquito 
bands  will  soon  be  heard.  In  April  47  states  turned 
to  New  Jersey  to  learn  the  rules  of  extermina- 
tion. Long  ago  it  took  the  lead  in  campaigning 
against  the  nuisance,  with  such  success  that  mil- 
lions of  dollars  have  been  added  to  taxable 
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values.  New  Jei-sey  was  stung'  into  action  not 
by  the  mosquito,  but  by  the  libel  that  all  the 
pests  that  devastate  the  North  Atlantic  States  are 
born  within  her  territory.  It  was  a wicked  in- 
vention, accepted  as  gospel  truth  by  generations 
of  New  Yorkers. 

Last  August  our  own  Board  of  Health  began 
a drive  in  the  3 greater  boroughs  against 
mosquito  hordes  that  were  taking  all  the  joy 
out  of  life  by  the  bite  that  follows  the  buzz. 
Sanitary  supervisors  earned  the  gratitude  of  New 
Jersey  by  manfully  acknowledging  that  mosquito 
clouds  originated  here,  although  it  had  to  be 
admitted  that  they  were  thickest  in  Canarsie, 
Jamaica  and  Flatlands.  The  Corona  and  Flush- 
ing marshes  also  bred  their  millions.  As  a 
matter  of  fact,  mosquitos  are  natives  all  the  way 
from  Nogales  to  Point  Barrow.  In  the  woods  of 
the  White  Mountains  and  the  Maine  Wilderness 
they  make  life  almost  insupportable  in  July.  A 
census  would  show  that  most  parts  of  New  Jer- 
sey are  heavenly  by  comparison.  In  that  Com- 
monwealth the  smallest  stiletto-wielder  on  earth, 
the  midge,  is  a rarity,  whereas  in  the  high  New 
England  woods  he  draws  more  blood  than 
mosquitos  many  times  his  weight. 

New  Jersey  is  determined  to  exterminate  the 
mosquito.  Josh  Billings  was  entirely  wrong 
when  he  said  that  the  musketeer  has  inhabited 
this  world  since  its  creation,  and  will  hang  around 
here  until  business  closes.  The  State  Entomolo- 
gist, Dr.  Thomas  J.  Headlee,  promises  that  the 
mosquito  will  vanish  from  New  Jersey  if  the 
authorities  do  their  duty.  It  depends  upon  the 
strength  that  is  in  union  and  the  poisons  that  can 
be  used  on  still  water,  whether  it  be  in  a marsh 
or  a tomato  can.  The  coastal  regions,  with  the 
aid  of  the  state,  are  draining  and  kerosening  so 
methodically  that  in  the  course  of  6 years  the 
salt-water  breed  should  be  only  a memory.  So 
says  Dr.  Headlee. 

It  is  now  3 00  years  since  mosquitos  pestered 
the  settlers  of  New  Sweden  on  the  Delaware  so. 
abominably  that  they  built  a fort  called  Mocke- 
borg  as  a refuge.  Science  has  at  last  doomed 
the  mosquito.  It  was  not  until  19  00  that  New 
Jerseymen  stood  their  ground  and  began  to  fight 
their  tormentor  with  petroleum  and  chemicals. 
In  1905  the  Legislature  provided  funds  for  the 
draining  of  marsh  land  by  municipalities.  Eliza- 
beth was  one  of  the  first  towns  to  take  the  field. 
South  Orange  enlisted  early.  Newark  girded  on 
its  armor  in  1905.  There  came  a time  when  the 
Legislature  appropriated  $350,000,  and  the  war 
was  on  in  earnest.  What  has  been  settled  is  this: 
Maligned  New  Jersey  can  be  made  a mosquito- 
less state.  Some  day  the  6 citizens  of  Elizabeth 
who  each  contributed  $25  to  oil  the  meadow  at 
the  foot  of  Schiller  Street  will  have  a monument 
raised  to  them  as  pioneers  in  the  cause  of  with- 
standing the  raids  of  mosquitos. 

Every  year  the  New  Jersey  Mosquito  Exter- 
mination Association  holds  a convention  at  At- 
lantic City  to  compare  notes  and  plan  the  annual 
campaign.  Scientific  men  from  far  and  wide 
attend.  At  the  last  meeting  Assistant  Director 
Arthur  Stringer  of  the  Gorgas  Memorial  Institute 
declared  that  mosquitos  caused  3,000,000  cases  of 
malaria  annually.  He  estimated  the  economic 
loss  at  $100,000,000.  This  was  probably  a cau- 
tious statement.  Moreover,  it  ignored  the  blight 
suffered  by  communities  which  would  have  much 
higher  property  appraisals  if  the  pest  \\  ere  swept 
away.  Kerosening  as  a remedy  has  been  a god- 
send, but  the  Department  of  Agriculture  has 
shown  that  wide  areas  can  be  rid  of  mosquitos 


by  scattering  paris  green  Just  and  deadly  chemi- 
cals from  airplanes.  For  all  their  ferocity  they 
can  easily  be  disposed  of.  The  paris  green  dust 
when  mixed  with  Tripoli  earth  is  most  effective.. 
The  Chemical  Warfare  Service  has  been  very 
helpful  with  suggestions.  Dr. William  Rudolph 
of  the  New  .Jersey  Agricultural  Experiment  Sta- 
tion treats  waters  in  which  mosquitos  breed  with 
copper  sulphate.  Dr.  Jacob  G.  Lipman,  another 
New  Jersey  specialist,  calculates  that  a million 
idle  acres  in  the  state  could  be  opened  to  culti- 
vation by  exterminating  the  malaria-carrying 
mosquito. 


NEW  MEDICAL  PRACTICE  ACT  FOR 
NEW  YORK. 

Under  the  title,  “Smith  Signs  Bill  for 
Doctors’  Registration”,  the  Newark  Evening- 
News,  May  17,  publishes  the  following  item: 

Governor  Smith  today  signed  the  Webb- 
Loomis  medical  practice  act,  designed  to  drive 
“fake  doctors  and  quacks’’  out  of  business  in  the 
state. 

In  memorandum  the  Governor  set  forth  that 
the  measure  would  not  affect  the  practice  of  any 
cult  or  practitioner  of  healing  so  long  as  they 
did  not  disobey  the  law,  particularly  in  attempting 
to  diagnose  diseases.  Chiropractors  have  claimed 
the  bill  would  drive  them  out  of  business  in  the 
state. 

Under  the  new  act,  no  one  not  properly  quali- 
fied can  use  the  title  of  doctor,  and  physicians 
must  register  annually  with  the  secretary  of  the 
State  Board  of  Medical  Examiners.  This  list  is 
to  be  pulilic  property. 

The  medical  profession  is  empowered  to  set 
up  an  organization  similar  to  the  Bar  Association 
to  “clean  its  own  house’’,  as  the  Governor  ex- 
pressed it,  while  all  prosecutions  of  violations, 
will  be  in  the  hands  of  the  attorney  general. 


In  a more  extensive  report  of  the  Gov- 
ernor’s message  accompanying  his  endorse- 
ment of  this  new  law,  the  New  York  Times, 
April  18,  says : 

“I  regard  it  as  highly  important”,  the  Gov- 
ernor wrote  in  his  memorandum,  “that  the 
ignorant  and  the  unthinking  be  not  misguided 
by  the  use  of  the  title  ‘doctor’,  because  it  pre- 
supposes in  the  minds  of  a great  many  people 
a knowledge  of  the  human  anatomy  sufficient 
to  enable  the  holder  of  such  title  to  diagnose  and 
prescribe  for  all  the  ills  the  human  body  is  heir 
to. 

Health  a Government  Function. 

“The  title  ‘doctor’  should  be  made  by  law  to 
mean  what  the  great  majority  of  people  believe 
it  means  and  it  should  not  be  promiscuously  be- 
stowed upon  individuals  so  lacking  in  proper 
qualifications  as  to  be  unable  to  tell  the  difference 
between  indigestion  and  hydrophobia.  There  is 
no  function  of  Government  to  my  mind  more 
important  than  the  preservation  of  the  public 
health. 

“The  proposed  amendment  to  the  Medical 
Practice  act  contained  in  this  bill  did  not  take 
away  from  any  individual  or  group  of  individuals 
any  right  now  possessed  by  them  under  the  pro- 
visions of  the  law  as  it  now  stands  and  which 
have  existed  in  their  present  form  for  more  than 
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twenty  years,  but  it  does  provide  for  a better 
administration  of  the  medical  preservation  of 
the  health  and  lives  of  the  people  of  our  com- 
monwealth.” 

In  his  memorandum,  the  Governor  recalled  the 
fact  that  in  the  Fall  of  1924  he  called  a confer- 
ence of  representatives  of  the  State  Department 
of  Health,  the  State  Medical  Society  anti  the 
State  Department  of  Education  for  the  purpose 
of  considering  an  amendment  to  the  Medical 
Practice  act.  In  192  5 a bill  similar  to  the  one 
approved  today  was  passed  in  the  Assembly,  but 
was  defeated  in  the  Senate. 

‘‘The  situation  now,  as  at  that  time,  demands 
remedial  legislation”,  the  Governor  wrote.  ‘‘At- 
tempts made  in  the  past  have  failed  for  one 
reason  or  another,  notwithstanding  the  fact  that 
it  could  not  by  any  stretch  of  the  imagination  be 
made  either  a political  or  a partisan  measure,  as 
it  concerns  only  the  health  and  lives  of  the 
people  of  the  State.” 

Status  of  Cults  Unchanged. 

Pointing  out  that  the  bill  has  the  unqualified 
support  of  the  State  Department  of  Health  and  the 
State  Education  Department,  the  Governor  said 
that  the  heads  of  these  two  deparmens  were  pre- 
pared to  assume  with  him  the  full  responsibility 
for  the  following  statement: 

“1.  This  bill  if  enacted  into  law  will  not  stop 
any  one  from  plying  any  occupation  involving  the 
public  health  who  could  legally  do  so  before  its 
enactment  into  law.  That  means  that  it  does  not 
restrict  ihe  existing  rights  of  any  individual  or  any 
group. 

‘‘2.  Although  no  cult  is  licensed  to  practice  in 
this  State,  it  does  not  stop  the  practitioner  of  such 
cult  from  practicing  the  tenets  of  that  cult  from 
any  manipulations  or  any  other  form  of  treat- 
ment, provided  such  practice  does  not  involve  a 
violation  of  the  Medical  Practice  act  or  any  other 
section  of  the  public  health  law  as  it  existed  be- 
fore the  enactment  of  this  bill.” 

Commenting  on  the  provision  of  the  bill  re- 
quiring annual  registration  of  physicians,  the 
Governor  wrote: 

“It  requires  very  little  explanation  to  show  the 
necessity  for  this  very  wise  regulation.  Prior  to 
the  enactment  of  the  dental  law  thousands  of  un- 
licensed practictioners  were  practicing  dentistry 
in  the  State.  Some  of  them  were  unfit  to  practice 
on  lead  pipe,  not  to  speak  of  experimenting  with 
human  beings.” 

Both  last  year  and  this  year  the  Governor  in 
his  annual  message  to  the  Legislature  recom- 
mended the  passage  of  a measure  similar  to  the 
one  he  approved. 

Bars  “Doctor”  Title  by  Chiropodists.” 

The  Governor  vetoed  the  Karle  bill,  which 
would  have  permitted  a chiropodist  or  podiatrist 
to  use  the  title  of  “doctor”  in  advertising  signs. 

“It  is  apparent  on  the  face  of  this  bill,”  the 
Governor  wrote,  “that  the  proponents  hope  by 
its  provisions  entitling  chiropodists  and  podia- 
trists to  use  the  title  ‘doctor’  or  the  abbreviation 
thereof,  to  escape  the  provisions  of  the  amend- 
ment to  the  public  health  law  already  signed 
by  me.” 


The  invention  of  the  harp  was  due  to  an  acci- 
dent, we  read.  On  the  other  hand,  the  inventor 
of  the  bag-pipes  was  a Highland  cottager  who 
got  the  idea  through  stepping  on  a cat. — Punch. 


County  Society  Reports. 


ATLANTIC  COUNTY. 

Joseph  H.  Marcus,  M.  D.,  Reporter. 

The  monthly  meeting  of  the  Atlantic  County 
Medical  Society  was  held  on  the  afternoon  of 
May  14,  at  the  Atlantic  County  Hospital  for  Men- 
tal Diseases,  Smiths  Landing,  New  Jersey.  Dr. 
D.  Ward  Scanlan  presided. 

Dr.  W.  Blair  Stewart,  reporting  for  the  Wel- 
fare Committee,  stated  that  the  New  Jersey  State 
Board  of  Medical  Examiners  is  continuing  to 
prosecute  “Fake  Practitioners”.  He  further 
urged  that  all  chosen  delegates  attend  the  annual 
convention  of  the  State  Society  in  order  that  the 
county  may  be  properly  represented. 

The  membership  application  of  Dr.  Walter 
Blair  Stewart,  Jr.,  was  received  and  referred  to 
the  Board  of  Censors.  A communication  was 
read  from  the  Chamber  of  Commerce,  in  which 
a request  of  $200,000'  was  asked  from  the  City 
Budget  to  be  expended  for  advertising  Atlantic 
City.  It  was  unanimously  moved  that  the  County 
Society  endorse  this  procedure. 

Dr.  Conaway,  reporting  for  the  Board  of  Cen- 
sors, stated  that  the  following  applications  had 
been  favorably  acted  upon;  the  new  members  be- 
ing Doctors  Hilton  S.  Read,  S.  Eugene  Dalton, 
Harry  F.  Subin,  Laurence  Wilson  and  S.  E.  Bate- 
man. 

The  society  voted  to  tender  a testimonial  din- 
ner in  honor  of  Doctor  J.  Scott  and  P.  Marvel,  Sr., 
to  be  given  on  the  date  of  the  annual  meeting. 
The  committee  appointed  by  the  president  to  ar- 
range for  this  affair  is  as  follows:  Drs.  W.  Blair 
Stewart,  W.  P.  Conaway,  W.  J.  Carrington,  J.  H. 
Mason,  E.  F.  Uzzell,  J.  H.  Marcus  and  J.  C. 
Brown. 

The  Scientific  Program  was  inaugurated  by 
Dr.  Edward  Guion,  Superintendent  and  Director 
of  the  Atlantic  County  Hospital  for  Mental  Dis- 
eases. He  presented  a very  entertaining  and  in- 
teresting dissertation  relative  to  the  status  of  pa- 
tients admitted  and  also  presented  a complete 
discussion  of  the  laws  relating  to  the  commit- 
ment of  insane  people. 

Dr.  Stanley  McGeehan  presented  a case  of 
Granuloma  Inguinalis.  The  Scientific  Program 
was  then  continued  by  Dr.  Charles  S.  Potts,  Pro- 
fessor of  Neurology  at  the  University  of  Pennsyl- 
vania, and  Consultant  to  the  Hospital  for  Mental 
Diseases,  who  stated  that  he  has  been  connected 
with  this  institution  since  189  7 and  found  his 
work  extremely  interesting.  He  outlined  the 
form  blank  necessary  for  the  commitment  of 
all  insane  individuals.  All  people  who  are  men- 
tally ill  or  who  present  mental  symptoms  are  not 
insane  and'  this  should  be  borne  in  mind  at  all 
times.  He  discussed  in  detail  the  neuroses, 
doubting  manias,  kleptomania  and  pyromania; 
the  phobias  as  embodied  in  those  who  are  in  con- 
stant dread  of  dirt,  closed  places,  and  open 
spaces;  the  neurasthenics  and  those  who  con- 
stantly indulge  in  introspection.  He  outlined 
mental  symptoms  associated  with  visceral  disease 
such  as  pneumonia  chronic  nephritis  with  uremia 
and  cardiorenal  disturbance.  The  feeble  minded 
child  he  discussed  as  to  the  different  grades  of 
idiocy.  In  discussing  symptoms  of  mental  disease, 
Dr.  Potts  stated  that  hallucinations  are  often  con- 
fused with  delusions  which  are  not  necessarily 
symptoms  of  insanity.  Tumor  of  the  brain  may 
be  the  cause  of  hallucinations  and  is  at  times 
evidence  of  a toxic  psychosis  or  exhaustion  psy- 
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chosis,  which  symptoms  are  not  infrequently  fleet- 
ing in  duration.  Caution  is  necessary  in  making 
a diagnosis  that  delusion  exists. 

Delusion  of  persecution  is  esj^ecially  common 
in  paranoia  and  melancholia. 

Dementia,  the  third  important  symptom  of 
mental  disease,  is  usually  the  terminal  symptom. 
In  senile  dementia  the  loss  of  memory  is  a prom- 
inent factor  noted. 

Dr.  Potts  stated  that  some  of  the  most  impor- 
tant causes  of  mental  disease  are  as  follows: 
Alcohol,  syphilis  and  masturbation.  Aphasia  is 
not  an  evidence  of  insanity,  Dr.  Potts  concluded 
his  presentation  with  cases  typifying  various 
forms  of  insanity. 

Following  the  Scientific  Meeting,  Dr.  W.  Blair 
Stewart  moved  that  a vote  of  appreciative  thanks 
be  extended  to  Dr.  Edward  Guion,  director  of  the 
Atlantic  County  Hospital,  for  the  hospitality  ex- 
tended. 


Atlantic  City  Hospital  Staff. 

Joseph  H.  Marcus,  M.  D.,  Reporter 

The  stated  monthly  meeting  of  the  Atlantic 
City  Hospital  Staff  was  held  on  the  evening  of 
April  16,  192  6,  at  the  Hotel  Breakers.  Due  to 
the  enforced  absence  of  the  president,  Dr.  Rich- 
ard Bew,  the  meeting  was  called  to  order  by 
Dr.  Samuel  L.  Salasin,  Vice-President. 

Following  the  dispensation  of  routine  business 
procedures  and  committee  reports,  the  Scientific 
Program  was  presented.  Report  of  Surgical  Ser- 
vice by  Drs.  C.  H.  de  T.  Shivers,  C.  L.  Bossert 
and  Stanley  McGeehan. 

Report  of  Medical  Service  by  Drs.  D.  W.  Scan- 
lan  and  Harold  Davidson. 

Dr.  Charles  Bossert  presented  a statistical  re- 
port of  the  number  of  cases  treated,  as  follows: 


Acute  urethritis 77 

Chronic  urethritis 218 

Stricture  of  urethra 26 

Enlarged  prostate 48 

Seminal  Vesiculitis 7 

Epididymitis  17 

Inguinal  adenitis 6 

Peri-urethral  abscess 3 

Paraphimosis  3 


Chief  of  Clinic,  C,  H.  de  T.  Shivers,  stated 
that  the  total  cases  cystoscoped  were  51  in  num- 
ber. In  14  cases  the  finding  were  negative.  There 
were  4 cases  of  renal  and  ureteral  calculi,  2 in 
females  and  2 in  males.  One  involved  the  left 
kidney  and  ureter  and  3 involved  the  right  kid- 
ney and  ureter.  One  case  in  an  adult  male 
showed  a deformity  of  the  posterior  wall  of  the 
bladder  and  a blocking  of  the  left  ureter  due  to 
some  external  pressure.  There  were  16  cases  of 
pyelitis,  5 in  women  and  11  in  men.  In  2 women 
there  was  bilateral  pyelitis  associated  with  stone 
in  the  right  ureter.  In  4 cases,  pyelitis  involved 
the  right  kidney,  and  1 of  these  cases  was  as- 
sociated with  pregnancy.  In  the  males  there 
were  2 cases  of  bilateral  pyelitis  and  in  1 of  these 
a secondary  cystititis  and  posterior  urethritis. 
This  series  also  comprised  2 cases  of  pyelitis  on 
,the  right  side  and  7 cases  involving  the  left  pel- 
vis; l case  was  that  of  a boy  2V2  years  old  with 
an  involvement  of  the  right  kidney;  2 cases  of 
hydropyonephrosis  involved  the  left  kidney,  both 
in  adult  males;  2 cases  of  carcinoma  of  the 
bladder  involving  principally  the  base,  both  in 
adult  males;  1 case  of  posterior  urethritis  and 
seminal  vesiculitis;  4 cases  presented  prostatic 
enlargment  and  2 vesiculitis,  the  latter  associated 
with  a secondary  cystopyelitis.  One  of  the  cases 
had  a filiform  stricture  of  the  urethra  just  anter- 


ior to  the  bulb.  The  chief  symptom  of  this  case 
was  backache. 

Of  the  4 cases  of  pyelo-nephritis,  2 there  was 
males  and  2 in  females.  In  the  males,  there  was 
1 case  of  acute  pyelo-nephritis,  involving  right 
kidney  and  the  other  a bilateral  pyelo-nephritis 
complicated  by  renal  calculi.  A nephrotomy  was 
performed  for  the  removal  of  the  stone  from  the 
kidney;  the  stone  being  composed  of  triple  phos- 
phate. 

In  the  2 females  who  presented  pyelo-nephritis 
involving  the  right  kidney  there  were  complica- 
tions of  stones.  Of  the  2 cases  presenting  ob- 
structed ureters,  both  were  males in  1 the  block 
was  due  to  mucus,  with  a secondary  hydrone- 
phrosis. The  dye  output  was  demonstrated  in 
11%  minutes,  the  catheter  remaining  in  situ  2 
hours.  The  second  case  was  due  to  stone  and 
the  obstruction  was  1 cm.  from  the  bladder  ori- 
fice. Stone  was  successfully  passed. 

Among  the  operations  performed  were  the  fol- 
lowing: Radical  hydrocele,  epididymotomy ; vas 
puncture  for  severe  inflammation  of  the  seminal 
vesieals,  internal  urethrotomy,  inguinal  adenec- 
tomy,  total  extirpation  of  the  penis  for  car- 
cinoma. 

Following  these  reports,  Dr.  Shivers  demon- 
strated photopraphs  showing  clinical  and  micro- 
scopic appearances  of  these  cases  of  carcinoma 
of  the  penis. 

The  Genito-Urinary  Service  report  was  con- 
cluded by  Dr.  S.  McGeehan  who  presented  a case 
report  of  Granuloma  Inguinalis.  This  case  was 
of  a colored  girl  13  years  of  age  who  was  brought 
for  treatment  by  the  Welfare  Bureau,  the  pa- 
tient having  been  apprehended  in  a vice  raid.  The 
chief  complaint  was  painful  sores  around  the 
vulva  and  peritoneum.  Personal  history  was 
negative  with  the  exception  that  she  was  an  in- 
mate of  a house  of  prostitution.  The  present  ill- 
ness commenced  with  small  pain  areas  on  the 
vulva,  with  a vaginal  discharge  about  6 days  pre- 
vious to  admission.  She  stated  that  these  sores 
increased  in  number  and  size,  spreading  rapidly 
over  the  vulva  and  perineum,  and  causing  con- 
siderable pain  when  walking.  The  important 
finding  upon  physical  examination  centered 
about  the  genitalia.  There  was  a purulent 
discharge  from  the  urethra  band  vaginal  or- 
fice.  The  adjacent  perineum,  and  extend- 
ing anterior  to  the  pubis,  was  an  almost 
confluent  granulomatous  mass,  raised  above 
the  skin,  with  reddened  ulcerated  surfaces  ex- 
uding a watery  discharge.  On  the  perineum  ad- 
jacent to  this  and  part  of  the  inner  aspect  of  the 
thighs  were  a few  similar  areas  of  various  sizes, 
the  larger  being  somewhat  reddened  with  the 
overlying  skin  appearing  about  to  break  down. 
Blood  Wassermann  was  negative.  Gonococci  were 
found  in  the  vaginal  smear  but  no  spirochetes 
could  be  found.  A report  on  another  smear  was 
suspicious  of  Bacillus  capsulatus,  which  later 
was  confirmed  as  positive  from  the  culture.  The 
treatment  consisted  of  an  intravenous  admin- 
istration of  tartar  emetic.  Following  the  fifth 
injection,  given  at  intervals  of  2 days,  the  lesions 
disappeared. 

Dr.  McGeehan  concluded  his  report  with  a 
brief  history  of  symptoms,  diagnosis,  prognosis, 
and  treatment.  The  'discussion  of  the  genito- 
urinary service  report  was  inaugurated  by  Dr. 
R.  A.  Kilduffe,  Director  of  the  Laboratories.  He 
pointed  out  that  the  laboratory  facilities  offered 
a far  greater  scope  of  work  than  those  proced- 
ures confined  to  routine  work  and  urged  a more 
intensive  bacteriologic  study  and  classification 
from  the*  genito -urinary  services. 
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Dr.  D.  Ward  Scanlan  felt  that  in  carcinoma  of 
the  penis  where  there  was  a secondary  involve- 
ment showing  mestastasis  to  the  spine,' operation 
was  not  advisable;  further  stating  that  at  the 
Mayo  Clinic  this  thought  was  rigidly  adhered  to. 

Dr.  D.  B.  Allman  was  particularly  interested  in 
the  secondary  spinal  involvement  resulting  from 
carcinoma  of  the  penis.  He  felt  that  operative 
procedure  should  be  resorted  to  in  certain  cases 
and  recounted  4 cases  in  which  he  was  firmly 
convinced  that  surgical  interference,  as  per- 
formed by  him,  was  of  benefit. 

Dr.  C.  B.  Kaighn  spoke  of  x-ray  treatment  of 
this  condition. 

Dr.  Joseph  H.  Marcus,  in  discussing  congen- 
ital syphilis,  thought  that  best  results  were  ob- 
tained by  intramuscular  injections  of  sulphars- 
phenamin.  One  of  the  most  important  reasons 
being  its  extreme  solubility.  Dr.  Marcus  briefly 
outlined  a case  of  syphylitic  nephritis  in  a baby 
3 weeks  of  age  and  urged  a more  extensive  use 
of  cystoscopy  in  infants  and  young  children. 

Dr.  Clarence  B.  Andrews  presented  an  inter- 
esting view  point  centered  about  the  exhibition 
of  genito-urinary  specimens  and  procedures  as 
witnessed  by  him  at  the  recent  meeting  of  the 
Congress  of  Internal  Medicine,  held  in  Detroit. 

Dr.  Samuel  L.  Salasin,  health  officer  in  Atlantic 
City,  complimented  Dr.  Shivers  and  his  associates 
upon  the  vast  amount  of  work  performed  at  the 
Venereal  Clinic  and  extended  a cordial  invitation 
to  all  members  af  the  staff  to  visit  this  clinic. 

The  Scientific  Program  was  resumed  by  Dr.  D. 
Ward  Scanlan  with  a report  of  the  Medical  Ser- 
vice. The  total  number  of  cases  for  his  service 
extended  over  a period  of  3 months.  There  were 
133  cases,  with  a mortality  of  10%.  The  autop- 
sies numbered  7 and  the  consultations  45.  The 
average  number  of  days  in  the  hospital  per  pa- 
tient were  5 days  for  males,  and  9 days  for  fe- 
males and  13  for  children. 

Among  the  interesting  cases  outlined  was  one 
of  pneumonitis  with  acute  purulent  pericarditis. 
This  was  in  a colored  male,  3 0 years  of  age,  who 
died  3 days  after  admission.  The  blood  culture 
and  other  laboratory  procedures  were  negative. 
The  principal  medication  was  quinin  and 
urea  chloride.  The  important  autopsy  findings 
showed  an  enlarged,  thickened  and  adherent  per- 
icardial sac,  adherent  to  the  lungs  and  medias- 
tinum, the  effusion  being  purulent  in  character 
and  approximately  1 liter  in  quantity;  strepto- 
coccus was  obtained.  Consolidation  at  base  of 
right  lung. 

Case  5059 — Adult  female  admitted  with  acute 
lobar  pneumonia  in  the  right  lower  lobe.  Among 
other  findings  were  hypertrophy  of  the  heart,  in- 
terstitial fibrosis,  and  fatty  infiltration  of  the 
liver  and  fibromyoma  of  the  uterus. 

Case  94 — Adult  male,  acute  lobar  pneumonia 
with  chronic  interstitial  nephritis. 

Case  4555 — Female  48  years  of  age.  Acute 
bronchial  pneumonia  and  chronic  nephritis. 

Case  4433 — Adult  male,  39  years,  admitted  and 
died  on  the  same  day.  Condition  was  a strep- 
tococcemia  resulting  from  a carbuncle  of  the 
neck.  Blood  culture  dem.onstrated  streptococcus. 
Among  other  cases  Dr.  Scanlan  discussed  as  to 
etiology,  diagnosis,  and  treatment,  were  cases  of 
chronic  myocarditis,  cerebral  hemorrhage,  acute 
cardiac  dilatation  and  various  phases  of  kidney 
infection,  pneumoccus  meningitis  and  retro- 
pharyngeal abscess. 

Dr.  Scanlan  concluded  his  report  with  a clin- 


ical discussion  of  aneurysm  in  a female  50  years 
of  age.  The  autopsy  performed  by  Dr.  Kilduffe, 
showed  the  following  condition: 

Body  of  an  adult  white  female  about  50  years 
of  age.  No  external  scars  or  marks;  no  evidence 
of  trauma,  edema  or  jaundice.  Thorax:  The  per- 
icardial sac  was  much  distended,  tense,  and  dis- 
colored with  blood.  When  punctured  a large 
amount — approxinately  400  c.  c.  of  blood  es- 
caped under  pressure.  The  heart  was  approxi- 
mately normal  in  size,  and  the  muscle  firm  though 
there  was  evidence  of  a perceptible  degree  of 
fatty  deposit.  The  first  portion  of  the  aorta  was 
fusiform  in  shape  and  dilated,  the  diameter  in 
the  widest  portion  being  2.5  inches.  The  walls 
and  the  surrounding  tissues  were  much  infil- 
trated and  discolored  with  blood.  There  was 
some  hypertrophy  of  the  left  ventricular  wall; 
no  evidence  of  valvular  lesions.  The  intima  of 
the  aorta  was  of  irregular  consistency,  areas  of 
both  softer  and  more  sclerotic  appearance  than 
normal  being  irregularly  distributed;  in  softened 
areas  the  intima  was  friable  and  easily  torn.  There 
was  a tear  about  1 in.  in  length  in  the  intima  of 
the  first  portion  of  the  aorta  through  which 
hemorrhage  had  occurred  dissecting  the  outer 
coats  from  the  intima,  these  being  much  dis- 
tended by  the  escaping  blood  for  a distance  of 
2-3  ins.  The  bleeding  into  the  pericardial  sac 
was,  apparently,  by  osmosis  as  there  was  no  tear 
discovered  in  the  outer  walls  of  the  vessel. 

The  right  lung  showed  the  presence  of  some 
dense  old  adhesions  which  were  separated  with 
difficulty.  The  left  lung  was  free.  On  section 
there  was  no  evidence  of  tuberculosis  or  pneu- 
monic lesions;  no  free  fluid  in  the  pleural  cav- 
ities. 

Abdomen;  No  free  fluid.  Stomach  normal  ex- 
cept for  a few  adhesions  in  the  region  of  the  py- 
lorus. Small,  scattered  adhesions  between  the  in- 
testinal loops  were  encountered  but  were  without 
moment.  GalJ-bladder  normal  in  size  and  con- 
tained rather  thick  bile.  No  stones.  The  liver 
was  approximately  normal  in  size  but  one  section 
was  pale  yellow  in  color  and  presented  the  gross 
signs  of  fatty  infiltration  of  perceptible  degree. 

The  kidneys  were  somewhat  small  in  size,  the 
capsule  stripped  with  difficulty  leaving  a gran- 
ular surface  and  the  gross  appearance  was  that 
of  a chronic  interstitial  nephritis. 

The  fallopian  tubes  were  normal  and  the  ovar- 
ies presented  no  abnormalities.  The  uterus  was 
long  and  narrow  and  of  irregular  contour,  and 
on  section  were  many  small  intramural  fibroids. 

Cause  of  Death;  Dissecting  aneurysm  of  the  as- 
cending portion  of  the  aorta  and  hemopericar- 
dium. 

Dr.  Harold  Davidson  presented  in  detail  a case 
that  embodied  endocrine  insufficiency.  The  pa1 
tient,  35  years  of  age,  died  2 hours  after  admis- 
sion. Doctors  Scanlan  and  Davidson  expressed 
appreciation  to  their  associates  and  to  the  resi- 
dent physician  for  their  willing  and  constant  co- 
operation during  the  time  of  service. 

In  the  discussion  that  ensued,  Dr.  W.  E.  Dar- 
nall  reported  a case  of  splenic  enemia:  Dr.  Charl- 
ton reported  a case  of  retropharyngeal  abscess 
which  extended  into  the  middle  ear;  Dr.  Clarence 
Andrews  discussed  the  various  phases  of  treat- 
ment of  pneumonia. 

Dr.  Salasin  appointed  the  following  committee 
to  arrange  for  the  annual  outing  of  the  staff: 
Drs.  J.  H.  Mason,  chairman;  C.  B.  Kaighn,  H. 
S.  Read,  J.  C.  Brown,  and  J.  S.  Irwin. 
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BERGEN  COUNTY. 

H.  B.  Wolowitz,  M.  D.,  Reporter 

The  Bergen  County  Medical  Society  held  its 
regular  meeting  at  the  Hackensack  Hospital  on 
May  11.  Following  the  business  part  of  the 
meeting  the  scientific  program  was  presented. 
It  consisted  of  a talk  on  the  “Diagnosis  and 
Treatment  of  Thyroid  Disorders’’,  given  by  Dr. 
Emil  Goetsch,  who  said,  in  part:  To  have  a clear 
understanding  of  thyroid  disease  it  is  necessary 
first  to  know  the  structure  and  pathology  of  the 
gland.  Normally  the  thyroid  is  made  up  of  acini 
containing  variable  amounts  of  colloid,  inter- 
stitial cells  and  a few  clumps  of  fetal  cells,  called 
fetal  rests. 

Now,  the  thyroid  may  retrogress  and  then  we 
have  the  acini  full  of  colloid;  this  always  indi- 
cates a resting  gland,  with  the  margins  of  the 
acini  smooth  and  regular,  and  its  epithelium  of 
the  low,  flat,  columnar  type.  This  is  the  kind  of 
gland  often  seen  in  school-girls  in  goitrous  re- 
gions. Next,  we  have  a gland  whose  activity  has 
been  increased  a little,  such  as  in  the  mild  pri- 
mary hyperplasia  of  puberty.  Here  the  acini 
become  increased  in  number,  their  margins  be- 
come irregular  and  wavy,  the  epithelium  is  col- 
umnar, colloid  is  decreased  in  amount,  and  the 
whole  gland  is  slightly  enlarged.  There  are  symp- 
toms of  a mild  hyperthyroidism.  Then,  there  is 
the  gland  whose  colloid  is  all,  or  practically  all, 
gone,  whose  acini  are  very  wavy,  with  high  col- 
umnar epithelium  and  nuclei  rich  in  chromatin. 
This  gland  is  very  cellular  and  may  be  enlarged. 
It  goes  with  exophthalmic  goiter  and  its  intense 
toxemia. 

In  the  hyperplasias  just  considered  the  whole 
gland  was  involved,  not  any  small  portion  of  it. 
Now  we  must  go  back  to  the  fetal  rests  men- 
tioned before.  These  are  at  first  microscopic 
clumps  of  cells  scattered  through  the  thyroid 
tissue,  numbering  from  a very  few  to  hundreds. 
They  are  always  circumscribed,  and  when  being 
removed  peel  out  easily.  If  a tumor  does  not 
shell  out  easily  and  is  not  circumscribed  it  is  not 
an  edenoma.  These  cells  may  grow  and  form 
adenomatous  goiters,  which  are  benign.  They 
never  cause  exophthalmos,  nor  do  they  have  an. 
increased  circulation  with  its  thrills  and  bruits. 
Some  may  be  toxic,  but  never  as  much  so  as  the 
exophthalmic  goiter.  Sometimes,  relatively  rare- 
ly, however,  the  fetal  cells  invade  the  entire  thy- 
roid causing  the  other  structures  to  atrophy. 
This  is  diffuse  adenomatosis. 

The  foregoing  classification  is  very  simple  and 
covers  easily  9 0%  of  thyroid  conditions.  Of 
course  there  may  be  more  than  one  condition  in 
the  same  gland,  such  as  adenoma  together  with 
an  exophthalmic  goiter,  though  this  is  rare. 

Regarding  treatment.  Adenomatous  goiters  if 
left  alone  long  enough,  possibly  for  3 0 years,  be- 
come degenerated  and  cystic;  thus  curing  them- 
selves. But  while  they  are  young  they  give 

symptoms.  These  tumors  often  grow  down  into 
the  mediastinum,  causing  pressure  symptoms. 
They  can  and  often  do  become  tremendously 
large.  They  may  degenerate,  as  all  tumors  can, 
becoming  cystic,  myxomatous,  fibrotic,  atrophied 
or  calcified.  There  is  no  medical  treatment  for 
adenoma,  any  more  than  for  any  other  tumor. 
Xray  is  useless,  as  is  also  iodin.  If  there  are 
symptoms,  surgery  is  the  only  form  of  treatment 
to  be  considered.  The  results  are  very  satis- 
factory, and  we  can  absolutely  promise  the  pa- 
tient that  she  will  be  well.  At  operation  all  the 
nodules  should  be  taken  out,  remembering  that 


they  are  always  bilateral.  Or,  a partial  resection 
may  be  done. 

In  the  diagnosis  of  hyperthyroidism  the  mark- 
ed sensitivity  to  adrenalin  is  a great  aid.  Nowa- 
days we  have  means  of  determining  the  meta- 
bolic rate  and  this  is  used  instead  of  the  adren- 
alin test.  In  marked  cases  of  exophthalmic  goi- 
ter medical  treatment  is  very  unsatisfactory. 
Iodin  when  given  is  pleasing  at  first,  gives  im- 
provement for  a short  time,  but  soon  there  is  a 
relapse  and  the  patients  are  sicker  than  ever; 
furthermore,  if  iodin  is  now  given  it  is  almost  use- 
less, so  that  frequently  the  original  course  of 
iodin  serves  only  to  defeat  the  surgeon’s  end  by 
making  the  patient  a poor  operative  risk  for  a 
complete  lobectomy  at  once,  and  necessitating 
ligation  first.  Surgery  is  the  proper  treatment 
for  exophthalmic  goiter  as  well  as  for  adenoma. 
And,  iodin  should  not  be  given  except  as  a pre- 
operative measure.  Of  course  there  are  some 
cases,  very  rare,  that  are  apparently  cured  by 
iodin.  But  there  are  cases,  too,  that  are  cured 
by  nothing  at  all.  When  a case  is  not  doing 
well  on  treatment,  do  not  wait,  operate. 

In  preparation  for  operation  give  sedatives,  any 
kind  will  do.  Digitalis  is  useless,  for  it  will  not 
reduce  the  pulse  rate,  Give  Lugol's  solution,  10 
minims  t.  i.  d.  for  one  week;  then  if  the  pulse 
and  metabolic  rate  have  not  come  down  suf- 
ficiently give  15  minims  t.  i.  d.  for  3 days  more. 
Now  the  patient  is  protected  against  postopera- 
tive crises.  If  for  any  reason  Lugol’s  solution 
cannot  be  given  by  mouth  give  sodium  iodide 
15  gr.  intravenously  every  day  for  8 days. 

Iodin  when  given  to  hyperplasias  pauses  a re- 
trogression to  the  colloid  type,  and  when  an 
exophthalmic  gland  is  treated  with  iodin  it 
swells;  due  to  the  collection  of  colloid. 

To  prove  that  operations  on  the  thyroid  are 
not  dangerous  even  without  iodin  or  metabolic 
rate  estimations,  I submit  the  following: 
Mortality  Statistics. 


No. 

Mort. 

Per  cent. 

Ligations  

. . .152.  . 

2 . 

1.31 

Excisions  in 

Exophthalmic  goiter. 

...  243  . 

2.05 

Adenomatous  goiter 

...  299  . 

. . . . 0. 

0 

Puberty  hyperplasia 

...  26  . 

0 . 

0 

Simple  colloid  

...  31 . 

....  0 . 

0 

Diffuse  adenomatosis 

...  13  . 

0. 

0 

Total  for  all  operations.  ..  .764 7 0.92 

The  cases  making  up  the  above  statistics  were 
not  chosen  cases;  they  were  taken  as  they  came. 

Colloid  goiters  are  not  surgical  unless  pressure 
symptoms  demand  intervention.  They  should  be 
treated  before  the  patients  reach  the  age  of  2 0, 
for  after  that  time  iodin  has  little  effect.  Hyper- 
thyroidism must  be  excluded  by  asking  about 
sweating,  loss  of  weight,  tremor.  Lugol’s  solu- 
tion, 3 minims  daily  is  sufficient;  larger  doses 
are  unnecessary  and  may  cause  a gland  to  swell. 
To  whip  up  the  metabolism  a little,  for  these 
patients  are  sluggish,  feed  thyroid  % gr.  to  2 or  3 
gr.  daily.  Watch  for  signs  of  hyperthyroidism 
and  if  they  appear  drop  back  in  the  dosage.  It 
is  often  a good  idea  to  work  up  to  early  symptoms 
then  drop  back  to  a dose  just  sufficient  to  supply 
the  patient's  needs  without  toxic  signs.  The  iodin 
should  be  administered  intermittently,  10  days 
on  and  10  days  off  is  a,  good  plan. 

The  cure  of  colloid  goiter  takes  a long  time. 
The  patient  should  be  prepared  to  take  treat- 
ment for  at  least  3 months,  usually  longer. 

In  adenoma  and  exophthalmic  goiter  do  not 
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use  iodin.  In  active  cases  x-rays  are  useless, 
and  may  do  harm.  Even  after  operation  a 
gland  that  has  been  rayed  is  not  as  well  as  one 
that  has  not  been  rayed,  for  it  has  been  in- 
jured by  the  x-rays. 

Questions  asked  by  members  of  the  society 
were: 

Dr.  Cone — What  is  your  opinion  on  the  gen- 
eral use  of  iodized  salt? 

Dr.  Wolowitz — What  about  the  treatment  of 
puberty  hyperplasia  ? 

Dr.  Helf — Do  you  use  digitalis  in  bad  hearts 
preoperatively  ? 

Dr.  P.  Liva — Is  there  any  difference  between 
Lugol’s  solution  and  sodium  iodid  in  certain 
cases? 

Dr.  Sullivan — Isn’t  the  x-ray  of  any  value  at 
all  in  certain  cases? 

Dr.  Corn — What  is  the  significance  of  the  size  of 
the  gland  ? At  what  metabolic  rate  do  you  con- 
sider a patient  safely  operable?  What  anesthe- 
tic do  you  recommend? 

Dr.  Trossbach— What  is  the  causal  relation- 
ship between  infection  and  hyperthyroidism? 

Answers  by  Dr.  Goetsch:  In  iodin  deficient 

communities  iodized  salt  helps  the  colloid  goiters 
and  does  no  harm  to  the  healthy.  It  is  useless 
where  goiter  is  not  endemic,  but  harmless  due 
to  the  very  small  doses  present. 

As  regards  puberty  hyperplasia.  Try  not  to 
operate,  if  possible.  The  results  of  treatment 
are  very  slow  in  showing  and  both  the  patient 
and  physician  become  restless.  Try  to  enforce 
rest  generally,  of  both  body  and  mind.  Avoid 
worry,  overwork  or  overstudy.  Give  sedatives 
such  as  lumhial  V2  gr.  b.  i.  d.,  (this  is  very  good 
here),  quinin  hydrobromide  3 to  5 gr.  b.  i.  d. 
in  capsules.  The  Forchheimer  pill  with  ergotin 
is  also  good.  In  these,  cases  a few  carefully 
given  treatments  with  the  x-rays  may  be  of  some 
benefit.  A man  experienced  in  this  kind  of  work 
should  be  the  only  one  to  give  such  treatments; 
any  technician  should  not  be  permitted  to  try 
them.  Iodin  2 to  3 min.  daily  for  a short  time 
with  the  patient  under  close  observation  may  be 
beneficial.  Sometimes  thyroid  y2  gr.  daily  is 
tried.  If  none  of  these  seems  to  do  any  good 
the  only  thing  left  is  operation.  They  do  very 
well,  too. 

Marriage  and  pregnancy  make  adenoma  and 
hyperthyroidism  worse. 

I sometimes  use  digitalis  but  mostly  not.  I do 
no  object  to  it,  but  I see  no  good  from  it. 

Sodium  iodid  is  more  effective  than  Lugol’s 
solution.  The  end  effect  can  be  gotten  in  about 
6 days,  whereas  Dugol’s  takes  about  10. 

X-rays  may  be  tried  in  mild  cases.  Iodin  has 
replaced  both  x-rays  and  ligations. 

Size  is  no  index  of  toxicity.  Marked  hyper- 
thyroidism may  be  present  without  any  appre- 
ciable enlargement.  The  metabolic  rate  and  the 
patient’s  general  physical  condition  are  the  im- 
portant considerations.  Before  the  days  of  iodin 
we  went  by  the  rule  that  any  metabolic  rate  over 
50  meant  ligation  first.  Under  50 — single  lob- 
ectomy. Under  25 — double  lobectomy  could  be 
done.  Having  given  the  preoperative  course  of 
iodin,  if  the  metabolic  rate  does  not  come  down 
below  35,  ligation  first  may  still  have  to  be  done. 
Below  this,  a double  lobectomy  is  quite  safe. 

The  anesthesia  is  not  so  important.  I use 
nitrous-oxide  for  all  cases,  without  ether. 

The  etiology  of  hyperthyroidism  is  still  obscure. 
Infections  are  not  necessarily  a cause,  for  too 
many  previously  healthy  people  get  it.  But  any 
focus  of  infection  throws  an  additional  load  upon 
an  already  overburdened  system  thereby  aggrava- 


ting the  toxemia.  From  this  point  of  view  foci 
of  infection  should  be  cleaned  up.  Their  removal, 
however,  will  not  cure  the  thyroid  disease,  it  will 
simply  decrease  a little  the  body’s  load.  One 
must  be  careful  that  the  procedures  necessary 
to  eradicate  the  infections  are  not  such  as  to  ag- 
gravate the  hyperthyroidism. 

An  exophthalmic  goiter  can  be  made  a colloid 
type  with  iodin  but  the  change  is  only  transient. 
How  or  why  iodin  works  so  is  not  known. 


CAMDEN  COUNTY. 

Grafton  E.  Day,  M.  D.,  Reporter. 

The  regular  meeting  of  the  Camden  County 
Medical  Society  was  held  on  Tuesday,  May  11, 
at  the  City  Dispensary,  being  called  to  order 
by  President  Elwell  at  3 p.  m. 

Dr.  Lester  W.  Wilson,  Camden,  was  elected 
to  membership. 

A resolution  was  adopted  instructing  the  sec- 
retary to  inform  our  Assemblymen  that  we  knew 
how  they  voted  on  medical  bills  and  commended 
such  as  supported  the  profession’s  recommenda- 
tions. 

The  matter  of  the  proposed  changes  in  the 
Trustees  of  the  State  Medical  Society  was  dis- 
cussed and  a “member  fom  each  county’’  plan 
was  thought  most  democratic,  but  no  action  was 
taken  as  probably  any  changes  might  be  uncon- 
stitutional according  to  our  Charter. 

A resolution  commending  Dr.  Reik  and  his 
work  was  adopted,  as  was  also  a resolution  en- 
dorsing Dr.  Paul  M.  Mecray  as  a candidate  for 
Third  Vice-President  of  the  State  Society. 

The  Scientific  Program  then  followed  with  a 
discussion  of  Gall-Bladder  Disease. 

Etiology  was  presented  by  W.  J.  Barrett.  X-ray 
aids  was  presented  by  Dr.  Joseph  E.  Roberts, 
who  showed  exceptional  plates  to  illustrate  his 
paper.  Medical  Aspects  was  presented  by  Dr. 
Thomas  K.  Lewis,  who  reviewsd  the  medical  at- 
titude toward  this  disease.  Discussion  was 
opened  by  Dr.  Paul  M.  Mecray,  who  told  of  sur- 
gical aspects  with  illustrative  cases.  Dr.  J.  L. 
Mahaffey  graphically  depicted  what  happens  af- 
ter Gall-Bladder  removal,  showing  how  the  ducts 
dilate  and  become  more  tortuous. 

Drs.  F.  William  Shafer  and  A.  B.  Davis  took 
part  in  the  discussion. 

Dinner  announcement  followed  the  discussion 
and  those  present  enjoyed  a shad  dinner,  with 
the  “fixins.” 


ESSEX  COUNTY. 

Alfred  Stahl,  M.  D.,  Reporter. 

The  Essex  County  Medical  Society  held  its  reg- 
ular meeting  Thursday,  May  13,  at  the  Academy 
of  Medicine  of  Northern  New  Jersey,  with  Dr. 
Elmer  G.  Wherry  presiding. 

Hon.  Park  H.  Davis,  famous  Princeton  athlete 
and  an  authority  on  athletics,  long  time  student 
of  athletics  and  historian  of  the  development 
and  progress  of  athletics,  was  the  speaker  of  the 
evening.  Mr.  Davis  took  as  his  topic,  “All  New- 
ark at  Play”.  He  said  that  while  exercise,  walk- 
ing, “setting  up”,  etc.,  such  as  one  usually  takes 
by  himself,  is  desirable,  exercise  obtained  by  the 
playing  of  games  does  more  than  just  develop 
the  body;  it  also  develops  the  mental  and  moral 
faculties.  The  playing  of  games  develops  char- 
acter, courage,  mental  alertness,  fortitude  and 
chivalry.  He  predicted  that  we  soon  would  see 
all  citizens,  young  and  old,  rich  and  poor,  strong 
and  feeble,  engaged  in  outdoor  games  from  which 
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benefit  and  pleasure  as  well  as  proper  exercise 
will  be  derived. 

The  term  of  office  of  Dr.  Wells  P.  Eagleton, 
Delegate  to  the  A.  M.  A.,  has  expired  and  it  was 
unanimously  decided  that  Dr.  Eagleton’s  name 
should  be  presented  by  the  Essex  delegates  to  the 
State  Society  as  a candidate  to  succeed  himself. 

Dr.  David  A.  K raker  was  elected  as  repre- 
sentative from  Essex  on  the  Nominating  Com- 
mittee of  the  State  Society,  with  Dr.  C.  B.  Grif- 
fiths as  alternate. 

The  following  were  elected  to  membership  in 
the  county  society:  N.  A.  Antonius,  37  Bell  St., 
Orange:  Paul  Aszody,  9 Pierce  St.,  Newark; 

Emery  Boker,  233  Dittleton  Ave.,  Newark;  A.  G. 
Chmelnik,  919  Bergen  St.,  Newark;  Walter  T. 
Gutowski,  .39  3 Myrtle  Ave.,  Irvington;  Francis 
Just,  235  Fairmount  Ave.,  Newark;  John  A.  Ken- 
ney, 134  West  Kenney  St.,  Newark;  Jay  Biebman, 
190  Clinton  Ave.,  Newark;  H.  J.  Moss,  54  Eagle 
Rock  Ave.,  West  Orange;  Royce  Paddock,  1019 
Broad  St.,  Newark;  Henry  Reich,  765  High  St., 
Newark;  Francesco  Renzulli,  228  South  Seventh 
St.,  Newark;  George  G.  Rogers,  796  S.  Orange 
Ave.,  Newark;  I.  Henry  Young,  757  Byons  Ave., 
Irvington. 

The  following  members  were  selected  as  An- 
nual Delegates  to  the  State  Society  meeting  in 
June:  John  H.  Bradshaw,  Angelo  R.  Bianchi, 
John  V.  Bissett,  Michael  J.  Coffey,  Harry  N. 
Commando,  Elbert  A.  Curtis,  Max  Danzis,  Rosa 
Einhorn,  Armin  Fisher,  William  C.  Fischer, 
Adolph  Flachs,  J.  Irving  Fort,  Ernest  Gennell, 
Sumuel  M.  Goldstein,  Clarence  S.  Janifer,  Ernest 
A.  May,  Clement  Morris,  Elias  Shayness,  J. 
Thompson  Stevens,  Henry  W.  Thayer,  William 
A.  Wakely,  Carl  Herman  Wintsch. 


Orange  Mountain  Medical  Society. 

The  45  4th  regular  monthly  meeting  of  the 
Orange  Mountain  Medical  Society  was  held  in  the 
William  Pierson  Medical  Library,  Orange,  N.  J., 
May  21,  1926. 

The  meeting  was  called  to  order  by  the  Presi- 
dent^ Dr.  T.  W.  Harvey,  Jr. 

After  the  regular  order  of  business  was  com- 
pleted, Dr.  Geo.  S.  Reitter,  of  East  Orange,  N.  J., 
supplied  the  paper  of  the  evening  “The  Radiation 
Treatment  of  the  Non-Maligant  Conditions”, 
which  was  followed  by  a general  discussion. 

(This  paper  will  be  published  in  full  late  .) 


GLOUCESTER  COUNTY. 

Henry  B.  Diverty,  M.  D.,  Reporter. 

The  regular  monthly  meeting  of  the  Glouces- 
ter County  Medical  Society  was  held  at  2:30 
o’clock  at  the  Hallowell  School  of  Adjustment, 
Summer  Avenue  and  Ventnor  Parkway,  Atlantic 
City.  The  members  and  their  wives  were  guests 
of  Dr.  Madeline  Hollowell. 

The  following  were  present:  Dr.  Hollinshed 

and  wife,  of  Westville;  Dr.  Samuel  Ashcraft  and 
wife,  of  Mullica  Hill;  Dr.  Chas.  Fisher  and  wife, 
of  Clayton;  Dr.  Mortimer  Duffield  and  wife,  of 
Glassboro;  Dr.  Ulmer  and  wife,  of  Gibbstown; 
Dr.  Downs  and  wife,  of  Swedesboro;  Dr.  Buzby 
and  wife,  of  Swedesboro,  together  with  the  fol- 
lowing delegates:  Dr.  Richardson,  of  Camden 

County;  Dr.  Johnson,  of  Atlantic  County,  and 
Dr.  Miller  and  wife,  of  Cumberland  County. 

A clinic  was  held  by  Dr.  Plallowell  which  was 
very  much  enjoyed.  This  was  followed  by  an 
elaborate  luncheon,  followed  by  adjournment. 


HUDSON  COUNTY 

M.  J.  Marshak,  M.  D.,  Reporter. 

The  Hudson  County  Medical  Society  met  at 
the  Jersey  City  Hospital  on  May  14,  with  Dr. 
J.  F.  Londrigan  presiding. 

Dr.  F.  J.  Quigley  of  Union  City  was  elected 
the  delegate  to  the  State  nominating  committee. 

On  motion,  the  secretary  was  instructed  to 
send  a letter  of  thanks  to  each  of  the  Hudson 
County  delegation  in  the  Assembly  and.  to  State 
Senator  Simpson,  for  their  support  of  legislation 
approved  by  the  State  Society,  and  for  their 
opposition  to  inimical  bills. 

Dr.  H.  H.  Brinkerhoff,  retiring  after  32  years 
of  service  as  Treasurer,  rendered  his  final  report. 
This  report  was  received  and  ordered  spread  in 
full  on  the  minutes  of  the  society.  Dr.  Brinker- 
hoff received  a standing  vote  of  thanks  for  his 
services,  and  on  motion  was  made  an  active 
member  of  the  society  without  payment  of  dues 
and  will  be  the  honorary  guest  of  the  society  at 
its  next  annual  dinner. 

It  was  regularly  moved,  seconded  and  passed 
that  the  Hudson  County  Medical  Society  desire 
a change  in  the  present  Constitution  of  the  State 
Society  in  regard  to  the  make-up  of  the  Board 
of  Trustees.  The  Delegates  to  the  State  Society 
were  uninstructed  except  that  they  support  a 
change  which  will  be  for  the  best  interests  of  the 
profession. 

The  Nominating  Committee’s  report  wras  ac- 
cepted and  the  nomimees  elected  by  a unanimous 
vote. 

President — Dr.  William  Freile.  Vice-Presi- 
dent— Dr.  S.  R.  Woodruff.  Secretary — Dr.  Harry 
J.  Perlberg.  Treasurer — Dr.  Donald  Miner.  Re- 
porter—Dr.  M.  I.  Marshak. 

Censor  for  three  years:  Dr.  Hugo  Alexander 
(term  to  expire  1929). 

Trustees  for  one  year,  1926-27:  Doctors  Donald 
Miner.  C.  V.  Niemeyer,  Gordon  K.  Dickinson,  B. 
S.  Poliak  and  John  Nevin. 

Scientific  work  for  one  year,  1926-27:  Doctors 
E.  J.  Luippold,  A.  E.  Jaffin,  Wallace  W.  Maver. 

Welfare  for  three  years — Term  to  expire  1929: 
Doctors  Joseph  Londrigan,  Louis  C.  Lange  and 
H.  F.  Tidwell. 

Membership  for  one  year,  1926-27:  Doctors- 

C.  B.  Kelley,  Chairman;  B.  Kooperman,  William 
N.  Barbarito,  R.  L.  Ballinger,  David  M.  Marks, 
M.  J.  Meiss,  Joseph  Koppel,  William  Brooke, 
William  G.  Doran,  C.  P.  Opdyke,  H.  V.  Broesser, 
William  Eckert,  J.  M.  Kolb,  J.  J.  O’Connor,  M. 
Frank,  A.  Justin,  George  F.  Sullivan,  D.  B.  Street, 
Louis  A.  Pyle,  T.  F.  Coughlin. 

Audit  for  three  years — term  to  expire  1929: 
Dr.  J.  M.  Stein. 

Publication  for  3 years — term  to  expire  192  9: 
Doctors  G.  Ginsberg,  Paul  Andrea,  FI.  T.  Van 
Deesten  and  A.  S.  Schulman. 

Publicity  for  3 years — term  to  expire  1929: 
Dr.  Grant  P.  Curtis. 

Permanent  Delegates:  Dr.  Joseph  F.  Lond- 

rigan, to  fill  vacancy  caused  by  resignation  of 
Dr.  J.  Morgan  Jones. 

Dr.  E.  J.  Luippold,  to  fill  vacancy  caused  by 
death  of  Dr.  William  Perry  Watson. 

Annual  Delegates  to  State  Convention  in  June, 
1926,  as  follows: 

Doctors  Daniel  B.  Street,  Margaret  Sullivan, 
Donald  Miner,  A.  E.  Jaffin,  Earle  Halligan,  Will- 
iam Callery,  Charles  V.  Niemeyer,  John  J.  Pag- 
liughi,  Morris  Frank,  Ernest  Thum,  Maurice 
Shapiro,  Thomas  Coughlin,  Hugo  Alexander, 
George  Ginsberg. 

Dr.  H.  M.  Niele  gave  the  talk  of  the  evening. 
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This  was  a reminiscential,  rambling  and  ami- 
able discourse  covering  his  45  years  of  active 
practice  in  the  coal  fields  of  Pennsylvania.  The 
majority  of  the  patients  in  the  early  years  were 
Welsh  and  Irish,  but  in  the  later  years  consisted 
of  a heterogenous  group  of  Slavs  of  all  nations 
and  of  diverse  tongues.  He  described  a number 
of  the  odd  medical  superstitions  and  practices 
which  these  people  had  brought  with  them  from 
their  homes  and  the  difficulties  attendent  to  at- 
tempting scientific  methods  in  their  treatment. 
He  told  many  anecdotes  of  the  “Molly  Maguire” 
period  and  of  later  day  associations.  The  talk 
was  well  received  and  highly  enjoyed  by  the 
members,  who  extended  Dr.  Niele  a standing 
vote  of  thanks. 


MERCER  COUNTY. 

A.  D.  Hutchinson,  M.  D.,  Reporter. 

The  Society  met  in  the  Carteret  Club,  May  12, 
the  president,  Dr.  Comfort,  in  the  chair.  The 
minutes  of  the  preceeding  meeting  were  read  and 
approved. 

Dr.  Horace  D.  Beilis  was  nominated  as  a Per- 
manent Delegate,  to  fill  the  vacancy  caused  by 
the  death  of  Dr.  Edward  S.  Hawke.  Drs.  D.  L. 
Haggerty,  Frank  G.  Scammell  and  Walter  E. 
D’Arcy  were  recommended  to  the  Nominating 
Committee  as  Nominees  for  Councilor.  The  re- 
quest of  Dr.  William  A.  Clark  that  he  be  allowed 
to  resign  as  Permanent  Delegate  was  not  granted. 

Dr.  Elmer  Funk  was  then  introduced  and 
spoke  on  the  subject,  “The  Diagnosis  of  Some  of 
the  Less  Common  Diseases  of  the  Lung.”  Dr. 
Funk  illustrated  his  lecture  with  lantern  slides, 
and  made  his  subject  extremely  interesting  and 
instructive  because  the  cases  were  well  chosen 
and  many  points  of  diagnostic  value  emphasized. 
Dr.  Funk  lamented  that  diagnosis  of  cancer  of 
the  lung  was  very  difficult  clinically,  but  said 
that  it  can,  however,  be  diagnosed  early  by 
x-rays  and  by  bronchoscopic  examination. 

He  stated  that  6 % of  the  cases  sent  in  for  tuber- 
culosis were  really  of  some  other  pulmonary 
pathology.  The  subject  was  most  thoroughly  dis- 
cussed. 

Dr.  George  A.  Corio  was  regularly  elected  to 
membership. 


MIDDLESEX  COUNTY. 

John  H.  Rowdand,  M.  D.,  Reporter. 

The  monthly  meeting  of  the  County  Medical 
Society  was  held  at  the  Y.  M.  C.  A.  building,  New 
Brunswick,  April  21,  at  4 p.  m.,  with  25  mem- 
bers present. 

After  disposing  of  the  routine  business,  the 
society  listened  to  an  interesting  and  instructive 
address  by  Dr.  Richard  A.  Kern,  of  the  Univer- 
sity of  Pennsylvania,  on  the  subject  of  “The 
Causes  of  Failure  in  Treatment  of  Hay  Fever.” 
A lively  general  discussion  followed. 


Rutger’s  Medical  Club. 

John  H.  Rowland,  M.  D.,  Reporter. 

A meeting  of  the  Rutger’s  Medical  Club  was 
held  Thursday  May  20,  at  8.30  p.  m.,  at  the  home 
of  Dr.  H.  C.  Voorhees,  of  Highland  Park.  Both 
before  and  after  the  transaction  of  routine  busi- 
ness, a musical  entertainment  was  rendered  by  a 
seven-piece  orchestra.  The  speaker  of  the  evening 
was  Dr.  William  Klein,  of  New  Brunswick,  who 
gave  an  interesting  talk  on  “Physiotherapy”.  Af- 
ter full  discussion  of  this  topic,  the  members  and 


guests  enjoyed  a delightful  collation.  There 
were  3 5 members  in  attendance. 


MONMOUTH  COUNTY. 

Daniel  F.  Featherston,  M.D.,  Reporter. 

The  May  meeting  of  the  Monmouth  County 
Medical  Society  was  held  at  Berkeley-Carteret 
Hotel  in  Asbury  Park  on  May  26.  Dr.  James  F. 
Ackerman,  of  Asbury  Park,  read  a paper  en- 
titled “The  Psychology  of  the  Office  Patient”, 
and  Dr.  D.  M.  P.  Magee,  of  Long  Branch,  read 
a paper  “A  Few  Remarks  on  Pyelitis”.  These 
papers  were  followed  by  a general  discussion. 

Dr.  W.  H.  Guilliam,  of  Asbury  Park,  was 
elected  to  membership.  A committee  consisting 
of  Drs.  James  A.  Fisher,  W.  G.  Herrman  and 
Earl  C.  Wagner,  all  of  Asbury  Park,  was  ap- 
pointed to  arrange  for  the  June  meeting. 


PASSAIC  COUNTY. 

Donald  B.  Low,  M.  D.,  Secretary. 

The  April  meeting  of  the  Passaic  County  Med- 
ical Society  was  held  at  the  Health  Center  Build- 
ing, Paterson,  N.  J.,  April,  1926,  with  26  mem- 
bers and  1 guest  present.  Dr.  Charles  R.  Mit- 
chell presided.  The  minutes  of  the  previous 
meeting  were  accepted  as  read,  and  the  scien- 
tific program  was  then  taken  up. 

Dr.  Thomas  Dingman  presented  a case  of  Sten- 
osis of  the  Common  Bile  Duct;  this  was  dis- 
cussed by  Drs.  Maclay  and  Dingman. 

Dr.  J.  V.  Bergin  read  a very  interesting  paper 
on  the  Pitfalls  of  Pediatrics.  A lengthy  discus- 
sion. opened  by  Dr.  Winters,  followed. 

Drs.  Dingman,  Mitchell  and  Bergin  spoke  of 
the  life  of  Dr.  Rush  Neer,  and  the  secretary  read 
a resolution  drawn  up  by  Drs.  Wm.  Flitcroft,  E. 
L.  Henion  and  G.  E.  Tuers.  This  resolution  was 
as  follows: 

Whereas,  the  Passaic  County  Medical  Society 
has  learned  with  sincere  and  profound  regret  of 
the  death,  at  his  late  residence,  of  Doctor  Rush 
Neer,  who  became  a member  of  this  society  in 
18S1  and  who  had  continued  in  practice  in  this 
city  until  his  fatal  illness. 

Whereas,  we  recall  with  pleasure  his  cordiality, 
his  modesty,  his  kindness  of  heart,  rugged  hon- 
esty of  character,  and  his  numerous  other  per- 
sonal qualities,  which  endeared  him  to  all;  he 
has  left  no  enemies  and  many  friends,  and  his 
memory  will  long  be  retained  by  us  as  an  hon- 
orable associate  and  a skillful  physician. 

Resolved,  That  while  we  bow  submissively  to 
the  wisdom  which  is  beyond  our  understanding, 
we  deplore  the  death  of  our  beloved  and  re- 
spected fellow  member  and  we  desire  to  express 
to  his  family  our  sincere  sympathy  in  their  great 
bereavement. 

Resolved,  That  these  resolutions  be  spread  in 
full  upon  the  minutes  and  a copy  be  sent  to  the 
family  of  the  deceased. 

The  resignation  of  Dr.  C.  J.  Kane  as  perman- 
ent Delegate  was  read  to  the  society  and  ac- 
cepted. 

Dr.  Ryan  nominated  Dr.  H.  Brevoort  to  suc- 
ceed Dr.  Kane.  Voted  upon  and  passed.  The 
nomination  of  Dr.  Brevoort  left  a vacancy  in  the 
list  of  annual  delegates,  and  Dr.  H.  Gotchman 
was  elected  to  fill  this  vacancy. 

The  May  meeting  of  the  society  was  held  on 
the  thirteenth,  at  the  Health  Center  Building, 
Paterson,  Dr.  Charles  R.  Mitchell,  presiding. 

Dr.  Feigenoff,  of  Paterson,  presented  an  inter- 
esting case  of  “Cretinism.” 

Dr.  Charles  R.  Mitchell  presented  a case  of 
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“Granuloma  Fungoides.”  At  first,  Dr.  Mitchell 
stated,  the  condition  described  resembles  an  ery- 
thema or  urticaria  with  patchy  red  spots  dis- 
tributed over  the  body,  these  become  infiltrated 
and  form  tumor  masses.  These  masses  ulcerate, 
and  the  prognosis  is  very  grave.  This  condition 
is  somewhat  analagous  to  lymphosarcoma  of  the 
skin.  In  considering  the  treatment  he  stated 
that  an  occasional  dose  of  salvarsan  and  ac- 
companying x-rays  may  cause  the  lesions  to  dis- 
appear. In  the  case  presented  the  tumor  masses 
had  disappeared  and  the  body  was  covered  with 
scars. 

We  had  the  pleasure  of  having  Dr.  Reik,  of  the 
New  Jersey  State  Journal,  with  us.  He  spoke 
of  the  recent  bills  which  the  chiropractors,  na- 
turopaths and  osteopaths  tried  to  put  through 
the  Assembly,  and  explained  that  no  medical 
legislation  was  enacted  this  year. 

The  paper  of  the  evening — “Popular  Fallacies 
Concerning  Hemorrhoids,’’  given  by  Dr.  J.  F. 
Montague,  of  New  York  City,  was  very  inter- 
esting. His  talk  was  accompanied  by  3 reels  of 
motion  pictures.  He  first  explained  the  path- 
ology of  hemorrhoids,  classifying  them  as  inter- 
nal and  external,  subdivided  into  simple  and  com- 
plicated. All  these  various  types  were  shown 
in  pictures,  both  grossly  and  microscopically. 
In  the  treatment  of  hemorrhoids,  Dr.  Montague 
mentioned  3 procedures:  Excision  and  ligation, 
clamp  and  cautery  with  secure  ligation,  and  the 
injection  method.  Of  the  3 methods,  he  pre- 
ferred the  first.  In  speaking  of  the  injection 
method,  Dr.  Montague  recommended  the  use  of 
orthocresol,  instead  of  phenol,  because  of  its 
nontoxicity.  > He  also  stated  that  the  injection 
method  should  never  be  used  in  treating  external 
hemorrhoids. 

The  society  is  going  to  give  a dinner  and  out- 
ing, June  8,  1926,  at  the  North  Jersey  Country 
Club.  This  dinner  will  be  given  in  honor  of  the 
oldest  living  member,  Dr.  James  M.  Stewart,  and 
will  be  known  as  the  Dean’s  Dinner.  We  expect 
a large  turnout  and  we  feel  a delightful  time 
will  be  had  by  those  who  are  able  to  be  present. 

Dr.  L.  Frank  Cole,  of  Passaic,  and  Dr.  Joseph 
N.  Roy,  of  Paterson,  were  elected  into  member- 
ship. 

Dr.  Spickers  asked  cooperation  in  the  cam- 
paign which  is  to  be  held  for  the  Control  of  Can- 
cer; he  having  been  appointed  by  Dr.  Ill,  of 
Newark,  to  take  charge  of  affairs  in  this  dis- 
trict. 


SALEM  COUNTY. 

William  H.  James,  M.  D.,  Reporter. 

The  annual  social  session  of  the  Salem  County 
Medical  Society  was  held  at  the  Country  Club, 


Thursday,  May  20.  At  this  meeting  the  members 
and  invited  guests  enjoyed  a planked  shad  din- 
ner for  which  Salem  County  is  famous.  After 
the  dinner  Dr.  C.  L.  Fleming,  the  President, 
called  on  Dr.  Lucius  F.  Donohoe,  President  of 
the  State  Society,  who  spoke  in  a general  way 
about  the  advantages  of  being  a member  of  a 
county  society,  which  causes  a closer  fellowship 
one  with  another  to  medical  men,  and  invited  us 
all  to  attend  the  State  Meeting  bringing  our  wives 
and  sweethearts  with  us  to  enjoy  a few  days  of 
pleasure  at  the  seashore. 

The  next  speaker  was  Dr.  J.  Bennett  Morrison, 
of  Newark,  N.  J.,  Recording  Secretary  of  the 
State  Medical  Society,  who  spoke  on  several  sub- 
jects pertaining  to  the  financial  condition  of  the 
Society.  Dr.  Morrison  also  urged  every  one  to 
make  an  effort  to  attend  the  State  Society  meet- 
ing at  Atlantic  City. 

Dr.  Henry  O.  Reik,  Editor  of  the  State  Journal, 
spoke  of  the  increase  in  the  size  of  the  Journal 
and  the  interest,  as  a whole,  that  the  physicians 
of  the  state  are  taking  to  make  it  a success.  Dr. 
Reik  also  gave  an  exhaustive  talk  on  “Periodic 
Health  Examinations.”  Among  other  things  he 
said  that  the  examinations  should  be  thorough 
and  that  the  physician  should  receive  adequate 
compensation  for  such  work. 

The  “last  but  not  the  least”  speaker  was  our 
own  Dr.  James  Hunter,  Jr.,  of  Westville,  N.  J. 
Well,  you  all  know  what  Dr.  Hunter  can  do  and 
what  an  efficient  president  of  the  State  Society 
he  made.  He  spoke  of  the  advantages  of  the 
county  societies  having  a social  session  and  that 
Gloucester  county  was  the  first  to  adopt  this  plan. 
Dr.  Hunter  paid  quite  a compliment  to  the  physi- 
cian's wife  and  how  she  could  assist  him  in  his 
profession. 

The  delegates  present  from  Cumberland  County 
were  Dr.  W.  P.  Glendon  of  Bridgeton  and  W.  E. 
Sharp  of  Port  Morris. 

Taking  it  all  in  all  this  was  one  of  the  best 
meetings  that  the  society  has  ever  enjoyed. 


WARREN  COUNTY. 

L.  Cook  Osmun,  M.  D.,  Secretary. 

At  the  last  regular  meeting  of  the  county 
society,  it  was  voted  unanimously  to  favor  the 
Morris  County  plan  for  reorganization  of  the 
Board  of  Trustees;  that  is,  to  recommend  amend- 
ing the  Constitution  of  the  State  Society  so  as  to 
jjrovide  for  Board  of  Trustees  to  consist  of  the  7 
elective  officers  and  one  member  from  each 
county.  The  opinion  was  expressed  that  such 
a change  will  make  a more  representative  body 
and  will  stimulate  the  county  organizations  to 
greater  interest  in  the  State  Society  work. 


HEALTH  OFFICERS  ASSOCIATION. 


The  last  regular  quarterly  meeting  of  the  New 
Jersey  Health  Officers  Association  was  held  in 
Newark,  March  25,  19  26,  where  the  association 
members  were  guests  of  the  Prudential  Life 
Insurance  Company.  Arriving  guests  were 
greeted  by  Dr.  Crankshaw  and  conducted  on  a tour 
of  inspection  of  the  building,  and  were  shown 
particularly  what  this  institution  does  in  the 
way  of  providing  healthy  working  conditions  for 
its  employees;  the  spacious,  clean,  well  lighted 
and  well  ventilated  work  rooms;  large,  comfort- 


able, quiet  and  well  equipped  rest  rooms  for  the 
girls;  the  excellent  cafeteria,  with  an  appetizing 
menu,  where  luncheons  are  served  and  eaten 
under  hygienic  conditions;  the  cleanest  and  most 
sanitary  of  kitchens,  bakeries  and  storage  plants. 
After  this  inspection,  luncheon  was  served  to  the 
visitors,  and  Mr.  Hurrell,  an  officer  of  the  com- 
pany, delivered  an  appropriate  address  of  wel- 
come. 

Then  followed  the  fixed  meeting  of  the  as- 
sociation, at  which  the  following  papers  were 
read  and  discussed: 
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THE  SIGNIFICANCE  OF  THE  CARDIOVASCULAR  RENAL  DISEASES  IN  LIFE  INSURANCE. 

J.  Allen  Patton,  M.  D. 

Medical  Director,  Prudential  Insurance  Company  of  America. 

The  United  States  Census  Reports  record  as  follows  the  number  of  deaths  per  100,000  in  the 


registration  area  from 

1915  to 

1922: 

1915 

1916 

1917 

Heart  Disease 
Cerebral 

165.7 

168.7 

171.7 

Hemorrhages,  etc. 

85.2 

86.9 

88.1 

Nephritis 

105.1 

105.6 

107.9 

Total  356.0  361.1  367.7 

There  were  154,495  deaths  recorded  as  Dis- 
eases of  the  Heart  in  1922,  or  14%  of  the  total 
deaths  from  all  causes,  as  compared  with  13.5% 
in  1921.  Most  people  dying  from  heart  disease 
have  reached  or  passed  middle  life,  hence  the 
population  age  range  must  be  kept  in  mind  in 
a comparison  of  different  places.  Insurance  con- 
panies  must  also  remember  that  age  has  a bear- 
ing especially  upon  the  expectation  of  their 
heart  lesions  cases.  I shall  make  frequent  ref- 
erence to  an  article  prepared  last  year  for  an  in- 
surance gathering. 

The  increasing  frequency  of  the  reports  in  the 
public  press  of  sudden  deaths  from  heart  disease 
leads  to  these  questions.  Is  heart  disease  really 
on  the  increase?  Is  the  diagnosis  being  more  cor- 
rectly or  definitely  made?  Or  has  it  become  the 
fashion  to  ascribe  to  the  heart  all  sudden  deaths 
not  clearly  known  as  being  due  to  some  other  or- 

Under  20  20-29  30-39 

Number  14  64  175 

Percentage  0.86  4.06  10.76 

Thus,  companies  insuring  known  cardiac  cases 
must  bear  in  mind  the  increased  mortality  after 
age  40  is  attained. 

The  addition  of  our  948  deaths  from  kidney 
diseases  to  the  1626  from  heart  diseases  in  19  2 4 
makes  a total  of  2573,  or  24.7%  of  our  total  of 
10,405  deaths  of  males  with  ordinary  insurance. 

Some  years  ago  we  made  a study  of  our  mor- 
tality on  5000  cases  we  had  rejected  but  who  had 
been  previously  insured  with  us.  We  divided 
the  circulatory  records  into  (1)  heart  murmurs; 
(2)  heart  diseases  and  (3)  functional  conditions. 
This  subdivision  was  on  rather  broad  or  loose 
lines.  Based  upon  the  American  Experience  Mor- 
tality Table  these  showed  that  if  insured  at  time 
of  our  refusal  we  would  have  had  for  the  mur- 
murs 244%,  for  the  heart  diseases  265%,  and  for 
the  functional  conditions  323%  instead  of  the 
calculated  100%,  and  for  the  total  exposure  up 
to  the  date  of  the  study  it  would  have  been  218%, 
222%  and  27  4%  respectively.  Thus,  if  careful 
examination  had  not  eliminated  these  cases  the . 
Company  would  have  experienced  a heavy  mor- 
tality in  the  group.  Since  that  time  the  Company 
started  to  insure  some  of  the  cases  in  substandard 
groups,  but  our  examinations  are  more  searching 
and  the  rates  charged  these  cases  are  increased 
sufficiently  to  cover  the  increased  mortality  we 
believe  the  group  will  give  over  the  normal  rate. 

The  good  results  of  careful  examinations  are 
equally  as  well  illustrated  by  a group  of  cases  we 
have  insured  after  finding  no  circulatory  abnor- 
mality though  one  had  previously  been  reported 
as  present.  We  had  94%  of  the  calculated  100% 
in  4183  such  cases,  with  an  average  exposure  of 
5 years. 

Life  insurance  medicine  is  essentially  that  of 
remote,  but  this  must  be  based  upon  as  com- 
plete a case  history  and  physical  examination  as 
we  can  obtain  and  as  good  a diagnosis  as  we  can 


1918 

1919 

1920 

1921 

1922 

170.1 

146.7 

159.3 

157.1 

165.7 

84.6 

82.2 

86.4 

85.1 

87.7 

97.6 

88.1 

89.4 

85.4 

88.5 

> 

332.3 

317.0 

335.1 

327.6 

341.9 

gan  or  disease?  The  reports  show  that  in  the  last 
10  years  heart  disease  has  taken  more  lives  than 
any  other  human  affliction  and  that  a child  of 
10  years  is  3 times  more  likely  to  die  eventually 
from  heart  disease  than  from  tuberculosis. 

The  Prudential  Insurance  Company’s  Ordinary 
Mortality  records  show  1626  males  died  from 
heart  disease  in  1924,  or  15.6%  of  the  total  male 
deaths.  This  rate  has  been  approximately  15% 
for  19  22,  1923  and  19  24.  This  might  be  construed 
as  opposed  to  an  increasing  death  rate  from  heart 
disease,  but  it  also  might  mean  a better  selection 
by  the  Company.  Though  the  rate  for  women 
has  been  slightly  lower  than  that  for  men,  there 
are  too  many  factors  involved  to  claim  that  men 
are  more  liable  to  cardiac  disease. 

Our  192  4 heart  deaths  by  decades  show  the 
largest  number  in  the  fifties,  followed  by  the  six- 
ties and  then  by  the  forties. 

40-49  50-59  60-69  70  and  over  Total 

301  500  412  158  1626 

18.51  30.75  25.35  9.71  100.0 

make  from  the  reports  received  at  the  Home  Of- 
fice. 

We  feel  that  the  condition  of  the  myocardium 
is  more  important  than  the  kind  of  murmur,  the 
rate  of  the  pulse,  the  blood  pressure  recorded, 
etc.,  or,  as  has  been  said,  “the  life,  health  and 
power  of  the  heart  muscle  is  the  essential  thing.’’ 
Individual  characteristics  must  be  kept  in  mind. 
Does  it  take  considerable  or  only  moderate  exer- 
tion to  cause  shortness  of  breath,  palpitation, 
fatigue,  giddiness,  faintness,  precordial  pain,  or 
distress,  or  a sense  of  pressure  or  tightness  across 
the  chest?  Increasing  symptoms  of  cardiac  dis- 
tress after  exertion  are  indicative  of  progressive 
muscular  weakness.  The  amount  of  exertion 
necessary  to  cause  breathlessness  is  valuable  in 
estimating  the  integrity  of  the  heart  muscle. 

The  etiology  greatly  modifies  prognosis  and  we 
should  not  consider  the  valvular  lesion  separate 
from  its  cause  if  we  can  determine  this. 

Blood  pressure  readings  are  valuable,  especially 
in  older  individuals  with  myocardial  rather  than 
valvular  lesions.  Constantly  high  readings,  es- 
pecially the  diastolic,  indicate  the  degree  of  con- 
stant cardiac  muscular  strain. 

The  life  insurance  home  office  doctor  must  act 
upon  the  case  histories  and  examinations  less 
complete  than  the  clinician  gets  before  he  is 
called  upon  for  a diagnosis,  hence  our  action 
must  be  based  upon  our  experience  with  groups 
or  classes  with  similar  findings  and  histories 
rather  than  upon  individual  cases. 

During  the  month  of  October,  192  4,  we  had 
1556  ordinary  rejections,  with  525,  or  33.74% 
of  them  due  to  abnormal  circulatory  conditions. 
We  approved  that  same  month,  usually  at  an  in- 
creased rating,  603  cases  with  some  circulatory 
impairment  present  and  233  cases  with  a pre- 
vious circulatory  impairment  history,  but  none 
found  at  our  examination.  Thus,  out  of  26.094  ap- 
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plications  in  October,  1924,  we  had  1361,  or  5.2% 
with  some  circulatory  impairment  present  or  the 
history  of  one  sometime  previously. 

We  have  a careful  general  physical  examination, 
by  an  examiner  we  believe  competent,  after  he  has 
obtained  the  health  and  family  history  of  our 
applicant.  Should  any  reason  appear  we  have 
the  examiner  forward  a urine  specimen  for  ex- 
amination in  our  laboratory.  The  blood  pressure 
is  recorded  and  special  attention  is  given  to  the 
pulse  rate  and  character,  the  conditions  of  the 
arteries  and  veins,  the  location  and  size  of  the 
heart  and  the  valvular  sounds. 

Thus  we  attempt  to  safeguard  the  Company’s 
interests  before  placing  a risk  on  our  books,  and 
thereafter  through  our  Longevity  Service  with 
our  thorough  laboratory  tests  and  the  efforts  to 
promote  periodic  examinations  by  our  policy- 
holders’ personal  physicians,  and  we  feel  that  we 
are  moderately  successful  in  these  endeavors. 


DEGENERATIVE  DISEASES  — HOW  THEY 
MAY  BE  STUDIED  AND  CONTROLLED. 

Dr.  Haven  Emerson, 

Professor  of  Public  Health  and  Hygiene,  Col- 
umbia University. 

Terms  keep  us  often  from  making  progress  in 
public  health  work  and,  at  the  time  when  “Zymo- 
tic Diseases”  was  the  name  used  in  all  health 
reports  to  cover  a multitude  of  infectious  and 
communicable  diseases,  little  progress  was  made- 
in  the  intelligent  study  and  control  of  these  dis- 
eases. As  long  as  we  keep  the  term  “common 
cold”  in  use,  we  are  very  unlikely  to  make  any 
real  progress  against  the  study  of  the  non- 
specific respiratory  tract  infections  and  their  con- 
trol. The  term  “Degenerative  Diseases”  should 
be  put  in  the  discard  for  precisely  the  same  rea- 
son. Many  of  the  diseases  that  are  included  in 
it  are  not  degenerative.  It  is  a term  used  form- 
erly as  a convenient  handle  to  discuss  diseases  of 
a great  variety  in  nature  and  origin  with  little 
in  the  way  of  real  facts  as  a basis. 

What  I can  offer  today  is  simply  a preliminary 
statement  upon  the  subject,  which,  I trust,  will 
interest  you  to  begin  on  your  own  account  sim- 
ilar studies  in  your  own  communities.  What  we 
speak  of  as  epidemiology  has  in  the  past  applied 
almost  exclusively  to  the  natural  history  of  com- 
municable diseases  in  relation  to  each  other  and 
in  relation  to  certain  common  factors  of  age, 
sex,  race,  occupation  or  geographic  distribution. 
There  is  no  reason  why  precisely  the  same 
method  should  not  be  applied  to  other  than  com- 
municable diseases  and  it  is  by  that  method  that 
I studied  the  subject  of  diabetes,  in  New  York 
City,  1866  to  1923.  I have  used  the  same  ap- 
proach in  studying  other  diseases  of  the  group 
which  chiefly  affect  persons  at  the  age  of  45  or 
over  and  are  generally  included  under  the  com- 
mon term  “degenerative  diseases.” 

What  appeared  was  the  steady  increase  in  the 
diabetes  death  rate,  the  increase  being  chiefly 
in  persons  over  45  years  of  age  and  selectively 
among  the  women.  The  analysis  of  the  cause 
of  this  is  too  long  to  go  into.  Y^ou  will  find  it  in 
the  Archives  of  Internal  Medicine,  of  Novem- 
ber 1924. 

Then  I took  up  chronic  nephritis  and  Bright's 
disease  and  some  of  the  diseases  of  the  heart, 
and  what  I have  to  show  you  is  a series  of  charts 
with  preliminary  results  of  my  studies  in  this 
field.  This  is  not  a completed  study.  The  excuse 
for  putting  it  in  this  symposium  is  because  every 


one  of  the  trails  through  which  any  one  of  these 
groups  of  diseases  leads  us,  is  directly  back  to  the 
conclusion  that  progress  in  prevention  will  be 
made  only  in  proportion  to  the  application  of  a 
thorough  annual  medical  examination. 

Chart  of  the  leading  cause  of  death  in  New 
York  City  in  1924,  (unfortunately,  it  gives  you 
only  9 and  leaves  off  the  last  group,  diabetes, 
which  would  be  tenth  in  order  of  causes  of  death 
in  the  city  of  New  York) : Heart  diseases,  pneu- 
monia, cancer,  tuberculosis,  accidents  and  vio- 
lence, cerebral  hemorrhage  and  arteriosclerosis, 
congenital  debility,  Bright’s  disease  and  nephritis, 
typhoid  and  diarrhea.  The  death  rate  from  dia- 
betes has  run  somewhere  between  23  and  2 5 per 
100,000  for  some  years  past,  that  is,  one  death 
from  diabetes  for  every  4 of  tuberculosis  in  New 
York  City  and  steadily  rising,  as  I will  show  you 
on  a subsequent  chart.  (At  this  point  Dr.  Emer- 
son exhibited  his  charts  of  death  rate  and  actual 
deaths  since  1900.) 

We  should  study  heart  disease,  as  we  would 
any  of  the  other  so-called  degenerative  diseases. 
You  must  divide  heart  diseases  according  to  age 
and  sex,  and  we  have  here  a chart  of  the  death 
rates  by  five-year  age  groups,  males  and  females, 
for  the  20  years  for  which  we  had  an  exact  cen- 
sus enumeration  of  the  age  groups  by  population, 
1910,  1915  and  1920.  Now,  if  there  was  any 
progress  being  made,  we  should  have  a change 
in  those  3 lines.  They  are  essentially  overlying. 
The  differences  between  those  3 lines  is  not  more 
than  you  would  have  in  the  ordinary  variation 
in  statistical  practice.  It  is  obvious  that  there  is 
no  striking  change  in  the  picture  in  the  course  of 
10  years.  You  will  notice  that  in  these  years  in 
spite  of  the  change  in  age  groups  of  the  pop- 
ulation as  a whole,  you  will  find  that  there  is  no 
very  great  increase  in  the  cardiac  death  rate  for 
a specific  age  group.  We  know  that  our  popu- 
lations are  showing  a larger  proportion  of  peo- 
ple over  45.  Therefore,  if  we  deal  with  the  cardiac 
death  rates  in  the  population  as  a whole,  we  are 
doing  a foolish  thing.  If  we  deal  with  the  scarlet 
fever  rate  on  the  basis  of  the  population  as  a 
whole  when  we  have  a smaller  number  of  chil- 
dren in  the  population — we  are  rather  dishonest 
if  we  brag  about  the  reduction  in  scarlet  fever. 
The  population,  which  is  showing  a constantly 
reducing  number  of  children  per  thousand  of  pop- 
ulation is  likely  automically  to  have  a reduction 
in  the  diphtheria  and  scarlet  fever  death  rates. 
A population  that  has  on  the  average  2 or  3 
children  per  family  instead  of  5 or  6 will  prob- 
ably show  a reduction  in  the  death  rates  from 
scarlet  fever  and  diphtheria. 

In  spite  of  the  tremendous  mounting  of  the 
death  rate  of  heart  disease  for  the  whole  popu- 
lation, there  seems  to  be  little  if  any  essential 
specific  increase  in  the  cardiac  death  rate  in  any 
of  the  age  groups. 

Yrou  see  that  the  diabetes  death  rate  has  in- 
creased from  1.5  per  100,000  up  to  22.5.  It  went 
up  to  25,  dropped  a little  bit  during  the  period 
of  the  introduction  of  insulin,  1922-1923,  and  has 
now  started  up  again,  the  insulin  perhaps  delay- 
ing the  time  of  the  death  but  not  materially  re- 
ducing the  number  of  deaths  from  diabetes. 

I may  say  that  the  increase  in  diabetes  death 
rate  appears  to  be  in  part  at  least  the  result  of 
excessive  consumption  of  food  and  insufficient 
physical  activity.  Diabetes  is  an  expression, ‘in  a 
way,  of  the  disproportion  between  unnecessary 
carbohydrate  energy  taken  in  and  the  insufficient 
expenditure  with  the  large  muscles  of  your  back 
and  trunk  and  legs.  The  death  rate  among 
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agricultural  employees  is  about  6 and  that  among 
doctors  and  lawyers  and  other  people  who  do  not 
do  so  much  physical  exercise  is  nearer  30,  and  the 
rate  varies,  of  course,  in  a general  mixed  pop- 
ulation according  to  the  age  group. 

Now  just  bear  in  mind  that  diabetes  is  one  of 
the  diseases  that  we  have  included  among  de- 
generative diseases.  Diabetes  is  certainly  going 
up.  Now  let’s  see  if  all  the  others  are  doing  the 
same  thing  and  to  what  extent.  Here  is  a study 
of  acute  and  chronic  nephritis  in  New  Y^ork  City 
from  1900  to  1925.  We  have  made  a study  by 
age,  sex  and  year,  and,  in  certain  years,  by  the 
season  of  the  year,  from  1866  on,  but  since  1900 
there  has  been  no  very  striking  difference  in 
clinical  practice  so  far  as  diagnosis  and  classifi- 
cation of  arterial  disease,  renal  disease  and  heart 
disease  are  concerned.  Prior  to  19  00  we  went 
through  a pretty  rapid  series  of  changes  in  clin- 
ical terminology.  How  can  you  honestly  put 
chronic  nephritis  and  Bright’s  disease  in  the 
same  group  with  diabetes  when  they  are  behav- 
ing in  such  a radically  opposite  manner.  I think 
your  impression  has  been  that  chronic  nephritis 
was  increasing.  The  general  death  rate  from 
chronic  nephritis  for  the  city  of  New  York  per 
100,000  of  population  in  20  years  has  fallen  from 
a rate  of  161  to  a rate  of  67,  and  during  that 
time  the  average  age  of  the  people  has  increased. 
Now,  look  at, the  death  rate  of  acute  nephritis.  It 
has  fallen  from  21  to  2 per  100,000  population. 
This  solid  line  is  the  percentage  of  all  deaths  due 
to  both  acute  and  chronic  nephritis,  which  has 
fallen  about  in  proportion  with  the  fall  of  the 
general  death  rate.  There  isn’t  any  very  radical 
drop  or  change  in  the  percentage  of  nephritis 
deaths  in  proportion  to  all  deaths. 

To  analyze  this  further,  we  studied  chronic 
nephritis  deaths  by  age  groups,  among  persons 
under  20  years  of  age,  between  20  and  44,  and  45 
and  over,  and  you  will  see  in  chronic  nephritis 
that  for  all  the  people  of  45  and  over  it  tends  a 
little  bit  to  rise,  but  for  persons  between  2 0 and 
44  it  has  shown  a decided  falling  off.  (This  is  on 
semilogarithmic  paper,  and  shows  a true  ratio  of 
change  from  year  to  year)  and  also  for  those  of 
20  years  and  under.  If  you  will  divide  acute 
nephritis  in  the  same  way  according  to  age  groups, 
you  will  see  that  there  has  been  a notable  reduc- 
tion in  each  age  group. 

This  chart  gives  the  rates  of  several  of  the  so- 
called  degenerative  diseases  in  New  York  City 
for  the  last  2 5 years. 

The  rate  for  heart  diseases  has  been  rising. 
Now  that  for  nephritis  has  been  going  down.  That 
for  cancer  has  been  going  up.  That  for  diabetes 
has  been  going  up,  from  10  to  22  in  this  period. 
That  for  cirrhosis  of  the  liver  has  fallen  from 
22  down  to  5 per  100,000  in  this  same  period.  It 
would  be  just  as  consistent  for  us  to  put  tuber- 
culosis, typhoid  fever,  whooping  cough  and 
measles  all  in  one  class  and  say  acute  infections 
as  to  put  these  chronic  diseases  together  and  call 
them  degenerative  diseases.  We  shall  make  lit- 
tle progress  if  we  think  of  them  and  study  them 
as  one  group. 

The  study  of  cirrhosis  of  the  liver  is  a most 
interesting  problem.  There  have  been  fluctua- 
tions from  time  to  time,  but  something  occurred 
perhaps  5 years  or  more  prior  to  1911  which  de- 
termined a change  in  the  cirrhosis  disease  death 
rate.  Certain  things  happened  during  the  war 
which  radically  altered  the  diabetes  death  rate. 
Things  happened  in  the  influenza  epidemic  which 
affected  the  nephritis  and  cardiac  death  rates. 
The  . ancer  death  rate  goes  along  without  appar- 
ently being  influenced  by  any  similar  episode. 

That  is  the  stage  of  my  study  and  it  will  be, 


as  you  will  see,  some  time  before  it  will  be  com- 
pleted. We  shall  want  to  compare  them  with 
English  experience.  We  shall  want  to  compare 
our  New  lrork  City  experience  with  that  of  the 
United  States  registration  area  and  in  various 
ways  make  sure  of  our  observations  in  these 
chronic  diseases  of  the  later  decades  of  life  just 
as  we  would  with  the  acute  communicable  dis- 
ease which  we  are  more  accustomed  to  analyze  by 
sex  and  age  groups,  by  area  of  residence,  by  sea- 
son of  the  year  and  by  occupation. 

In  the  future  when  you  are  thinking  of  these 
so-called  degenerative  diseases,  analyze  them  with 
the  same  conscientious  thoroughness  that  you  ap- 
ply to  that  handful  of  cases  of  typhoid  fever, 
which  gets  a thousand  times  more  attention,  in 
proportion  to  its  importance,  than  heart  disease 
does.  I think  you  recognize  that  whether  we 
are  dealing  with  diabetes,  cancer,  chronic  nephri- 
tis, heart  disease  or  cirrhosis  of  the  liver  progress 
in  control  begins  with  the  moment  when  a skilled 
physician  distinguishes  between  perfect  health 
and  a slight  variation  from  normality.  The  per- 
iodic health  examination  is  the  point  of  departure 
for  improvement  and  prevention  just  exactly  as 
in  tuberculosis  the  point  of  departure  for  control 
is  the  time  when  the  earliest  incipient  indications 
of  invasion  of  the  disease  are  appreciable,  or  as 
your  control  of  typhoid  begins  with  the  presump- 
tive diagnosis  of  a suspicious  case  of  unexplained 
temperature  with  abdominal  symptoms.  So  with 
these  diseases,  our  only  recourse  is  to  be,  not 
through  specific  interference  or  modification  of 
environment,  not  by  compulsory  this  or  that,  but 
by  the  process  of  education  of  persons,  partly 
through  life  insurance  channels,  through  the  vis- 
iting nurses,  but  chiefly  and  permanently  through 
the  practicing  physicians,  that  the  course  of  all 
these  diseases  can  be  modified  and  possibly  to 
the  point  of  arrest  only  when  the  earliest  possible 
symptoms  are  siezed  upon  by  the  physicians  as  a 
point  of  therapeutic  attack. 

When  we  have  found  by  these  statistical 
analyses  by  age  and  sex,  occupation,  season,  etc., 
what  are  some  of  the  contributory  epidemio- 
logic factors,  we  may  perhaps  be  able  to  con- 
tribute quite  as  much  as  the  clinicians  and  as  the 
pathologists  have  been  able  to  in  the  field  of 
nephritis. 


METHODS  OF  SECURING  EFFECTIVE  CO- 
OPERATION AND  PRACTICAL  RESULTS 
IN  THE  CAMPAIGN  FOR  PERIODIC 
HEALTH  EXAMINATIONS. 

Alec  N.  Thomson,  M.  D., 

Secretary  Committee  on  the  Public  Health,  Med- 
ical Society,  County  of  Kings,  Brooklyn,  N.  Y. 

In  the  first  place  may  I take  a bit  of  speaker's 
license  and  depart  somewhat  from  the  idea  con- 
veyed by  the  title.  I am  not  sure  that  I am  long 
on  methods  that  will  produce  either  effective  co- 
operation or  practical  results.  I do  believe  that 
there  are  principles  that  can  be  applied  to  health 
work  on  a basis  of  participation  that  will  bring 
together  the  important  elements  of  the  popula- 
tion that  are  or  should  be  interested  in  health 
promotion.  Most  of  these  principles  tire  simple 
and  apply  to  education  generally. 

First,  let  me  tell  you  briefly  what  we  did  in 
Brooklyn — Kings  County:  In  December,  1922,  the 
subject  of  health  examinations  was  first  discussed 
by  our  Committee  on  Public  Health.  That  Com- 
mittee is  composed  of  regular  doctors  who  repre- 
sent the  various  facets  of  medicine  as  it  is  prac- 
ticed in  the  present  day — public  and  private,  gen- 
eral and  special,  and  in  all  branches. 
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In  April,  1923,  preliminary  open  discussion  was 
started  before  the  society  by  devoting  the  month- 
ly meeting  to  the  subject. 

During  1924,  the  special  emphasis  began:  In 
March,  the  first  leaflet  was  sent  to  all  physicians; 
the  examinations  of  91  of  our  own  members  be- 
gan; a clinical  lecture  was  given  with  a demon- 
stration of  the  technical  procedure. 

In  April,  the  stated  meeting  of  the  society  was 
devoted  to  health  valuation — in  relation  to  phil- 
anthropy, to  business,  to  industry,  to  the  church, 
to  the  profession,  in  short  to  the  community. 

In  May,  examination  blanks  were  sent  to  all 
physicians  in  the  Borough  by  the  Brooklyn  Health 
Examination  Committee. 

In  June,  a letter  and  reprint  on  the  types  of 
physical  examinations  was  sent  out. 

In  July,  the  report  of  finding  was  issued  and 
published  in  2 medical  journals  in  September. 

In  September,  a leaflet  on  the  relationship  of 
gonorrhea  and  syphilis  to  the  periodic  medical  ex- 
aminaton  was  sent  out  to  all  physicians. 

In  November,  a leaflet  was  issued  reminding  the 
profession  that  cancer  control  was  predicated  on 
the  “health  examination  idea". 

During  1925,  less  intensive  work  was  done. 
The  subject  has  not  been  allowed  to  lapse,  how- 
ever. The  public  health  committee  had  been 
postponing  the  publication  of  its  report  until  the 
American  Medical  Association  Manual  was  off 
the  press  and  in  the  hands  of  the  society  mem- 
bership. This  became  an  accomplished  fact  in 
November,  1925. 

During  1926,  continued  action  is  to  be  carried 
on.  In  January  a leaflet  on  social  hygiene  in 
relation  to  the  health  examination  was  distri- 
buted. The  Report  of  the  Committee  was  issued 
in  February.  It  is  a description  of  our  procedure 
and  includes  the  reproduction  of  the  printed  ma- 
terial used  in  our  work. 

The  publication  of  leaflets  on  tuberculosis  and 
heart  disease  from  the  periodic  medical  examina- 
tion point  of  view  are  planned  for  at  the  present 
moment  and  we  hope  for  the  continuation  of  the 
same  idea,  if  and  when  funds  permit,  in  relation 
to  the  many  subjects  included  in  the  field  of 
preclinical  medicine,  such  as  diabetes,  nephritis, 
blood  pressure,  temperature,  overweight  and  un- 
derweight, child  health  and  the  like — in  short, 
a “by  mail”  program  designed  to  stimulate 
continuous  medical  training,  using  the  health  ex- 
amination idea  as  the  peg  on  which  to  hang- 
modern  medicine  for  the  medical  man  in  actual 
practice. 

The  actual  cost  to  the  society  has  not  been 
much  in  money  but  a great  deal  in  time  and  effort 
on  the  part  of  many  individual  members.  In 
dollars  the  whole  affair  has  cost  thousands.  These 
dollars,  in  large  part,  have  been  contributed  by 
agencies  interested  in  the  community’s  health, 
willingly  and  without  restriction,  on  a basis  of 
joint  participation  in  the  field  of  community 
health,  which  is  a much  saner  procedure  than  the 
usual  cooperative  affair  wherein  the  medical  pro- 
fession “endorses”  the  activity  of  some  program 
by  signing  on  the  dotted  line  following  the  words 
“approved  by”. 

Secondly,  let  me  tell  you  why  we  did  it.  Those 
of  us  who  happened  to  be  in  touch  with  the  Na- 
tional Health  Council  felt  in  our  medical  souls  that 
the  health  promotion  enthusiasts  were  a bit  too 
impulsive,  and  tried  to  apply  the  brakes.  No  move- 
ment calling  for  action  in  reasonable  concert  by 
the  medical  profession  can  be  much  more  than 
a commotion  unless  organized  medicine  is  ready. 
The  American  Medical  Association  had  to  move — 
to  be  moved,  if  you  perfer.  Until  motion  in  the 
medical  field  has  become  an  accomplished  fact, 


action  by  health  promotors  is  not  going  to  ac- 
complish much.  I think  that  is  something  that 
folks  in  official  and  unofficial  health  agencies 
overlook. 

In  various  ways,  some  vocal,  a few  political,  or 
maybe  diplomatic,  and  by  others  that  were  plain 
hard  work,  medical  motion  became  an  accom- 
plishment— and  speed  reduction  on  the  part  of 
the  lay  health  enthusiasts  was,  in  part,  brought 
about.  We  almost  slipped  up  here  because  of  the 
unorganized  state  of  the  organized  medical  pro- 
fession — administratively  speaking.  American 
Medical  Association,  State  and  County  Societies 
were  in  about  the  same  class  as  for  as  the  handi- 
cap of  no  funds,  no  personnel  and  other  hinder- 
ances  to  administrative  machinery,  were  con- 
cerned. 

Ho,w  did  we  overcome  the  obstacles  in  Kings? 
First,  we  blocked — frankly  and  openly.  We  said 
that  the  profession  not  being  100%  dumbells 
would  show  an  interest  if  the  message  came  to 
the  profession  from  the  profession.  It  sounded 
reasonable  to  suggest,  therefore,  that  the  money 
to  be  spent  might  bring  in  a return — dollar  for 
dollar — far  greater  if  it  were  spent  first  on  the 
doctors. 

Some  agencies  saw  our  point  of  view;  one  said 
it  would  hold  off  a few  months  before  telling  the 
waiting  section  of  the  world  called  Brooklyn; 
another,  that  it  would  participate  in  examining- 
doctors;  others,  that  they  would  like  to  tell  their 
story  as  it  related  to  the  subject  in  doctors  words 
over  the  imprint  of  the  doctors  organization;  and, 
one  said  it  would  assist  in  paying  for  the  prepara- 
tion of  a report.  The  sequence,  I gave  in  the  be- 
ginning, is  the  result. 

Has  it  paid?  I ll  say  it  has.  Has  it  produced 
statistics?  It  has  not!  You  can,  of  course,  say 
that  so  many  doctors  have  been  examined,  lec- 
tured to,  sent  about  so  many  pieces  of  printed 
material  and  a lot  of  other  more  or  less  meaning- 
less figures.  lTou  cannot  say  that  so  many  men, 
women  and  children  of  so  many  colors  and  so 
many  nationalities  and  so  many  grades  in  the 
social  scale  have  been  done  this  to  and  that  by. 
Most  of  such  figures  would  be  valueless. 

What  we  can  say  without  bunk  is;  that  doc- 
tors have  had  their  alibis  taken  from  them  by 
doctors;  that  it  is  no  longer  good  form  to  tell  a 
patient  to  wait  until  sick  before  calling  for  med- 
ical service;  that  physicians  are  making  examina- 
tions for  other  reasons  than  “present  complaint” 
and  “presenting  symptom”;  that  eyes  have  been 
opened — lay  and  medical;  that  either  doctor  or 
client  is  in  a position  to  request  or  urge  .a  physical 
examination  for  a minor  ill  or  no  ill  at  all.  What 
else  are  we  after — may  I ask  ?. 

Is  preaching  out  of  order?  It  not,  then  I’d  say 
to  health  workers,  official  and  unofficial,  quit 
kidding  yourselves  that  doctors  are  your  opposers 
and  wake  up  to  two  fa.cts.  One  is  to  apply  your 
own  oft-repeated  slogan — the  practicing  physician 
is  the  ultimate  health  officer.  Do  as  you  do  with 
your  own  staffs;  you  give  them  material  to  work 
with  and  before  you  do  that  you  explain  how  to 
work  with  it.  Do  the  same  thing  with  your  ul- 
timate health  officer;  but  do  it  through  his  own 
outfit,  his  medical  society. 

The  other  is  that  the  ultimate  health  officers 
organization — the  medical  society — is  not  a 
smooth  running,  well-geared  administrative 
machine.  Neither  was  yours  so  many  years  ago! 
All  right  then;  offer  your  organization  of  doctors 
administrative  machinery  and  do  it  square  across 
the  table  with  all  cards  exposed  and  no  strings  at- 
tached. Loan  them  clerical  service,  print  their 
stuff  (not  yours),  help  them  do  the  job  on  a fifty- 
fifty  basis.  Do  it  in  exchange  for  their  time, 
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their  effort,  their  brain  power — arul  then  watch 
health  work  make  headway.  If  it  costs  a dollar 
to  you,  you  11  get  the  surprise  of  your  life  when 
you  count  up  the  dollars  of  service  you  get  from 
the  ultimate  health  officer. 

Please  don’t  misunderstand  me.  I do  not  mean 
free  health  examinations — the  examinee  pays  for 
that.  A health  examination  is  in  the  nature  of 
insurance  and  the  insured  pays.  Your  business 
is  selling  health,  your  salesman  is  the  individual 
physician.  You  must  support  your  sales  force 
and  not  call  them  names. 

Doctors  are  mostly  conservative  radicals,  and 
if  you  will  call  them  early  and  often  you  will 
find  their  conservatism  will  save  you  some  mis- 
takes. You  will  also  find  they  will  rush  you  off 
your  feet,  once  the  problem  is  solved.  Is  it  not 
so  with  the  good  surgeon;  conservative  to  the  time 
of  decision,  and  then  alert,  keen,  full  of  action. 
Try  it  out  and  you  will  see.  If  you  have  the  per- 
sonalty, the  willingness  to  participate,  the  ability 
to  keep  a stiff  pace  and  the  facilities  with  which 
to  carry  on,  yeu  will  get  action  from  the  medical 
profession.  Some  say  you  will  get  more  action 
than  the  professional  health  worker  wants.  I 
don't  believe  that  any  more  than  I believe  that 
doctors  are  obstructionists  in  health  work.  I’ve 
been  in  both  camps.  Now  I am  in  a position  “be- 
twixt and  between’’.  There  are  some  bad  eggs 
on  both  sides,  and  a few  of  them  are  going  to  get 
broken.  Both  the  medical  men  and  the  health 
men  are  in  the  main  real  men. 

The  obtaining  of  practical  results  and  effective 
cooperation  in  a campaign  is  not  a question  of 
fan-fare,  of  credit,  of  commotion.  Analysis  of  all 
the  factors,  quiet  application  of  the  simple  rule 
of  give  and  take,  attention  to  logical  channels, 
recognition  of  the  general  good  that  is  in  most 
of  us  and  the  use  of  plenty  of  time  will  do  the 
trick.  In  brief,  don’t  be  complicated,  don't  be 
theoretic,  don’t  expect  to  be  conplimented — and 
above  all  don’t  be  a report  hound! 


DISCUSSION. 

Dr.  Craster:  The  diseases  of  middle  and  ad- 
vanced life  are  being  classified  by  many  persons 
as  those  of  a preventable  type  and  therefore  of 
a concern  to  health  workers.  Now,  we  are  going 
to  take  Dr.  Emerson’s  views  and  go  after  these 
various  ailments.  I don’t  know,  though,  what 
very  old  men  are  going  to  die  from,  or  poor  old 
women  for  that  matter,  if  they  are  not  going  to 
be  allowed  to  end  with  Bright’s  disease,  organic 
heart  disease  or  nephritis.  I feel  that  in  study- 
ing diseases  of  advanced  life,  we  are  covering  a 
field  of  biologic  fact  which  is  clear  to  any  physi- 
cian who  has  been  able  to  observe  all  forms  of 
degeneration  as  age  advances.  Changes  occur 
in  most  Vody  tissues.  Age  is  manifested  not  by 
a falling  to  pieces  like  the  old  shay,  that  was  so 
well  made  that  it  couldn't  fail  in  any  one  part  but 
broke  up  completely  at  the  end.  but  by  separate 
failures  to  function.  Arteriosclerosis  is  one  of 
the  most  common  things  that  appear  as  age  ad- 
vances. 

In  discussing  such  a thing  as  arteriosclerosis. 
Dr.  Osier  says  that  it  is  an  evolution.  Is  it  a 
normal  process  that  goes  on  in  all  tissues  as  age 
advances?  Osier  says  that  it  is,  and  forms  the 
natural  expression  of  the  wear  and  tear  in  which 
the  heart  as  well  as  other  organs  of  the  body  are 
worn  out  by  a process  of  decay.  It  depends  on 
the  quality  of  the  vital  rubber,  which  is  the  ar- 
terial wall;  some  people  being  blessed  or  not 
blessed  with  a good  quality  of  rubber  to  begin 
with,  so  that  changes  of  senile  decay  occur  very 
early  in  life.  There  are.  thus  men  who  are  old 


at  the  age  of  30  years,  and  others  who  are  young 
at  70.  So  I think  we  must  be  careful  in  studying 
these  diseases  that  we  do  not  come  away  with 
the  idea  that  we  are  going  to  eliminate  the  so- 
called  diseases  of  circulation. 

I believe  that  what  we  all  have  in  mind  is  not 
to  try  and  stop  a decay  which. is  natural  with  all 
lives,  but  to  stop  unnatural  speed  in  something 
that  has  got  to  come  sooner  or  later. 

Then  there  has  been  particularly  emphasized 
this  afternoon  by  Dr.  Emerson  in  the  charts 
which  showed,  a decrease  in  cirrhosis  of  the  liver. 
We  have  locally  also  observed  the  same  in  apo- 
plexy and  Bright's  disease  and  feel  that  this  de- 
crease is  due  to  improved  methods  of  living.  Such 
changes  as  arteriosclerosis,  Bright’s  disease  and 
cirrhosis  of  the  liver  can  be  much  delayed,  or  even 
arrested,  if  the  individual  will  listen  to  medical 
advice  and  adopt  simple  rules  of  good  hygiene. 
Rapid  degeneration  is  fostered  in  middle  life  by 
wrong  methods  of  living,  of  which  the  most  im- 
portant, I think,  is  over-eating.  Over-indulgence 
in  rich  foods  encourages  all  these  changes  long 
before  they  are  actually  due  as  a result  of  old 
age.  I feel,  with  Dr.  Emerson,  that  diseases  of 
middle  life  should  be  studied,  progressively  and 
sensibly,  for  the  purpose  of  determining  how  far 
they  are  to  be  controlled. 

As  regards  organic  heart  disease,  I had  the 
pleasure  of  writing  an  article  on  this  subject  for 
the  American  Journal  of  Public  Health,  and  even 
a cursory  glance  into  the  literature  upon  this 
subject  showed  how  very  little  we  really  knew 
about  it,  especially  as  to  the  reason  for  its  in- 
creasing death  rate.  What  is  causing  organic 
heart  disease  to  be  the  principal  cause  of  death? 
If  you  go  back  to  technical  books  on  medicine, 
you  will  find  that  heart  disease  is  described  as 
one  of  the  commonest  results  of  a rheumatic  in- 
fection. If  you  attend  clinics  or  hospitals  today, 
however,  you  will  find  that  rheumatism  and  rheu- 
matic fever,  as  we  knew  it  years  ago,  has  be- 
come quite  a rare  disease.  The  old  type  of  rheu- 
matic fever  which  Dr.  Emerson  saw,  the  same 
as  I did.  the  type  of  acute  (Condition  of  polyar- 
thritis with  fever,  extreme  prostration  and  ane- 
mia; this  is  not  so  common  at  the  present  time. 
I think  that  under  the  head  of  organic  heart 
disease,  there  are  concealed  deaths  due  to  changes 
in  the  arteries  or  arteriosclerosis.  Unfortunately 
for  correct  statistics,  when  a person  dies  sud- 
denly, the  first  thing  the  doctor  thinks  of  as  easy 
to  defend  in  the  certificate  is  organic  heart  dis- 
ease, and  yet  I am  sure  that  of  these  cases,  there 
are  not  half  of  them  that  would  be  found,  upon 
autopsy,  to  have  resulted  from  this  cause. 

With  regard  to  cancer,  Dr.  Emerson  has  said 
we  are  having  an  increasing  death  rate  from  can- 
cer. I don't  know  whether  it  is  considered 
scientific  to  go  back  to  the  old  theory  that  we 
are  perhaps  now  saving  more  people;  there  are 
more  people  reaching  the  cancer  age  than  form- 
erly so  that  our  extra  span  of  life  is  bringing  a 
greater  number  of  people  to  the  ages  of  50,  60 
and  70  than  formerly  was  possible  and  there  are 
more  possibilities  of  cancer  in  accordance  with 
the  new  distribution  of  the  population. 

I think  the  papers  and  the  talk  we  have  heard 
this  afternoon  have  been  interesting  and  stim- 
ulating. If  we  are  active  in  efforts  devoted  to 
the  control  of  undue  acceleration  of  our  middle- 
age  diseases,  we  will  do  something  in  public  health 
which  will  be  as  valuable  as  the  control  of  epi- 
demic diseases. 


(See  July  Journal  for  balance  of  Discussion.) 
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PRESIDENTIAL  ADDRESS. 


Lucius  F.  Donohoe,  M.D., 
Bayonne,  N.  J. 

(Delivered  at  the  160th  Annual  Convention  of  the 
Medical  Society  of  New  Jersey,  at  At- 
lantic City,  June  17,  1926.) 

Fellow  members  of  the  Medical  Society  of 
New  Jersey:  It  is  a unique  position  that  I 
occupy  this  evening,  that  of  delivering  a 
second  Presidential  Address  to  this  organiza- 
tion, and  I would  have  you  know  that  the 
unusual  honor  is  fully  appreciated.  Indeed, 
I am  deeply  mindful  of  the  great  honor  you 
have  done  me  and  equally  grateful  for  the 
trust  and  confidence  reposed  in  me  by  you,  my 
professional  associates.  Calling  upon  me  to 
serve  for  nearly  a full  term  as  Acting  Presi- 
dent in  place  of  your  chosen  leader.  Dr.  Mer- 
cer, you  were,  on  its  completion,  kind  enough 
to  elect  me  to  a full  presidential  term  of  my 
own ; thus  keeping  me  in  an  exalted  position 
for  nearly  two  years.  Appreciating  that  great 
distinction  to  the  full,  I would,  however,  have 
you  understand  that  I have  likewise  appre- 
ciated the  accompanying  opportunities,  re- 
sponsibilities and  obligations  of  this  office. 

Now,  having  been  given  the  opportunity  for 
such  long  and  intimate  contact  with  the  work 
and  the  workers  of  this  organization,  and 
wishing  to  pass  on  to  you  whatever  benefits 
may  have  been  derived  from  this  association 
and  study,  it  occurs  to  me  that  I may  best 
recompense  you  by  availing  myself  of  a priv- 


ilege and  acquitting  an  obligation  by  devoting 
my  Presidential  Address  to  a review  of  the 
labors  and  accomplishments  of  this  society, 
during  the  past  two  years  and  presenting  for 
your  consideration  some  recommendations  as 
to  the  future  conduct  of  your  society  affairs. 
I will  take  for  my  theme  in  this  address  the 
problems,  outlook  and  requirements'  of  the 
State  Medical  Society  as  I see  them  from  the 
Presidential  Chair.  If,  in  the  course  of  my 
remarks,  either  as  reporting  things  done  in  the 
past  or  questions  now  confronting  us,  my 
opinions  seem  to  be  expressed  rather  em- 
phatically, you  will  please  not  treat  these 
thoughts  as  constituting  a sermon,  but  consider 
them  rather  as  earnest  and  honest  expressions 
of  feeling,  growing  out  of  a sense  of  duty. 

I do  believe  that  it  is  the  duty  of  your  Presi- 
dent to  acquaint  you,  officially  with  some  of 
the  problems  with  which  we  have  had  to  deal 
and  to  direct  your  attention  to  the  necessity 
for  clear  thinking  and  wise  action  in  the  ef- 
fort to  solve  present  day  problems. 

Two  prime  requisites  for  effective  organi- 
zation work  are,  harmony  among  those  com- 
posing the  society  and  a definite  program  for 
which  to  work.  Without  a definite  purpose, 
a fixed  objective,  there  must  be  a tremendous 
waste  of  effort.  Without  harmonious  united 
action  in  support  of  a predetermined  program, 
there  is  little  reason  to  expect  success.  With 
this  end  in  view,  we  have  endeavored  to  get 
all  the  component  societies  interested  in  the 
larger  features  of  the  State  Society  work,  and 
your  Executive  Secretary,  your  Recording  Sec- 
retary and  your  President  have  visited  every 
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County  Society  at  least  once  during  my  term 
of  office.  Of  course,  it  has  been  very  agree- 
able to  participate  in  the  social  features  of 
these  meetings,  but  it  has  been  even  more 
pleasing  to  note  that  our  visits  seemed  to 
stimulate  greater  interest  in  the  problems  of 
the  State  Society,  which  means,  after  all,  the 
problems  of  the  profession,  and  to  promote  a 
spirit  of  fellowship  and  of  unity  among  the 
local  men.  That  the  activities  of  the  county 
societies  have  been  much  enhanced  in  recent 
years,  is  clearly  evidenced  in  the  ever  increas- 
ing number  of  excellent  reports  appearing  in 
our  Journal.  Most  of  the  smaller  counties 
have  increased  the  number  of  meetings  held 
during  the  year  and  this  increasing  frequency 
of  conference  has  in  itself,  produced  greater 
interest  in  medical  affairs,  scientific  and 
economic,  and  greater  activity  in  helping  to 
solve  the  attendant  problems  in  each  field. 

It  is  with  much  pleasure  and  satisfaction  we 
note  that  the  membership  of  the  society  has 
increased,  despite  the  fact  that  at  the  last 
meeting  the  House  of  Delegates  found  it 
necessary  to  increase  the  annual  dues ; which 
demonstrates  that  our  members  are  willing  to 
contribute  liberally  to  support  an  active  pro- 
gram. Organization  must  ever  be  the  watch- 
word of  your  Executive  and  this  leads  us  to 
insist  on  the  importance  of  county  medical 
society  meetings.  If  the  county  medical 
society  meetings  are  not  well  attended,  there 
can  he  no  thorough  organization.  The  impor- 
tance of  a live  secretary  in  your  county  society 
cannot  he  too  strongly  urged.  A very  active 
and  progressive  man  should  be  chosen  for  the 
office  of  secretary  and  all  should  stand  behind 
him.  I would  recommend  that  a meeting  of  all 
the  secretaries  of  the  county  societies  should 
be  held  once  or  twice  annually  and  let  us  hope 
that  at  this  meeting,  a plan  of  campaign  for 
better  county  meetings  will  be  initiated  and 
tentative  arrangements  made  for  the  carrying 
out  of  the  program.  The  traveling  expense 
incurred  by  them  should  be  a state  or  county 
society  charge. 

The  members  of  the  smaller  county  socie- 
ties must  learn  the  lesson  of  cooperation  that 
can  only  come  through  attendance  at  the 
county  meetings.  The  county  medical  society 
is  the  best  antidote  for  jealousy  and  piracy  in 


our  profession  and  for  the  prevention  of 
destructive  criticism.  One  would  scarcely  re- 
peat harsh  gossip  or  attempt  unethical  prac- 
tice with  his  colleagues  especially  when  he  ex- 
pects to  meet  them  at  a society  gathering  or 
dinner  in  the  near  future.  He  will  not  do 
this  because  of  the  disagreeable  effect  that  will 
react  on  himself,  by  the  knowledge  of  your 
presence  at  the  meeting.  Often  a few  min- 
utes conversation  will  eradicate  the  misunder- 
standings. It  is  absolutely  essential  that  we 
have  full  attendance  at  our  county  medical 
meetings,  in  order  to  formulate  a program  to 
be  used  in  educating  the  laity  in  our  own  local- 
ity as  to  our  ideals  and  aims.  The  value  of 
harmonized  effort  is  known  to  us  all.  The 
complaints  we  sometimes  hear  of  a growing 
reluctance  of  the  people  to  place  full  confidence 
in  the  medical  profession  as  a whole,  and  of  a 
growing  habit  of  faith  in  all  sorts  of  “pathies” 
is  not  well  founded.  But  to  whatever  extent 
there  is  cause  for  such  feeling,  we  believe  the 
condition  may  be  charged  against  ourselves 
for  not  spreading  abroad  among  our  neigh- 
bors a better  knowledge  of  what  the  profession 
is  doing  to  improve  the  general  health  of  the 
community.  Individually,  the  members  of  no 
other  profession  wield  so  much  influence,  but 
collectively,  we  are  often  powerless.  The  rea- 
son for  the  latter  condition  is  found  in  lack  of 
society  unity. 

In  this  connection,  we  would  also  call  at- 
tention to  the  better  spirit  existing  between 
the  state  medical  society  and  the  several  state 
boards  that  have  to  do  with  medical  affairs. 
Especially  would  be  commend  the  cooperative 
spirit  and  the  animation  of  the  State  Board  of 
Medical  Examiners  which  has,  during  the  past 
two  years,  shown  strong  evidence  of  a desire 
to  work  along  with  us  in  the  interest  of  bet- 
ter medical  education  and  for  the  protection 
of  the  community  against  false  prophets  of 
medicine.  The  successful  prosecution  of  more 
than  100  illegal  practitioners  within  the  past 
year  would  seem  to  show  that  the  control  of 
quacks  may  be  effected  to  a considerable  ex- 
tent, by  the  simple  enforcement  of  existing 
law,  and  we  have  called  upon  the  board  to 
perform  its  full  duty  in  that  respect.  No 
other  state  has  been  so  successful  in  the  ad- 
ministration of  the  law.  Jersey  Justice  has 
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come  to  stand  for  strict  interpretation  of  the 
law,  and  the  profession  and  the  layman  may 
well  be  proud  of  the  record  of  our  own  state. 
The  State  Board  of  Health,  speaking  through 
its  progressive  and  competent  Director,  has 
also  aided,  in  every  way  possible,  the  develop- 
ment of  our  projects. 

In  November  last,  as  the  result  of  an  idea 
that  originated  with  our  far-sighted  Executive 
Secretary,  an  Interstate  Conference  was  ar- 
ranged between  the  officers  of  the  Medical 
Societies  of  New  York,  Pennsylvania,  and 
New  Jersey.  This  idea  of  a tristate  confer- 
ence grew  out  of  the  conception,  that  while 
the  medical  problems  of  the  three  states  were 
identical  in  character,  the  attempted  methods 
of  solution  were  variable  and  the  state  laws 
were  in  some  instances  seriously  conflicting, 
and  it  was  hoped  that  united  action  might  re- 
vise conditions,  improve  and  hasten  develop- 
ment of  programs',  and  prevent  future  con- 
flicts. \Ye  anticipate  that  much  good  may  re- 
sult in  future  years  from  combined  action  of 
the  physicians  throughout  the  large  territory 
embraced  in  these  three  states. 

A little  more  than  a year  ago,  the  society 
engaged  the  services  of  an  Editor  for  the 
Journal  and  a full  time  secretarial  officer.  We 
may  congratulate  ourselves  that  in  this  selec- 
tion, we  have  combined  in  the  office  of  the 
secretary  and  editor,  a man  who  traveling 
throughout  the  state  acts  as  a visiting  hygien- 
est  and  who  in  a manner,  personally  impor- 
tant to  them,  brings  to  the  laity  through  the 
Rotary  and  Iviwanis  clubs  and  other  lay  or- 
ganizations of  the  state,  the  gospel  of  health. 
We  all  know  the  necessity  of  having  some 
one  to  inspect  and  call  to  our  attention  all 
inimical  legislation  and  again  we  are  fortunate 
in  finding  in  the  person  of  our  versatile  ex- 
ecutive secretary,  one  who  takes  up  many  such 
burdens  and  one  who  with  all,  through  the 
editorship  of  the  Journal  does  much  to  con- 
solidate the  society.  Dr.  Reik  has  always  been 
ready  and  willing  to  follow  the  instructions 
of  the  Executive,  the  Welfare  Committee  and 
your  officers,  and  the  report  of  his  work  speaks 
for  itself. 

You  have  observed  the  rapid  growth  of  the 
Journal,  doubling  its  size  within  the  past  year, 
and  must  have  noted  its  gradual  development 


in  other  ways.  Every  member  of  this  Society 
should  be  interested  in  its  further  development 
and  should  contribute  toward  that  progress  in 
every  way  possible.  First,  by  offering  your 
scientific  papers  to  your  own  journal  for  pub- 
lication and  thus  calling  specific  attention  to 
the  amount  of  good  work  being  done  by  mem- 
bers of  the  profession  in  this  state.  Second, 
by  supplying  the  Journal  with  good  reports  of 
the  organization  proceedings. 

The  Welfare  Committee  work  of  the  recent 
past  has  been  beset  by  some  unfortunate  com- 
plications, but  despite  personal  differences  of 
opinion  as  to  measures  to  be  considered  and 
methods  of  procedure,  the  committee  has  com- 
pleted its  year’s  work,  and  I heartily  commend 
its  report  to  your  favorable  consideration.  In 
the  first  place,  the  Welfare  Committee  has 
finally  established  itself  as  a truly  representa- 
tive body,  on  which  every  county  society  in 
the  state  is  being  represented,  and  every  man 
being  free  to  speak  for  himself  and  for  his 
county ; and  this  true  representation  has  done 
much  to  establish  democracy  at  the  meetings 
of  the  committee.  It  is  difficult  for  anyone 
who  has  not  been  in  very  close  touch  with  the 
committee  work  to  appreciate  the  full  import 
of  what  has  been  done. 

It  is  true  that  the  “Doctor’s  Title”  bill  was 
not  passed  but,  we  knew  in  advance,  from 
past  legislative  experience,  that  the  enactment 
of  desirable  medical  legislation  this  year  was 
highly  improbable,  which  further  emphasizes 
the  fact  that  constructive  educational  work 
must  be  done  outside  of  legislative  sessions. 
However,  the  committee  did  succeed  in  pre- 
venting the  passage  of  some  very  obnoxious 
legislation  that  was  proposed  by  the  Osteo- 
paths, Chiropractors,  and  Naturopaths.  The 
failure  of  these  bills  to  pass,  gives  evidence 
of  creditable  work  on  the  part  of  the  Welfare 
Committee. 

Now,  let  us  for  a moment  consider  present 
conditions  and  look  into  the  future,  with  a 
view  to  determining  upon  a wise  course  of  ac- 
tion. 

First,  and  foremost,  I would  place  the 
problem  of  securing  a permanent  home  for 
our  State  Society,  a headquarters  from  which 
we  might  conduct  the  ever-increasing  work  of 
the  organization,  and  possibly  a place  where 
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we  might  hold  our  meetings.  It  should  go 
without  saying,  that  the  oldest  medical  society 
in  the  nation  ought  to  have  a definite  head- 
quarters, and  it  is  indeed  a pity  that  such  a 
home  has  not  been  acquired  before  the  organi- 
zation reached  its  present  age  of  maturity,  its 
one-hundred  and  sixtieth  birthday.  Within 
very  recent  years,  the  Pennsylvania  Society 
has  established  headquarters  at  Harrisburg, 
the  New  York  State  Society  enjoys  certain 
privileges  at  the  New  York  Academy  of  Medi- 
cine, and  several  of  the  younger  western  states, 
have,  I believe,  constructed  homes  of  modest 
character.  Massachusetts  is  now  discussing 
the  question  and  considering  plans  for  securing 
a permanent  home. 

The  New  Jersey  State  Society  has  been  a 
leader  among  the  State  organizations.  She  has 
always  played  a prominent  role  in  the  national 
medical  organization ; she  was  among  the 
early  advocates  of  legislation  governing  the 
practice  of  medicine;  she  has  been  foremost 
in  procuring  public  health  and  social  legisla- 
tion for  the  benefit  and  advancement  of  the 
citizens  of  this  state;  she  is  today  showing 
greater  activity  in  the  promotion  of  public 
education  in  medical  matters  than  any  other 
state  in  the  union  of  comparable  size,  if  not 
indeed  of  any  size.  There  are  many  reasons 
why  this  society  should  have  a permanent 
headquarters.  First,  by  virtue  of  antedating 
all  other  state  societies  in  organization  it  is 
in  a sense  the  leading  medical  society  of  the 
nation  and  as  such  it  is  the  sole  authoratitive 
medical  spokesman  for  the  state,  and  has  al- 
ways filled  the  role  of  leadership  in  medical 
matters.  Second,  it  does  not  hold  today  very 
much  tangible  property,  but  it  is  acquiring 
some  and  would  undoubtedly  secure  more  if 
it  were  prepared  to  receive  it;  gifts  and  en- 
dowment bequests  always  follow  the  acquisi- 
tion of  such  a home  foundation.  Third,  its 
Journal  should  have  publication  offices  with 
suitable  space  for  preservation  of  a working 
library  and  for  conservation  of  manuscripts 
and  other  important  papers.  Fourth,  the 
society  needs  a suitable  hall  for  its  meetings, 
for  the  reception  of  other  organizations  and 
for  the  dissemination  of  educational  matter 
through  public  lectures.  It  also  needs  small 
meeting  rooms  for  the  accommodation  of  its 


committees,  not  only  the  trustees  and  the  wel- 
fare committees,  but  other  standing  and  tem- 
porary committees  that  would  function  better 
if  they  could  hold  their  sessions  at  a place 
where  records  and  clerical  assistance  would  be 
available.  The  change  in  the  office  of  Sec- 
retary finds  our  records  scattered  or  missing. 
Our  Editor,  cut  off  by  death  in  the  midst  of 
active  health,  leaves  no  continuous  working 
records.  Opportunities  to  secure  and  preserve 
priceless  records  are'  thus  lost. 

The  foregoing  shows  the  urgent  necessity 
of  providing  for  the  housing  of  all  our  ac- 
tivities in  one  center.  I would  like  to  see  this 
society,  through  its  House  of  Delegates,  take 
some  definite  action,  looking  toward  the  pro- 
curement of  such  a home.  A start  might  be 
made  by  adoption  of  a resolution  expessing  our 
intention  to  establish  such  a home,  and  then 
by  appointing  a special  committee  to  carry 
out  the  pupose  of  the  resolution. 

The  second  matter  of  greatest  importance 
for  consideration  has  to  do  with  the  deter- 
mination of  a specific  policy  for  the  society 
to  follow,  and  this  question  of  policy  may  be 
discussed  under  two  headings ; our  policy  in 
relation  to  public  education  in  medical  matters, 
and  our  policy  in  regard  to  legislative  affairs. 
Regarding  the  first  of  the  relationships,  we 
have  already  expressed  approval  of  the  pro- 
gram that  is  being  evolved.  1 hat  program 
has  dealt  so  far  primarily  with  the  subject 
of  preventive  medicine  and  has  to  do  with 
educating  the  public  concerning  its  own  pro- 
tection against  the  ravages  of  disease.  I would 
like  to  see  that  program  expand  in  the  future 
in  such  manner  as  to  make  the  people  under- 
stand their  proper  relationship  to  the  medical 
profession.  It  is  all  right  to  continue  the  hand- 
ing out  of  life-saving,  health-giving  knowledge. 
That  is  in  large  measure  our  duty  and  we 
cheerfully  render  such  service.  But  the  pub- 
lic should  give  some  evidence  of  its  apprecia- 
tion of  the  benefits  conferred,  and  should  bear 
its  proportion  of  the  cost  of  this  education 
by  voluntary  contributions.  We  say  this,  not 
with  any  idea  of  placing  such  public  instruc- 
tion upon  a commercial  basis,  but  simply  be- 
cause we  believe  that  the  people  are  more  apt 
to  appreciate  most  highly  those  things  for 
which  they  pay. 
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In  the  matter  of  legislation  bearing  upon 
the  practice  of  medicine,  we  think  it  advisable 
to  consider  a definite  program,  in  so  far  as 
that  is  possible.  There  are  certain  public 
health  measures  to  which  we  should  unques- 
tionably lend  support,  and  we  may  do  this  not 
only  by  helping  to  instruct  the  public  con- 
cerning these  questions  but  by  actively  aiding 
the  State  Board  of  Health  and  other  agencies 
in  their  efforts  to  procure  passage  of  such 
bills.  This  applies  for  example  to  the  efforts 
being  made  to  prevent  and  control  infectious 
diseases  like  small-pox,  diphtheria,  and  scar- 
let fever.  Just  as  unquestionably,  we  must 
be  ready  at  all  times  to  meet  the  onslaught 
of  the  cults  when  they  seek  legislative  en- 
dorsement of  their  presumptions.  We  may 
expect  that  our  labor  in  behalf  of  worthy  wel- 
fare measures  and  in  opposition  to  those 
measures  that  menace  the  public  health  will 
occupy  a considerable  amount  of  our  atten- 
tion during  the  next  few  years. 

As  to  attempts  to  amend  the  existing  medi- 
cal practice  act,  even  with  reference  to  those 
points  wherein  ft  may  be  considered  some- 
what weak,  I believe  we  should  move  with 
caution  and  precision.  For  three  successive 
years,  we  have  attempted  to  secure  adoption 
of  the  so-called  “Doctor’s  Title”  bill,  and  it  is 
possible  that  the  question  may  again  be  raised 
whether  we  shall  continue  annually  to  seek 
passage  of  that  or  some  similar  bill.  At  the 
present  time  this  bill  is  not  popular  either 
within  the  profession  or  with  the  public.  I 
am  speaking  advisedly  when  I say  that  the 
“Doctor’s  Title”  bill  is  not  popular  with  the 
profession  throughout  this  state.  It  does  not 
matter  why  this  is  so.  It  does  not  matter 
whether  that  feeling  is  because  many  physi- 
cians do  not  understand  the  bill  or  do  not 
appreciate  existing  conditions.  It  only  con- 
cerns the  fact  that  the  vast  majority  of  our 
members  take  little  or  no  interest  in  it.  As  for 
the  attitude  of  the  public  toward  the  proposi- 
tion, the  people  have  undoubtedly  misunder- 
stood our  object.  We  know,  of  course,  that 
“protecting  the  Doctor’s  title”  meant  to  most 
of  us  protection  of  the  public  against  the 
abuses  of  that  title,  but  the  public  has  mis- 
taken the  term  to  mean  that  the  profession 
selfishly  desires  some  protection  in  the  use  of 


the  title.  Before  legislation  on  any  question 
is  sought,  we  should  make  sure  that  at  least 
a majority  of  our  own  members  desire  those 
laws  and  are  willing  to  bring  active  support 
to  our  efforts  at  procuring  them,  by  keeping 
up  a united  front  and  by  doing  missionary 
work  with  their  local  representatives.  That 
the  existing  medical  practice  act  might  be  im- 
proved in  several  respects  is  probably  true. 
Much  expense  has  been  incurred  during  the 
past  few  years  for  legal  services  in  drafting 
amendments  to  the  medical  practice  act,  but 
up  to  date  there  is  very  little  evidence  of 
progress.  Might  it  not  be  well  now  to  con- 
sider the  principles  set  forth  in  the  so-called 
“Kelly  Plan” ; a plan  which  requires  every 
one  who  desires  to  practice  medicine  in  any 
way  to  present  credentials  as  to  general  edu- 
cation and  fundamental  medical  education,  and 
then  permits  each  licensed  practitioner  to  de- 
termine his  own  policy  as  to  therapy. 

We  should  commence  the  campaign  with 
presentation  of  the  question  to  the  county 
societies,  so  as  to  secure  a perfect  understand- 
ing and  full  cooperation  on  the  part  of  all 
physicians  in  the  state.  We  should  then  carry 
on  an  educational  program  with  the  public  to 
show  the  people  the  need  for  safeguarding 
their  own  interests  by  requiring  proper  quali- 
fications of  those  who  would  practice  the  heal- 
ing art  and  by  preventing  the  licensing  of  per- 
sons who  are  not  properly  qualified  to  enter 
that  field.  By  that  means  the  profession  and 
the  public  will  be  prepared  for  action  and 
brought  to  a point  where  they  will  unite  in  an 
effort  to  improve  present  conditions.  If  we 
keep  our  campaign  on  the  high  plane  of  pub- 
lic service  and  adhere  to  the  fact  that  such 
legislation  as  we  seek  is  for  the  public  benefit 
and  not  for  our  personal  gain,  we  can  trust  the 
people  to  secure  enactment  of  the  laws  neces- 
sary to  protect  their  own  interests. 

In  conclusion,  let  me  recommend  unselfish, 
careful  and  conscientious  consideration  of  all 
these  problems.  Let  us  carefully  decide  what 
our  goal  is  to  be  and  then  move  forward  with 
deliberation  and  determination.  Let  me  em- 
phasize what  I said  in  the  beginning,  that  our 
success  is  to  be  determined  by  having  a fixed 
purpose  and  by  bending  every  legitimate  ef- 
fort to  the  attainment  of  that  mark.  Let  us 
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get  together,  shoulder  to  shoulder,  a group 
of  all  the  regular  practitioners  of  our  great 
state,  united  for  the  purpose  of  advancing 
public  health,  relieving  suffering,  and  pro- 
tecting the  public  from  mal-treatment  by  un- 
qualified practitioners. 

I take  this  opportunity  to  thank  you  my  fel- 
low officers  and  all  the  members  for  the  uni- 
versal good  fellowship,  respect,  and  spirit  of 
cordiality  accorded  me  under  all  circumstances. 
Particularly  do  I wish  to  express  my  appre- 
ciation of  all  that  our  Recording  Secretary, 
Doctor  Morrison,  has  done  to  keep  up  our 
membership,  and  promote  the  interest  of  our 
society.  The  success  of  our  organization  de- 
pends in  large  measure  upon  the  efficiency  of 
its  secretary,  and  it  is  my  pleasure  to  assure 
you  that  we  may  well  felicitate  ourselves  on 
having  elected  to  that  position  a man  so  com- 
petent, so  vitally  interested  and  so  devoted 
at  all  times  to  the  work  of  his  office. 

Gentlemen,  your  cooperation,  personally 
and  collectively,  during  my  term  of  office,  as 
President  shall  be  a beacon  to  illuminate  my 
memory,  as  one  of  the  brightest  and  happiest 
periods  of  my  life. 


SYPHILIS  AN  IMPORTANT  CAUSE  OF 
DELAYED  RESOLUTION  IN 
ACUTE  PNEUMONIA. 

Thomas  Fitz-Hugh,  Jr.,  A.M.,  M.D., 
Philadelphia,  Pa.,  and 
Richard  Dabney  Anderson,  M.D., 
Burlington,  N.  J. 

It  is  not  generally  realized  that  preexisting 
syphilis,  in  a patient  with  acute  lobar  or  bron- 
chopneumonia, may  cause  a serious  postpneu- 
monic  pulmonary  complication,  characterized 
by  persistent  septic  fever  and  persistent  fail- 
ure of  resolution.  When  acute  pneumonia  is 
prolonged  beyond  the  period  of  its  normal 
course  and  evidence  of  continued  pulmonary 
damage  remains,  the  physician  begins  to 
search  for  pleural  effusion,  empyema,  lung  ab- 
scess, or  possibly  an  underlying  tuberculosis. 
But  not  many  think  to  look  for  latent  syphilis 
in  such  a situation. 


Text-book  and  system  articles  dealing  with 
acute  pneumonia  are  silent  regarding  syphilis 
as  a cause  of  delayed  resolution.  There  are, 
to  be  sure,  many  chapters  concerning  “syphilis 
of  the  lung”  in  the  literature.  Furthermore, 
under  the  much  neglected  caption  of  “chronic 
interstitial  pneumonia,”  most  authors  list  syph- 
ilis along  with  alcoholism,  senility,  and  gen- 
eral debility,  as  possible  etiologic  factors.  We 
believe,  however,  that  syphilis  should  be  “on 
file”  not  only  in  this  somewhat  dusty  pigeon- 
hole of  chronic  pulmonary  disease  but  also  in 
the  active  emergency  list  of  the  acute  pneu- 
monias. 

We  propose  to  show,  by  case  report  and 
review  of  the  literature:  (1)  that  syphilis  is 
an  important  cause  of  one  form  of  delayed 
resolution  of  acute  pneumonia;  (2)  that  this 
complication  is  more  frequent  than  generally 
recognized;  (3)  that  early  recognition  and 
prompt  treatment  of  this  complication  is  pro- 
ductive of  striking  results,  not  only  in  the 
happy  termination  of  a serious  emergency  but 
also  in  the  prevention  of  subsequent  chronic 
pulmonary  disease. 

In  a recent  article4,  Fitz-Hugh  reported  3 
cases  illustrating  this  thesis  and  reviewed  the 
literature.  Before  this  report  there  were  2 
others,  Head  and  Seabloom1, describing  3 cases, 
and  Simonton3  3 cases.  The  following  is  the 
tenth  case  report  exemplifiying  the  subject  un- 
der consideration. 

Case  Report : Mr.  C.,  a native  white  Amer- 
ican, resident  of  New  Jersey,  farmer  by  oc- 
cupation, 52  years  of  age,  became  acutely  ill 
December  20,  1924.  Prior  to  this  time  he  had 
never  been  sick  as  far  as  he  himself  could 
remember.  He  had  been  married  30  years. 
His  wife  had  never  become  pregnant.  His 
habits  were  said  to  have  been  good.  On  the 
afternoon  of  the  above  date,  after  exposure 
to  inclement  weather,  he  was  seized  with  a 
violent  chill  and  pain  in  the  right  side  of  his 
chest  which  forced  him  to  go  to  bed.  The 
next  day,  when  seen  by  his  physician  (Dr. 
Anderson)  his  temperature  was  104°,  dyspnea 
was  marked,  suppressed  cough  and  slightly 
rusty  sputum  were  noted,  and  physical  exam- 
ination revealed  typical  pneumonic  consoli- 
dation of  the  right  upper  lobe.  During  the 
succeeding  9 days  the  clinical  picture  was  that 
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of  an  ordinary  lobar  pneumonia  of  consider- 
able severity — the  temperature  ranging  around 
103°,  the  pulse  from  100  to  120,  the  respira- 
tions from  36  to  50,  and  the  consolidation 
seemed  confined  to  the  right  upper  lobe.  On 
the  ninth  day  a “pseudo”  crisis  occurred,  but 
on  the  tenth  day  the  febrile  course  was  re- 
sumed, and  physical  signs  began  to  vary  mark- 
edly from  day  to  day.  The  percussion  note 
over  the  entire  right  chest  became  flat  and  a 
pleural  collection  was  suspected.  On  January  5 
(the  sixteenth  day  of  the  disease), thoracentesis 
was  performed,  but  no  fluid  was  obtained. 
The  same  procedure  was  repeated,  a very 
large  needle  being  used,  but  each  time  a “dry 
tap”  resulted.  The  auscultatory  phenomena 
now  showed  a remarkable  variability,  with  in- 
audible breath  sounds  one  day  and  loud  tubu- 
lar breathing  and  resonating  rales  the  next. 
A blood  count  made  at  this  time  showed  18,400 
leukocytes.  Eight  sputum  examinations  for 
the  tubercle  bacillus  made  during  January  were 
all  negative.  On  January  9,  a prominent  tu- 
berculosis specialist  was  called  in  consultation. 
His  opinion  was  that  the  patient  had  acute 
pulmonary  tuberculosis  which  had  been  ac- 
tivated by  the  pneumonia.  A hopeless  prog- 
nosis was  then  given  the  family.  The  patient 
continued  his  downward  course,  cough  and 
expectoration  persisting,  weakness  becoming- 
extreme,  and  temperature  ranging  from  100 
to  104°  daily.  At  this  juncture  an  article  con- 
cerning syphilis  as  a cause  of  delayed  resolu- 
tion in  pneumonia  came  to  the  attention  of 
the  attending  physician,  and  inasmuch  as  the 
course  and  physical  signs  in  his  patient  coin- 
cided closely  with  the  case  reports  referred  to, 
it  was  thought  that  this  too  might  be  a simi- 
lar case.  Accordingly,  2 blood  Wassermann 
tests  were  taken  several  days  apart,  and  on 
January  29,  40  days  after  the  onset  of  illness, 
when  both  specimens  were  reported  “strongly 
positive”  by  the  New  Jersey  State  Labora- 
tory, antisyphilitic  treatment  was  instituted. 
Daily  inunctions  of  one  dram  of  the  official 
mercurial  ointment  were  given,  and  rapidly 
ascending  doses  of  potassium  iodid  by  mouth. 
Within  1 week  a decided  improvement  was 
noted.  On  February  8 (10  days  after  speci- 
fic treatment  was  begun)  the  patient’s  high- 
est temperature  was  99°,  his  cough  and  ex- 


pectoration had  practically  ceased,  and  his  ap- 
petite and  strength  and  general  morale  had 
all  improved  remarkably.  He  was  without 
fever  from  this  time  on.  On  February  15, 
he  was  allowed  out  of  bed.  The  physical 
signs  in  the  chest,  however,  did  not  improve 
as  rapidly  as  the  subjective  improvement 
would  indicate ; dullness  on  percussion  over 
the  right  lung,  and  various  abnormalities  of 
the  breath  sounds,  especially  over  the  upper 
lobe,  persisted.  Mercurial  inunctions  wfere 
continued  throughout  March  when  slight 
ptyalism  developed.  The  patient’s  wife  re- 
ported that  she  rubbed  her  husband  a total  o£ 
75  hours,  using  in  all  60  drams  of  ointment- 
Potassium  iodid  was  tolerated  in  very  large 
doses.  During  March  the  patient  took  40 1 
drops  of  a saturated  solution  of  potassium; 
iodid  3 times  every  day.  On  April  1 he  was 
in  condition  to  go  20  miles  for  an  x-ray  pic- 
ture of  his  chest  (Fig.  1).  This  plate  shows 


Figure  1. 


very  clearly  an  area  of  unresolved  pneumonia 
of  the  right  upper  lobe  of  the  lung,  and  in 
addition  a gumma  of  the  right  base.  The 
latter  finding  was  entirely  unexpected  as  at 
no  time,  either  in  the  patient’s  previous  med- 
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ical  history  or  his  recent  illness,  were  there 
signs  or  symptoms  suggesting  such  a lesion. 
We  were  able  at  this  time  to  examine  the  pa- 
tient completely  with  syphilis  in  mind.  The 
only  additional  evidence  which  could  be  ad- 
duced was  a definite  ophthalmologic  picture 
of  neuroretinits  in  the  right  eye  (which  had 
been  “weak”,  according  to  the  patient,  for 
several  years).  The  light  reaction  of  the 
right  pupil  was  practically  absent.  The  ten- 
don reflexes  were  all  normal.  There  were 
no  other  stigmas  of  syphilis.  Inquiry  regard- 
ing a suggestive  history  of  chronic  cough 
brought  entirely  negative  replies.  On  April 
20  the  patient  was  finally  induced  to  have  an 
intravenous  injection  of  0.4  gm.  of  sulphars- 
phenamin,  and  a similar  dose  a week  later.  He 
felt  so  perfectly  well  that  treatment  seemed  to 
him  superfluous.  He  was  then  working  every 
day.  The  patient  was  not  seen  thereafter  un- 
til October  11,  when  he  submitted  to  another 
x-rav  examination.  Figure  2 shows  the  condi- 


Figure  2. 


tion  of  his  lungs  at  this  time  10  months  after 
the  the  initial  illness.  Striking  improvement  is 
obvious.  The  gumma  is  no  longer  visible  and 
the  area  of  clouding  in  the  right  upper  lobe 


has  practically  disappeared,  though  there  is 
still  some  abnormal  fibrosis  to  be  seen.  Physi- 
cal examination  October  1 1 revealed  no  ab- 
normal signs  in  the  chest  except  at  the  right 
base  posteriorly  where  a few  sticky  rales 
could  be  heard.  His  general  condition  was  ex- 
cellent. He  had  gained  12  lb.  in  weight  and 
felt  perfectly  well.  In  spite  of  this,  however, 
the  Wassermann  test  taken  October  1 1 was 
still  strongly  positive. 

The  diagnosis  of  acute  lobar  pneumonia  in 
this  case  is  unquestionable.  The  diagnosis  of 
syphilis  is  also  fully  established.  The  spec- 
ificity of  a properly  performed  Wassermann 
test,  even  in  the  presence  of  an  acute  febrile 
illness,  is  now  generally  admitted  by  serolog- 
ists  and  clinicians  as  well,  In  addition  to  3 
positive  Wassermann  tests  this  patient  had  an 
old  optic  neuritis  and  also  the  clear  cut  x-ray 
evidence  of  gumma  of  the  lung.  Granting 
then  the  presence  in  this  patient  of  acute 
pneumonia,  of  preexisting,  latent  syphilis,  and 
of  a subsequent  serious  form  of  delayed  res- 
olution, what  proof  have  we  that  the  syphilis 
was  a potent  cause  of  the  delayed  resolution? 

The  dramatic  improvement  which  began 
only  when  antisyphilitic  treatment  was  insti- 
tuted, is  the  strongest  evidence  in  support  of 
our  thesis.  This  same  “therapeutic  test”  has 
been  strikingly  convincing  in  the  other  re- 
ported cases.  Futhermore  there  is  a curious 
similarity  of  course  and  physical  signs  in 
these  cases  which  we  feel  is  almost  pathogno- 
monic. In  3 other  cases  observed  by  one  of  us 
as  well  as  in  this  case,  the  rapidly  changing 
character  of  the  auscultatory  signs  in  the  chest, 
together  with  the  erroneous  impression  of 
pleural  fluid,  were  noteworthy  features. 

Admitting  as  valid  the  causal  relationship 
between  preexisting  syphilis  and  subsequent 
postpneumcnic  delayed  resolution,  there  are 
3 possible  mechanisms  by  which  the  cause  may 
produce  the  effect:  (1)  A region  of  lowered 
resistance,  determined  by  the  acute  pneumonia, 
may  be  attacked  by  the  systemic  syphilis,  and 
a truly  syphilitic  lung  lesion  be  thus  produced. 
(2)  Systemic  syphilis  may  in  some  way  in- 
terfere with  the  normal  process  of  healing, 
and  thus  produce  a simple,  nonspecific,  un- 
resolved pneumonia  such  as  may  occur  from 
causes  other  than  syphilis.  (3)  I he  acute 
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pneumonia  may  be  merely  superimposed  upon 
and  activate  a preexistent  chronic  pulmonary' 
syphilis,  which  then  remains  as  an  area  of 
unresolved  pneumonia. 

Which  of  these  is  the  true  course  of  events 
cannot  be  decided  on  the  basis  of  our  present 
knowledge.  We  know  that  some  of  the  cases 
reported  tend  to  disprove  the  hypothesis  of 
preexistent  pulmonary  syphilis,  but  we  know 
of  no  criteria  by  which  to  decide  between  the 
first  and  second  hypotheses.  An  attempt  was 
made  by  one  of  us  to  demonstrate  the  tre- 
ponema pallidum  in  the  sputum  of  a former 
case  of  syphilitic  postpneumonic  delayed  res- 
olution, with  negative  results.  But  this  is  by 
no  means  conclusive  evidence  for  or  against 
either  hypothesis.  Autopsy  study  alone  could 
throw  light  on  the  problem. 

Piersol2  has  suggested  that  “many  cases  of 
so-called  pulmonary  syphilis  are  in  reality  in- 
stances of  postpneumonic  delayed  resolution 
occurring  in  syphilitic  subjects.”  Apparently 
he  believes,  therefore,  that  these  lesions  are 
nonspecific.  Among  295  fatal  cases  of  pneu- 
monia which  came  to  autopsy  prior  to  1915  in 
the  Massachusetts  General  Hospital,  Lord5 
found  47  instances  of  organizing  or  indura- 
tive pneumonia.  It  would  he  interesting  to 
know  how  many  of  these  patients  were  syph- 
ilitic. 

The  end  results  of  chronic  pulmonary 
fibrosis  of  various  types  have  been  recently 
summarized  by  Atkinson7  in  an  excellent  ar- 
ticle which  however  contains  no  mention  of 
postpneumonic  delayed  resolution  due  to  syph- 
ilis. Kline  and  Berger8  have  again  brought 
forth  evidence  that  a form  of  pulmonary  gan- 
grene caused  by  Vincent’s  organisms  (which 
may  or  may  not  he  a postpneumonic  compli- 
cation) is  readily  amenable  to  cure  by  arsphe- 
namin  treatment.  This  type  is  to  be  distin- 
guished from  that  caused  by  syphilis  in  which 
the  characteristic  foul  sputum  of  gangrene  is 
absent. 

1 he  modus  opcrandi  of  syphilis  exhibits 
suggestive  analogies  in  other  fields  of  clinical 
experience  which  seem  to  justifiy  our  thesis. 
For  example,  Menninger6  has  recently  reported 
that  of  22  surgical  cases  in  which  an  underlying 
syphilis  was  present,  16  (or  72%)  exhibited 
some  difficulty  of  wound  healing.  It  is  gen- 


erally believed  that  syphilis  is  responsible  for 
many  cases  of  delayed  or  faulty  union  of  frac- 
tured bones.  It  has  been  stated  that  local  in- 
jury in  an  already  syphilitic  subject  may  de- 
termine the  ’ development  pf  a gumma  at  the 
sight  of  injury.  The  same  factors  are  thought 
to  be  responsible  for  many  case  of  leuko- 
plaka,  i.  e.  irritation  of  the  tongue  from  tobac- 
co or  rough  teeth  in  a syphilitic  individual.  If 
these  analogies  are  valid,  is  it  not  reasonable 
to  expect  something  of  the  same  nature  in  the 
damaged  lung  substance  of  syphilitics  with 
pneumonia  ? 

We  know  that  acute  pneumonia  in  a syph- 
ilitic subject  is  not  always  complicated  by- 
delayed  resolution.  We  know  also  that  de- 
layed resolution  occurs  in  many  patients  who- 
are  not  syphilitic.  We  believe,  however,  that 
with  more  general  realization  of  the  possibil- 
ity, many  more  cases  of  unresolved  pneumonia 
caused  by  syphilis  will  be  discovered. 

Summary : ( 1)  Syphilis  is  an  important 
cause  of  one  form  of  delayed  resolution  in 
pneumonia,  and  deserves  a place  in  our  text- 
books along  with  effusion,  empyema,  and  the 
other  better  known  complications  and  sequels 
of  pneumonia. 

(2)  The  diagnosis  of  this  form  of  delayed 
resolution  is  established  (a)  by  excluding 
other  complications,  (b)  by  the  Wassermann 
test,  (c)  by  the  “therapeutic  test”,  (d)  by  a 
history  indicative  of  syphilis,  (e)  by  evidence 
of  systemic  syphilis  elsewhere,  and  (f)  by  the 
x-ray  picture. 

(3)  A case  history  is  presented,  which,  to- 
gether with  others  in  the  literature,  suggests 
that  this  form  of  delayed  resolution  responds 
.readily  to  specific  treatment,  and  further  sug- 
gests that  by  such  treatment  these  patients  may 
be  spared  in  after  years  the  handicap  of  chron- 
ic pulmonary  fibrosis. 
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SOME  FEATURES  IN  THE  CLINICAL 
CONSIDERATION  OF  CANCER  OF 
THE  TERMINAL  COLON. 


Harvey  B.  Stone,  M.D.,  F.A.C.S., 

Associate  in  Surgery,  John  Hopkins  University, 

Baltimore,  Md. 

It  is  not  the  purpose  of  this  paper  to  con- 
sider exhaustively  the  whole  subject  of  can- 
cer of  the  sigmoid  and  rectum.  Certain  points 
that  have  impressed  the  writer  will  be  brought 
out,  whereas  other  important  aspects  of  the 
general  problem  will  not  be  mentioned  at  all. 
Since  the  symptoms  of  the  patient  are  the 
primary  reason  that  brings  him  for  medical 
aid,  it  may  be  as  well  to  start  with  a critical 
analysis  of  these  symptoms  and  an  attempt  to 
give  them  relative  value. 

In  standard  descriptions  of  this  disease  a 
number  of  symptoms  are  given  as  possibly 
being  present.  The  list  runs  something  like 
this  : constipation  ; diarrhea  ; alternating  con- 
stipation and  diarrhea ; the  passage  of  blood, 
pus  and  mucus ; pain ; feeling  of  weight  in 
rectum ; ribbon  stools ; obstruction,  partial  or 
complete;  loss  of  weight;  anemia;  cachefia; 
metastasis  to  liver  or  inguinal  glands,  etc. 
There  is  no  fault  to  be  found  with  such  an  enu- 
meration from  the  standpoint  of  fact.  Anyorall 
these  evidences  of  trouble  may  occur.  But  it 
may  be  more  helpful  to  discriminate  the  usual 
from  the  rare,  and  the  early  suggestive  indica- 
tions from  the  late  and  obvious  signs.  In  the 
writer’s  experience,  2 abnormalities  have  come 
to  a bad  eminence  as  suggesting  carcinoma  of 
the  lower  colon.  They  do  not  necessarily 
prove  the  case,  of  course,  but  their  presence 
always  raises  the  question  of  possible  cancer, 


which  further  examination  must  either  prove 
or  eliminate,  whereas  their  absence  makes  one 
almost  safe  in  saying  that  cancer  does  not 
exist.  One  of  these  is  a physical  sign ; the 
presence  of  blood  in  the  stool.  The  other  is  a 
subjective  symptom,  or  set  of  symptoms. 
These  symptoms  are  so  important  that  descrip- 
tion in  some  detail  is  worth  while.  They  con- 
cern a disturbance  of  the  normal  sensations 
and  periodicity  of  defecation.  The  complaints 
of  patients  in  this  particular  are  singularly 
uniform  and  almost  regularly  present  in  cases 
of  cancer  involving  the  lower  sigmoid  and 
rectum.  They  run  something  like  this.  Of- 
ten, in  the  morning  there  is  a bowel  movement 
which  may  not  deviate  greatly  from  normal, 
so  far  as  sensation ’is  concerned,  or  which  may 
involve  abnormal  straining  or  lie  associated 
with  abnormal  urgency.  Only  for  a short 
while,  if  at  all,  however,  does  this  movement 
give  the  customary  sensation  of  relief  from 
the  desire  for  defecation  and  completion  of 
rectal  evacuation.  Soon  there  is  another  sen- 
sation of  desire  for  stool,  often  rather  impell- 
ing. When  this  feeling  is  complied  with,  lit- 
tle if  any  fecal  matter  is  expelled,  but  there 
is  a discharge  of  gas,  perhaps  rather  violent, 
accdmpanied  by  a certain  amount  of  blood, 
or  bloody  mucus.  If  the  desire  to  stool  is  not 
complied  with,  there  may  be  an  involuntary 
escape  of  gas  and  bloody  mucus.  This  urgency 
of  desire  may  be  quite  painful.  After  a lon- 
ger or  shorter  interval  the  same  sensation  and 
the  same  response  is  repeated.  And  this  repe- 
tition continues  for  a varying  number  of  times. 
Some  patients  are  constantly  distressed  by  it, 
perhaps  30  or  40  times  a day.  Others  may 
suffer  such  a disturbance  only  3 or  4 times  in 
a daw  Some  get  through  the  daylight  hours 
fairly  well,  but  are  disturbed  at  night;  in 
others  the  reverse  is  true.  The  patients  them- 
selves describe  their  trouble  by  various  names. 
Some  consider  that  they  have  diarrhea.  Others 
think  they  are  constipated  because  they  notice 
that  the  great  majority  of  attempts  at  defeca- 
tion are  not  accompanied  by  actual  fecal  dis- 
charge, or  not  in  any  adequate  quantity.  The 
usual  medical  term  for  this  condition  is  ten- 
esmus. Perhaps  it  is  quite  unnecessary  to  go 
into  such  descriptive  details,  but  in  my  ex- 
perience this  is  the  one  outstanding  symptom 
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of  cancer  of  the  bowel.  It  is  not  pathogno- 
monic. Ulceration  of  the  lower  colon,  fecal 
impaction,  or  foreign  bodies,  may  cause  very 
similar  symptoms,  and  for  obvious  reasons, 
because  tenesmus  is  the  sensory-motor  reflex 
response  to  a persistent  inflammatory  or  me- 
chanical stimulus  to  the  sigmoid-rectum.  In 
cancer,  the  mechanical  mass  of  the  tumor,  plus 
its  always  present  inflammatory  complications, 
furnishes  this  stimulus.  And  of  all  the  pos- 
sible causes  of  such  a set  of  symptoms,  in  my 
experience  cancer  is  the  most  common — ex- 
cluding of  course,  the  brief  attacks  due  to 
acute  inflammatory  or  chemical  irritations  last- 
ing only  a few  days. 

The  second  major  warning  of  the  possibility 
of  cancer  is  the  presence  of  blood  in  the  stool. 
The  meaning  of  blood  in  relation  to  cancer  is 
different,  however,  from  that  of  tenesmus,  for 
there  are  numerous  and  common  other  causes 
of  blood  in  the  stools.  In  fact,  these  other 
causes  are  much  more  common  and  numerous 
than  cancer  as  a cause  of  bleeding.  In  tenes- 
mus, one  may  fairly  say  that  cancer  must  be 
thought  of  and  proved  or  excluded  as  a first 
possibility.  In  bleeding,  various  other  conditions 
precede  new  growth  as  a probability.  The 
great  importance  of  bleeding,  in  the  symptoma- 
tology, is  its  great  frequency.  In  the  writer’s 
experience,  not  to  be  sure  very  extensive  but 
including  over  100  cases,  only  1 case  failed  to 
present  this  sign  of  disease  either  as  a spon- 
taneous complaint  of  the  patient  or  as  a re- 
sult of  stool  examination.  That  case  was  a 
very  small  scirrhous  annular  growth  of  the 
sigmoid,  without  ulceration  but  with  beginning 
obstruction.  The  bleeding  varies  in  character 
and  amount  with  the  size,  position,  ulceration, 
and  consistency  of  the  tumor.  The  higher 
the  growth  the  more  apt  the  blood  is  to  be  dark 
and  clotted ; the  lower,  the  brighter  and  fresh- 
er the  blood.  With  fungating  and  ulcerating 
growths,  especially  low  in  the  rectum,  very 
considerable  quantities  of  blood  may  be  lost. 
With  high,  hard  cancers,  it  may  require  lab- 
oratory methods  to  recognize  blood  at  all. 
Also,  there  is  often  inconstancy  in  the  occur- 
rence of  blood ; it  may  be  profuse  for  a time, 
and  then  for  a time  nearly  stop.  Finally  it 
'should  be  noted,  repeated,  and  remembered, 
that  the  finding  of  one  of  the  more  common 


causes  of  bleeding  does  not  exclude  cancer. 
The  writer  has  himself  operated  on  5 cases 
of  cancer  that  had  been  operated  on  shortly 
before  for  hemorrhoids. 

It  is  not  meant  to  give  the  impression  that 
the  other  symptoms  of  cancer  of  the  rectum 
are  not  important  or  valid.  Many  of  them 
however,  are  developed  only  late  in  the  disease, 
when  diagnosis  is  obvious  and  treatment  prob- 
ably hopeless.  Others  are  so  general  in  char- 
acter, and  so  vague  in  definition  that  they 
serve  at  best  to  round  out  and  complete  the 
impression  made  by  a history  of  tenesmus  and 
bloody  stools. 

To  turn  next  to  the  matter  of  diagnosis. 
Three  methods  of  examination  require  brief 
mention : digital  palpation,  proctoscopic  exam- 
ination and  barium  enema  x-ray  study.  Digital 
touch  is  of  course  only  a particular  instance  of 
the  tact  us  eruditus.  Experience  teaches  the  con- 
sistency, surface  configuration,  and  sense  of. 
fixation  that,  varying  in  some  degree  in  each 
case,  yet  have  certain  common  characteristics, 
hard  to  put  into  words,  meaning  “cancer”. 
For  those  growths  that  are  within  reach,  touch 
is  by  far  the  most  certain  and  important  method 
in  making  a diagnosis.  Like  everything  else 
dependent  on  human  sensation  and  human 
judgment  it  is  not  infallible.  The  writer  re- 
calls 2 growths  that  seemed  so  soft  that  a 
diagnosis  of  malignancy  was  not  made  until 
sections  showed  it  under  the  microscope.  But 
in  the  great  majority  of  cases,  if  the  growth 
can  be  felt,  its  character  may  be  determined. 
Those  growths  situated  too  high  to  be  pal- 
pated may  often  be  seen  with  the  proctoscope. 
Cauliflower  masses,  crater-like  ulcers,  sten- 
osing  annular  growths  with  nodular  surfaces 
and  edges,  suggest  malignancy.  Not  only  may 
growths  be  seen,  but  they  may  be  felt  with 
the  proctoscope.  A malignant  growth  is  apt  to 
arrest  the  instrument  with  a hard  unyielding- 
resistance  that  is  quite  characteristic.  Lastly, 
tissue  for  section  may  be  removed  through  the 
instrument  which  will  give  a positive  diag- 
nosis. But,  cases  with  suggestive  symptoms 
present  themselves  in  which  neither  the  ex- 
amining finger  nor  the  proctoscope  can  reach 
any  lesion.  Here  barium  enemas  with  x-ray 
study  may  show  a filling  defect  or  a stenosis 
sufficent  to  make  an  exploratory  operation 
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necessary.  Finally,  there  are  a few  cases  in 
which  all  methods  of  examination  fail  to  give 
any  definite  information,  and  yet  the  symp- 
toms alone  may  be  so  suspicious  that  it  is  one’s 
<lutv  to  explore  rather  than  wait  for  conclusive 
evidence  of  malignancy. 

The  question  of  treatment  turns  on  whether 
there  is  reasonable  chance  for  radical  cure  by 
operative  surgery.  It  is  my  feeling  that  radia- 
tion should  be  reserved  for  those  cases  in 
which  no  hope  of  operative  cure  exists.  The 
primary  need  for  learning  whether  a case  is 
operable  with  hope  of  cure,  has  led  to  a mod- 
ification in  the  surgical  approach  to  all  cancer 
•cases  in  the  writer’s  practice.  Formerly,  when 
a growth  was  situated  within  the  lower  3 or 
4 in.  of  the  rectum,  was  not  fixed  firmly  to 
surrounding  structures,  and  seemed  early,  a 
resection  of  the  rectum  and  growth  from  the 
perineum  was  done,  and  the  stump  of  the  sig- 
moid brought  down  to  the  skin  of  the  peri- 
neum. The  writer  has  at  least  2 cases  now  in 
the  fifth  year  since  operation,  and  apparently 
perfectly  well,  done  by  this  method.  Two  disad- 
vantages to  this  method  led  to  its  practically 
•complete  abandonment.  The  first  is  a mechan- 
ical difficulty;  often  the  extensive  mobilization 
of  the  sigmoid  stump  necessary  to  bring  it  down 
is  either  impossible  or,  if  accomplished,  impairs 
the  circulation  of  the  bowel  so  much  as  to  en- 
danger gangrene  of  the  sigmoid  stump.  The 
second  is  a more  fundamental  objection  even 
than  this,  and  was  vividly  impressed  bv  the 
following  case.  A patient  with  a growth  in 
the  lower  rectum  that  seemed  favorable — small, 
movable  and  apparently  fairly  early — was 
operated  on  by  perineal  rectal  resection.  Gan- 
grene of  the  stump  occurred.  The  wound 
broke  down  badly,  and  the  patient  died  about  1 
week  after  operation.  Autopsy  showed  the 
liver  studded  with  numerous  small  cancer 
nodules.  In  short,  had  the  operation  succeeded 
locally,  the  patient  would  have  been  little  bene- 
fited, as  the  case  was  already  inoperable  for 
cure.  For  these  reasons,  it  is  now  an  almost 
invariable  rule  to  proceed  first  with  a midline 
abdominal  incision  ajbove  the  symphysis  long 
enough  to  explore  the  liver — both  lobes — the 
aortic  and  pelvic  glands  and  the  sigmoid  meso- 
colon. Since  doing  this,  ample  confirmation 


of  our  reasoning  has  been  had.  In  a case 
operated  upon  with  Dr.  Finney  2 years 
ago,  multiple  nodules  2 and  3 cm.  in  di- 
ameter were  found  in  the  liver.  Yet  the  rec- 
tal growth  itself  was  low,  small,  movable,  and 
searching  questioning  both  before  and  after 
operation  failed  to  bring  out  any  history,  any 
symptoms  at  all  earlier  that  3 months  prior  to 
operation.  Other  such  cases  might  be  men- 
tioned. 

Our  first  step,  then,  in  the  treatment  of  any 
case  of  cancer  of  the  lower  bowel,  is  laparo- 
tomy. This  should  determine  the  question  of 
whether  or  not  to  attempt  radical  excision,  and 
puts  each  case  into  one  of  two  groups.  If 
radical  cure  is  not  regarded  as  possible,  the 
possibility  of  palliative  measures  arises.  Where 
obstruction  exists  or  is  imminent,  a colostomy 
should  be  done.  A very  few  cases  with  small 
annular  growths  in  the  sigmoid  loop,  permitting 
an  easy  resection  and  anastomosis,  might  have 
this  done  as  the  best  palliation,  even  though 
metastasis  had  already  .occurred.  Cases  in- 
curable but  not  tending  to  obstruct,  should 
simply  be  closed.  In  all  these  nonoperable 
patients  radiation  should  be  considered.  In 
only  1 case  has  the  writer  seen  much  effect 
from  it.  Flere  the  primary  growth  melted 
away  as  if  by  magic,  and  all  bleeding  and  ten- 
esmus stopped.  The  disease,  however,  pro- 
gressed rapidly  in  the  metastatic  areas  and  the 
patient  died  in  a few  months  of  cancer.  Ra- 
diation is  not  without  its  drawbacks.  Burns, 
irritations,  and  severe  reactions  are  not  un- 
common. 

In  the  group  of  cases  regarded  as  operable, 
the  principle  is  simple — a wide  resection  of 
the  growth  and  all  removable  surrounding 
structures.  The  details  of  operation  scarcely 
belong  in  a paper  of  this  type.  A few  words 
on  choice  of  operative  attack,  however,  may 
not  be  amiss.  The  writer  has  come  to  feel  that 
the  ideal  operation  is  as  follows : A division 

of  the  sigmoid,  the  making  of  a terminal  left- 
sided sigmoidostomy,  the  dissection  of  the 
sigmoid  and  rectum  with  their  fat  and  glands 
as  far  down  as  possible  from  above,  closure  of 
the  pelvic  peritoneum  over  this  dissected  mass 
pushed  down  into  the  pelvis,  closure  of  the 
midline  abdominal  incision,  complete  removal 
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of  the  loosened  sigmoid  and  rectum  with 
sphincter  and  levator  from  a perineal  in- 
cision— all  completed  in  one  stage.  This  is 
plainly  a formidable  program.  It  is  equally 
plain  that  many  cases  are  not  suited  for  such 
heroic  measures.  The  weak,  the  very  fat, 
the  obstructed,  those  with  unusual  mechanical 
difficulty  from  their  physical  structure  of  pel- 
vis and  size  or  location  of  growth  must  be 
excluded  from  such  an  attempt.  It  is  better  to 
do  2 operations  and  have  a living  patient,  than 
to  do  a theoretically  excellent  one-stage  opera- 
tion and  lose  the  case.  All  this  being  admitted, 
there  yet  remain  a fair  number  of  cases  in 
which  the  single  operation  may  be  success- 
fully performed,  and  when  this  seems  to  be 
true  the  writer  thinks  it  far  the  best  method 
to  employ.  Of  course  this  entails  a permanent 
colostomy.  Many  patients  and  not  a few 

physicians  declare  they  would  “rather  be 
dead  than  have  a colostomy”.  They  forget 
that  a colostomy  not  only  may  be  incidental  to 
saving  the  patient’s  life,  but  is  far  easier  to 
manage,  and  in  every  way  preferable  to  the 
tenesmus  and  bleeding  which  the  growth  it- 
self causes.  It  may  be  said  definitely  that  such 
patients  are  much  more  comfortable  with 
the  colostomy  after  operation,  than  with  the 
growth  before.  One  is  not  comparing  the 
condition  of  colostomy  with  normal  but  with 
the  condition  of  cancer  of  the  rectum. 

In  all  those  cases,  which  for  any  reason  are 
not  proper  for  the  one-stage  removal,  and  yet 
seem  favorable  for  radical  cure,  the  usually 
accepted  method  is  to  perform  a colostomy  at 
the  time  of  the  exploratory  operation,  and 
later,  perhaps  within  2 or  3 weeks,  resect  the 
growth  and  its  surrounding  structures  at  a 
second  operation.  There  are  various  modi- 
fications of  these  general  principles  employed 
by  different  surgeons,  and  some  different 
methods  of  attack  for  special  types  of  growth, 
but  in  general  the  conception  of  the  surgical 
problem  outlined  above  is  being  more  and 
more  adopted.  For  the  results  of  surgical 
treatment,  reference  is  made  to  an  excellent 
study  by  Jones,  of  Boston,  in  the  Annals  of 
Surgery,  1922,  and  the  various  publications 
of  the  Mayo  Clinic. 


SURGICAL  PROBLEMS  OF  JAUNDICE. 


I.  S.  Ravdin,  M.D., 

Surgical  Division,  LTniversity  Hospital, 

Philadelphia,  Pa. 

It  has  been  our  experience  that  the 
mortality  after  operation  for  lesions  of  the 
biliary  apparatus  falls  nearly  entirely  in  those 
patients  with  acute  purulent  infections  of 
the  gall-bladder  and  in  those  patients  having 
common  duct  stone  or  stones  associated 
with  jaundice.  The  occasional  patient 
operated  on  for  chronic  calculous  or  nou- 
calculous  cholecystitis  may  die  from  a sur- 
gical catastrophe,  but  in  the  hands  of  the 
skilled  surgeon  the  mortality  in  these  cases 
is  little  higher  than  that  after  operation  for 
chronic  appendicitis.  Even  though  this  is 
true,  it  is  only  within  recent  years  that  sys- 
tematic attempts  have  been  made  to  study 
the  pathologic  physiology  of  extrahepatic 
bile  duct  obstruction.  As  yet  many  of  the 
problems  remain  unsolved,  but  some  of  the 
recent  advances  are  of  considerable,  help  to 
the  surgeon. 

Many  classifications  of  jaundice  have  been 
suggested,  but  the  one  we  believe  most  satis- 
factory in  the  teaching  of  clinical  surgery 
is  that  of  McNee.  This  author  divides 
jaundice  into  3 groups:  (1)  Obstructive 

hepatic  jaundice;  (2)  toxic  and  infective 
hepatic  jaundice,  and  (3)  hemolytic  jaundice. 

In  this  paper  we  are  concerning  ourselves 
with  the  first  two  groups.  It  is  true  that  it 
is  not  always  possible  to  confine  an  indi- 
vidual case  to  one  group,  but  in  many  in- 
stances this  is  possible.  Obstructive  jaundice 
associated  with  hepatic  cell  damage  may  be 
coincidental  with  infection,  and  toxic  jaun- 
dice may,  in  its  advanced  stages,  be  asso- 
ciated with  obstruction  of  the  intrahepatic 
and  extrahepatic  bile  passages. 

Obstructive  hepatic  jaundice  arises  when 
there  is  an  impediment  to  the  passage  of 
bile  from  the  liver  to  the  duodenum.  This 
may  be  gradual  or  sudden ; temporary  or 
permanent.  The  clinician  must  assume  that 
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in  these  cases  there  has  been  up  to  the  time 
of  the  obstruction  a normal  formation  and 
excretion  of  bile.  The  liver  itself  may  or 
may  not  have  become  damaged  preceding 
the  actual  obstruction,  but  until  the  obstacle 
to  normal  bile  flow  occurred,  visible  icterus 
had  not  been  present. 

In  the  jaundice  which  occurs  after  com- 
plete ductal  obstruction,  such  as  is  seen  in 
patients  with  common  duct  stone  or  carci- 
noma of  the  head  of  the  pancreas,  there  is 
little  doubt  as  to  the  mechanism  by  which 
this  occurs.  The  retarded  bile  accumulates 
in  the  distended  hepatic  bile  ducts.  The  liver 
continues,  at  least  for  a time,  to  secrete, 
but  against  a pressure  obstacle,  and  the 
greater  the  extraductal  pressure  the  less  bile 
is  secreted.  When  the  pressure  in  the  bile 
ducts  of  a dog  reaches  350  mm.  of  the  fluid 
itself,  bile  ceases  to  be  secreted.  This  ac- 
counts for  the  fact  that  at  operation  we 
never  see  actual  bagging-out  of  the  liver, 
and  the  failure  to  observe  this  is  not  due,  as 
was  previously  supposed,  to  a special  resist- 
ance of  the  hepatic  tissue. 

How  does  the  obstructed  bile  enter  the 
circulation  to  be  spread  throughout  the  body 
and  stain  the  tissue  cells?  Whipple  and 
King,  working  on  the  two  hypotheses  pre- 
viously reported,  namely,  that  the  bile  en- 
tered the  systemic  circulation  by  way  of  the 
lymphatics  or  by  way  of  the  hepatic  vas- 
cular capillaries,  found  that  drainage  of  the 
thoracic  duct  in  no  way  influenced  the  develop- 
ment of  jaundice.  They,  therefore,  con- 
cluded that  the  bile  is  absorbed  by  the  hepa- 
tic vascular  capillaries  in  obstructive  jaun- 
dice. Ogata  was  unable  to  find  any  relation- 
ship between  the  occurrence  of  jaundice  and 
the  presence  of  visible  breaks  in  the  walls 
of  the  bile  capillaries.  He,  however,  lays 
particular  stress  on  the  occurrence  of  early 
hepatic-cell  necrosis  after  biliary  obstruc- 
tion. Eppinger  also  has  called  attention  to 
these  areas  of  so-called  icterus  necrosis  and 
Carnot  and  Herier  have  observed  areas  of 
such  size  as  to  call  them  “biliary  infarcts” 
These  areas  of  localized  necrosis  are  only 
one  of  the  pathologic  lesions  consequent  up- 
on bile  duct  obstruction. 

It  is  true  that  some  authors  believe  that 


human  bile  is  incapable  of  producing  per- 
manent hepatic  cell  injury.  Rous  and  Lar- 
rimore,  however,  state,  “If  this  be  true,  man 
differs  from  all  other  well  studied  animals”. 
Furthermore,  the  production  of  icterus  ne- 
crosis is  a well  established  fact.  Anyone 
who  has  studied  sections  of  human  liver  in 
cases  presenting  biliary  tract  diseases  has 
observed  a variety  of  pathologic  lesions,  the 
most  striking  of  which  is  a connective  tis- 
sue overgrowth  resulting  in  varying  grada- 
tions of  cirrhosis.  Last  year  Dr.  George  P. 
Muller,  Dr.  E.  G.  Ravdin  and  myself  studied 
such  a series  of  sections  and  were  convinced 
of  the  effect  of  biliary  tract  disease  and 
obstruction  as  a cause  of  hepatic  cell  dam- 
age. One  of  the  reasons  why  more  marked 
changes  are  not  observed  is  due  to  the  fact 
that  in  man  total  biliary  obstruction  results 
in  death  from  toxemia  before  advanced 
macroscopic  cirrhotic  changes  have  become 
manifest. 

There  is  some  diversity  of  opinion  as  to 
whether  cholangitis,  or  inflammation  of  the 
bile  ducts,  produces  an  obstructive  ductal 
jaundice  or  whether  the  resulting  icterus  is 
the  direct  result  of  damage  to  the  hepatic 
cells.  It  is  quite  likely  that  here,  as  in  the 
cases  of  typical  stone  ^obstruction  associated 
with  infection,  both  factors  may  play  an  im- 
portant part.  Certainly  in  an  infective 
cholangitis  the  inflammatory  reaction  pro- 
duces a narrowing  of  the  ductal  lumen  and 
in  the  finer  canaliculi  may  actually  cause 
complete  obstruction.  On  the  other  hand, 
inflammations  of  the  bile  ducts  initiate  an 
hepatitis  with  resultant  hepatic  cell  damage. 
Whether  this  damage  is  expressed  in  a mere 
functional  derangement  or  is  the  result  of 
actual  liver  cell  injury,  icterus  may  occur  as 
the  result  of  hepatic  insufficiency. 

The  problem  which  is  of  particular  in- 
terest to  the  surgeon  is  the  varying  reac- 
tion observed  after  operation.  Why  does 
one  patient  make  an  uncomplicated  recovery 
after  an  operation  for  the  relief  of  jaundice 
while  another  dies  in  24  to  48  hours  from  a 
shock  almost  anaphylactic  in  character,  and 
while  still  another  succumbs  in  from  2 to  3 
weeks  from  a progressive  asthenia.  It  is 
interesting  to  note  that  practically  all  of  the 
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fatalities  after  common  duct  operations  oc- 
cur in  the  cases  of  jaundice  from  common 
duct  stone  or  in  the  cases  of  cholangitis. 
The  risk  of  operation  in  the  cases  of  ductal 
obstruction  from  a cause  outside  of  the  com- 
mon duct  is  not  nearly  so  great. 

It  is  well  known  that  the  mechanical 
factor  plays  only  a part  in  the  disease  and 
that  other  factors  as  yet  only  poorly  under- 
stood cast  the  balance  for  or  against  life. 
This  varying  behavior  after  common  duct 
obstruction  is  observed  in  animals,  even  in 
the  same  species.  The  individual  case  may 
show  a preponderance  of  one  factor  over 
the  others  and  it  is  our  belief  that  herein 
lies  the  solution  of  the  problem. 

There  are  several  associated  problems 
which  bear  directly  upon  the  result  obtained 
after  operation  in  many  of  these  cases. 
There  is  a large  margin  of  safety  in  bile 
elimination  by  normal  hepatic  tissue.  McMas- 
ter  and  Rous  have  demonstrated  that  in  dogs 
and  monkeys  the  bile  ducts  from  three- 
quarters  of  the  liver  substance  can  be  ob- 
structed without  any  clinical  evidence  of  an 
accumulation  of  bile  pigment  or  cholate  in 
the  animal,  and  in  the  dog  nineteen-twen- 
tieths of  the  liver  substance  can  be  placed 
in  stasis  without  the  development  of  tissue 
jaundice  such  as  would  occur  after  complete 
obstruction.  They  found  that  tissue  atrophy 
always  resulted  in  the  area  of  local  obstruc- 
tion, but  that  compensatory  hypertrophy 
took  place  elsewhere.  The  amount  of  ob- 
struction sufficient  to  produce  icterus  in  the 
human  is  probably  as  great  as  in  the  ex- 
perimental animal.  The  jaundice  frequently 
observed  in  connection  with  local  hepatic 
pathologic  lesions  is  very  likely  due  to 
hepatic  cell  injury  or  to  hemolysis. 

The  variation  in  the  physical  character 
of  the  bile  in  cases  of  common  duct  obstruc- 
tion has  been  observed  by  all  surgeons  who 
have  had  the  opportunity  of  exploring  the 
common  duct  in  a considerable  number  of 
cases.  The  fluid  found  in  the  obstructed 
ducts  may  be  greenish  black,  almost  tarry 
and  heavily  loaded  with  bile  pigment  and 
mucus,  or  it  may  be  colorless  and  limpid  and 
nearly  or  wholly  devoid  of  these  consti- 
tuents, despite  a very  marked  tissue  icterus. 


In  those  cases  in  which  the  obstruction  is 
the  result  of  a calculus  it  is  quite  likely  that 
the  function  of  the  gall-  bladder,  as  an  organ 
for  concentration  of  the  bile,  is  destroyed 
or  very  seriously  impaired  as  the  result  of 
prolonged  infection.  In  certain  of  these 
cases  the  stone  may  have  been  metabolic  in 
origin  and  the  function  of  the  gall-bladder 
may  have  been  but  slightly  impaired.  In, 
others,  where  the  obstruction  is  the  result 
of  a malignant  growth  in  the  head  of  the 
pancreas  or  at  the  papilla  of  Vater,  the  gall- 
bladder probably  functions  normally. 

With  a progressively  increasing'  ductal  ob- 
struction in  a patient  with  a diseased  gall- 
bladder, the  fluid  of  the  liver  becomes  less 
as  does  also  the  concentration  per  cubic 
centimeter  of  cholesterol  and  bilirubin.  The 
final  content  of  the  obstructed  ducts  is  a 
limpid  “white  bile”  which  is  practically  de- 
void of  bile  salts  and  cholesterol.  McMaster 
and  Rous  have  shown  that  this  variation  in 
the  characteristics  of  the  bile  is  due  to  the 
“differing  influences  of  the  gall-bladder  and 
ducts  upon  the  bile  first  pent  up  in  the 
channels”.  The  gall-bladder  acts  in  2 ways 
upon  the  bile : first,  by  withdrawing  water 
and,  second,  by  adding  mucus  to  it.  Thus 
the  bile  found  in  those  cases  in  which  the 
gall-bladder  is  partly  or  wholly  functioning 
is  thick  and  viscid.  When  the  gall-bladder 
is  functionless  as  the  result  of  disease  or  has 
been  removed,  the  secretion  elaborated  by 
the  ducts,  which  is  thin  and  colorless,  dilutes 
the  pent-up  bile  and  the  characteristic 
“white  bile”  results. 

Rous  and  McMaster  have  called  attention 
to  the  similarity  between  this  pent-up 
“white  bile”  and  the  pent-up  urinary  secre- 
tion which  results  after  urinary  obstruction. 
The  similarity  would  have  been  recognized 
long  ago  were  it  not  for  the  complicating 
activities  of  a partly  or  wholly  functioning 
gall-bladder.  When  the  contents  of  the  ob- 
structed ducts  have  been  altered  through 
the  action  of  a functioning  gall-bladder  the 
“hydrohepatosis”  is  concealed,  but  when  this 
organ  is  functionless  and  the  ducts  are  filled 
with  a thin,  white  fluid  there  occurs  a 
“manifest  hydrohepatosis”  and  the  similarity 
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between  this  condition  and  hydronephrosis 
is  more  evident. 

In  both  organs,  secretion  continues  after 
complete  obstruction  has  taken  place  and 
the  products  of  their  metabolism  must,  to 
a certain  extent,  be  thrown  back  into  the 
blood  stream  of  the  individual.  Finally,  the 
ability  to  function  is  completely  lost.  The 
portal  circulation  is  restricted  as  the  intra- 
ductal pressure  increases  through  an  im- 
pediment to  the  venous  flow  by  the  dilated 
ducts.  There  results  then  a progressive 
connective  tissue  replacement  with  a co- 
incidental parenchymal  atrophy.  In  the 
liver  of  the  human  the  impairment  of  its 
detoxifying  properties  results  in  death  while 
the  hepatic  changes  are  as  yet  relatively 
slight. 

It  is  quite  likely  that  some  of  the  patients 
dying  within  a short  time  after  release  of 
the  ductal  obstruction  are  suffering  from  a 
condition  in  a way  analogous  to  the  pre- 
cipitation of  uremia  after  the  sudden  with- 
drawal of  urine  from  the  urinary  bladder 
in  the  retention  of  prostatic  disease.  i he 
actual  chemical  changes  may  be  at  variance 
because  of  a differing  function,  but  the  un- 
derlying pathologic  physiology  is  probably 
quite  similar.  It  may,  therefore,  be  of  prac- 
tical importance  to  slowly  decompress  the 
common  duct  in  comrfion  duct  obstruction 
much  as  we  decompress  the  urinary  bladder 
in  urinary  bladder  obstruction.  In  this  way 
we  may  avert  overloading  the  organism 
with  incompletely  destroyed  toxic  by-prod- 
ucts. The  result  of  an  over  abundance  of 
toxic  split  proteins  is  to  produce  sudden 
vasomotor  collapse  such  as  results  in  ana- 
phylaxis. Heyd  believes  this  reaction  is  the 
result  of  the  liberation  of  a pancreatic  toxin 
or  ferment  liberated  by  the  surgical  trauma 
with  inadequate  liver  protection.  Dr.  Mul- 
ler and  I believe  this  latter  explanation  in- 
adequate since  we  have  observed  a similar 
course  of  events  in  patients  whose  common 
ducts  were  drained  without  any  manipula- 
tion of  the  pancreas. 

We  have  observed  a second  type  of  re- 
action in  some  of  our  cases.  For  4 or  5 
days  after  operation  the  patient  has  done 
well,  when  there  gradually  develops  an  in- 


creasing stupor,  which  may  be  preceded  by 
excitement,  followed  or  accompanied  by 
evidences  of  circulatory  failure  and  a renal 
shut-down.  In  most  of  these  cases  there 
has  been  considerable  fluid  loss  by  way  of 
the  bile.  There  has  also  been  considerable 
loss  of  bile  salts,  calcium  and  the  various 
other  inorganic  constituents  of  the  bile. 
Normally  a considerable  portion  of  these  are 
reabsorbed  from  the  intestine  and  a con- 
tinuous enterohepatic  circulation  is  intact. 
When  an  external  biliary  fistula  is  present 
the  sudden  loss  of  body  fluid  plus  the  other 
elements  of  the  bile  in  an  individual  whose 
liver  is  in  a marked  state  of  insufficiency, 
but  which  for  a short  time  after  operation 
maintains  its  proteopexic  properties,  may 
precipitate  a condition  not  unlike  the  coma 
of  uremia. 

The  third  type  of  catastrophe  noted  after 
common  duct  operations  comes  in  much 
more  insidiously.  The  patient  is  apparently 
doing  “too”  well.  Gradually  the  tempera- 
ture becomes  subnormal,  increasing  weak- 
ness is  manifest  and  death  occurs  3 to  6 
weeks  after  operation  from  inanition.  There 
is  little  doubt  in  our  minds  but  that  this 
condition  is  one  of  prolonged  dehydration 
with  deficient  digestion  and  absorption  and 
an  associated  loss  of  pancreatic  juice  and  of 
the  inorganic  elements  of  the  bile.  There 
has  been  considerable  work  done  of  late  on 
the  calcium  metabolism.  Babkin  has  de- 
scribed softening  of  the  bones  in  long  stand- 
ing biliary  and  pancreatic  fistulas,  which 
would  at  least  suggest  a depletion  of  calcium 
from  the  body.  Although  this  depletion  can 
scarcely  be  entirely  ascribed  to  the  loss  of 
calcium  by  way  of  the  bile,  still,  when  large 
amounts  of  bile  are  lost,  so  too,  are  relative- 
ly large  amounts  of  calcium.  The  depletion 
of  calcium  is  further  induced  since  with  the 
deficient  Idle  in  the  bowel  the  ingested  fats 
are  not  absorbed  and  the  fatty  acids  com- 
bine with  calcium  to  form  insoluble  soaps 
which  are  excreted  in  the  feces.  The  re- 
lease of  extraductal  pressure  undoubtedly 
upsets  the  mechanism  by  which  the  sphinc- 
ter of  Oddi  acts.  From  the  skin  excoria- 
tion which  we  have  noted  in  some  cases  it 
is  quite  probable  that  this  sphincter  remains 


July,  1926 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


345 


contracted  and  that  the  major  portion  of  the 
pancreatic  juice,  taking  the  path  of  least 
resistance,  passes  upward  in  the  common 
duct  to  pass  out  through  the  external  biliary 
fistula.  Thus  we  have  numerous  factors 
tending  to  produce  an  alteration  of  normal 
metabolism  and  death  may  result  from  a 
deficient  metabolism,  both  food  and  chemi- 
cal. 

The  delayed  coagulation  of  the  blood  in 
jaundiced  patients  is  due  to  the  existing 
hepatic  insufficiency.  It  is  not  known  with 
any  degree  of  accuracy  whether  the  throm- 
bo-regulative  mechanism  is  concerned  with 
the  liver  more  than  any  other  organ,  but 
there  are  certain  facts  which  lead  one  to 
believe  that  the  relations  of  the  liver  to 
coagulation  of  the  blood  are  particularly 
close.  The  liver  plays  an  important  part  in 
the  formation  of  fibrinogen  and  there  is  also 
evidence  that  it  is  closely  related  to  the  form- 
ation of  antithrombin  which  will,  to  a 
marked  degree,  inhibit  coagulation.  Whip- 
ple and  Walters  have  shown  that  calcium 
salts  given  intravenously  will  restore  to 
normal  a disturbed  coagulatory  mechanism. 
This  may  be  due  to  some  specific  effect  of 
the  calcium  on  the  anti-thrombin,  which 
otherwise  inhibits  the  action  of  fully  formed 
thrombin. 

From  the  foregoing  discussion,  one  can 
see  the  necessity  for  encouraging  toxin 
elimination  by  the  administration  of  fluids 
previous  to  operation.  This  is  done  by 
proctoclysis,  hypodermoclysis  or  intraven- 
ous introduction.  On  Surgical  Division  B 
we  attempt  to  introduce  from  4000  to  6000 
c.c.  every  24  hours.  There  is  no  doubt  but 
that  it  improves  the  clinical  condition  of  the 
patient.  Glucose  in  a 5%  solution  is  given 
by  bowel,  since  we  know  that  patients  with 
a sufficient  amount  of  glycogen  in  the  liver 
withstand  general  anesthesia  much  better 
than  those  without  it,  and  5 c.c.  of  a 10% 
solution  of  calcium  chlorid  is  given  intra- 
venously daily  before  operation  to  decrease 
the  bleeding  and  coagulation  time.  The 
plasma  carbondioxid  is  estimated  so  that  if 
a deficiency  in  the  acid  base  equilibrium  ex- 
ists this  can  be  corrected.  If  there  has  been 
persistent  vomiting,  an  alkalosis  may  be 
present  and  ammonium  chlorid  is  admin- 
istered by  bowel. 


Although  local  anesthesia  may  be  con- 
sidered it  does  not  permit  of  sufficient  re- 
laxation for  exploration.  We  use  it  in  the 
very  sick  patients  in  whom  only  cholecys- 
tostomv  is  attempted.  In  all  other  cases 

local  anesthesia  plus  ethylene  is,  in  our 
opinion,  the  anesthesia  of  choice.  Ether 

anesthesia  causes  a further  derangement  of 
the  liver  parenchyma  with  subsequent  sup- 
pression in  the  amount  of  bile  secreted  and 
only  adds  to  the  load  which  the  patient  has 
to  carry. 

The  question  whether  or  not  to  explore 
the  common  duct  will  depend  upon  the  con- 
dition of  the  patient.  In  some  cases  the 
calculus  is  removed  and  the  duct  drained, 
in  others  only  the  duct  is  drained  and  no 
search  is  made  for  the  stone.  This  more  ex- 
tensive procedure  can  await  the  time  when 
the  patient  is  better  able  to  withstand  the 
operation.  Gradual  decompression  can  be 
obtained  by  permitting  intermittent  drain- 
age through  the  T-tubes  or  by  utilizing  an 
apparatus  similar  to  that  used  in  decompres- 
sion of  the  urinary  bladder. 

The  patient  is  given  fluid  postoperatively 
similar  to  that  given  preoperatively.  In 
the  bad  risk  cases  500  to  1000  c.c.  of  10% 
glucose  are  given  intravenously  every  24 
hours  with  sufficient  insulin  to  assist  in  its 
utilization.  In  a very  desperate  case  we 
recently  used  the  continuous  intravenous 
drip  with  remarkable  results. 

Morphin  is  given  in  very  small  amounts 
because  it  depresses  liver  function.  Calcium 
chlorid  is  administered  intravenously  to  off- 
set a calcium  deficiency  ; we  have  given  as 
much  as  30  c.c.  of  a 10%  solution  in  24  hours. 
If  there  is  any  evidence  of  bleeding  post- 
operatively, blood  transfusion  is  resorted  to. 
We  have  not  found  unmodified  blood  su- 
perior to  citrated  blood  in  this  respect. 
Moist  heat  is  applied  over  the  liver  area, 
after  the  suggestion  of  Crile.  Whether  it 
is  of  value  is  doubtful. 

The  bad  risk  cases  are  usually  those  as- 
sociated with  infection  and  calculi ; mor- 
tality in  the  cases  of  obstruction  from  tu- 
mor being  decidely  lower.  All  cases,  how- 
ever, demand  the  most  meticulous  pre- 
operative attention  and  an  understanding 
of  the  underlying  pathologic  physiology,  if 
we  are  to  reduce  the  present  high  mortality. 
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MODERN  CONCEPTIONS  OF  HEPATIC 
FUNCTION. 


H.  Elizabeth  Ravdin,  M.D., 

Surgical  Division,  University  Hospital, 

Philadelphia,  Pa. 

The  principle  pigment  of  the  bile  is  biliru- 
bin and  in  a discussion  of  bile  pigment,  it  is 
bilirubin  that  is  meant.  That  hemoglobin  is 
the  only  source  of  bilirubin  we  believe  for 
several  reasons. 

(1)  For  many  years  it  has  been  known  that 
bile  pigment  is  formed  in  blood  extravasations 
in  the  tissues,  as  in  bruises  or  hematomas,  and 
in  sanguineous  exudates  in  the  pleural  cavity. 
The  pigment  found  in  these  cases  has  been 
called  hematin,  but  Rich  has  recently  shown 
that  hematin  and  bilirubin  react  chemically  in 
exactly  the  same  way  and  that  their  oxidation 
and  reduction  products  are  identical. 

(2)  It  has  also  been  shown  that  an  excess 
of  hemoglobin  in  the  circulation,  whether  from 
increased  intravascular  hemolysis,  or  from  the 
experimental  introduction  of  free  hemoglobin, 
is  followed  by  an  increased  formation  of  bil- 
irubin. 

That  other  factors  do  not  influence  bilirubin 
formation  and  output  has  been  the  conclusion 
drawn  by  Broun,  Rous  and  McMaster  from 
their  studies  on  the  total  bile.  After  Whipple 
and  Hooper  reported  the  results  of  carbohy- 
drate feeding,  which  convinced  them  that  the 
amount  of  bile  pigment  formed  can  be  modi- 
fied at  will  by  diet  factors,  Broun,  Rous  and 
McMaster  made  extensive  and  elaborate 
studies  on  the  total  bile  output  of  dogs,  using 
various  diets  and  related  liver  substances,  and 
found  that  the  only  substances  which  they  could 
feed  that  would  increase  bilirubin  output  were 
pure  bilirubin  bile,  and  liver  tissue. 

Assuming,  then,  that  hemoglobin  is  the 
source  of  bilirubin,  there  remains  the  question 
of  the  relation  of  the  liver  to  bile  pigment 
metabolism.  For  many  years  it  was  believed 
that  the  liver  parenchyma  alone  was  concerned 
in  the  formation  of  bilirubin  and  that  it  was 
a secretion  of  the  liver.  The  inability  of  ex- 
perimental animals  to  form  a bile  pigment  af- 
ter removal  of  the  liver  was  offered  in  sup- 


port of  this  view.  The  work  was  done  on 
geese  and  birds.  In  1889,  Lowit  observed 
that  in  the  Kupffer  cells  in  the  liver,  spleen  and 
bone-marrow  which  form  part  of  the  reticulo- 
endothelial system,  could  be  seen  red  cell  rem- 
nants, hemoglobin  and  bilirubin,  and  he  con- 
cluded that  under  certain  pathologic  conditions 
these  cells  could  form  bile  pigment.  He  did 
not  question,  however,  that  the  epithelial  cells 
of  the  liver  also  formed  it. 

In  1913,  McXee  repeated  the  experiments 
of  Minkowski  and  Xaunyn,  referred  to,  of 
removing  the  livers  of  geese  and  then  causing 
intravascular  hemolysis.  His  results  coin- 
cided with  theirs,  in  that  no  subsequent  jaun- 
dice developed,  but  his  interpretation  differed 
and  it  is  on  his  conclusions  that  we  base  our 
present  ideas  concerning  jaundice.  McXee 
believed  that  jaundice  did  not  occur,  not  be- 
cause the  liver  cells  proper  were  removed,  but 
because  in  birds  practically  the  whole  reticulo- 
endothelial system  is  in  the  liver,  and  this 
was  removed  in  the  experiment.  The  reticulo- 
endothelial system,  which  includes  the  Kupffer 
cells,  is  more  widespread  in  other  animals,  in- 
cluding man,  being  found  mainly  in  the  liver 
and  spleen  but  also  in  the  perivascular  tissue, 
the  bone-marrow,  the  lymph  glands  and  the 
blood  itself.  For  this  reason  most  of  the 
later  experimental  work  has  been  done  on 
dogs. 

When  the  liver  was  completely  removed 
from  the  dog  by  Mann,  Bollman  and  Magath, 
bile  pigment  was  found  in  the  plasma  in  in- 
creasing amounts:  The  ingenious  method 

which  they  used  in  removing  the  liver  and 
maintaining  life  in  the  dog  was  the  culmination 
of  years  of  effort  to  carry  this  out,  with,  be- 
fore their  work,  nothing  but  failure.  Their 
results  have  been  confirmed  by  Rich  and  others 
and  similar  results  have  been  obtained  by 
using  the  circulation  of  the  head  and  thorax 
alone. 

The  only  conclusion  from  all  this  evidence 
that  can  safely  be  drawn  is  that  the  reticulo- 
endothelial cells  can,  and  do,  form  bile  pig- 
ment and  that  the  epithelial  liver  cells  are  not 
necessary  to  its  formation. 

In  1913,  van  den  Bergh  and  Schnapper  pub- 
lished the  results  of  their  work  with  Ehrlich’s 
diazo-reaction  for  bilirubin.  Until  this  time 
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no  satisfactory  test  for  small  quantities  of 
bilirubin  in  the  blood  was  known. 

When  using  the  diazo-reaction  for  quantita- 
tive determinations  of  the  pigment  in  the  se- 
rum, van  denBergh  noticed  that  in  certain  cases 
of  jaundice  it  was  unnecessary  to  bring  the 
bilirubin  into  an  alcoholic  solution  to  obtain 
the  reaction  but  that  merely  the  addition  of  the 
diazo-reaction  to  the  serum  produced  it.  It  was 
evident  that  bilirubin  was  present  in  the  serum 
in  different  forms.  Examining  the  sera  of  pa- 
tients with  jaundice,  he  found  that  when  the 
jaundice  was  due  to  obstruction  of  the  com- 
mon duct  by  stone  or  tumor,  the  diazo-reagent 
reacted  directly  and  immediately  with  the 
serum.  Normal  diluted  bile  reacted  in  the 
same  way.  When  the  jaundice  was  due  to 
increased  hemolysis,  as  in  ictero  anemia,  the 
addition  of  alcohol  was  necessary  to  produce 
an  immediate  reaction.  This  was  also  true  of 
bilirubin  in  hemorrhagic  effusions. 

This  proved  to  be  a method  for  differenti- 
ating between  the  bilirubin  which,  after  it  en- 
tered the  bile  reentered  the  blood  stream,  and 
bilirubin  due  to  hemolysis  which  had  ne vet- 
left  the  blood.  The  latter  type  is  present  in 
small  amounts  in  the  serum  of  all  normal  in- 
dividuals. 

This  led  to  a classification  of  jaundice  based 
on  the  theory  of  the  reticulo-endothelial  origin 
of  bilirubin.  The  bilirubin  so  formed  is  then 
presumably  present  in  the  blood  stream.  From 
the  blood  it  is  absorbed  by,  or  passes  through, 
the  polygonal  cells  which  line  the  bile  cap- 
illaries and  is  then  excreted  by  way  of  the  bile. 
Normally,  then,  a small  amount  of  bilirubin 
would  constantly  be  present  in  the  blood  and 
this  has  been  found  to  be  the  case.  When  the 
breaking  down  of  the  erythrocytes  is  very 
rapid,  as  in  certain  diseases,  notably  ictero- 
anemia,  the  pigment  would  be  present  in  the 
blood  in  larger  amounts,  and  this  has  also 
proved- true. 

After  the  bilirubin  has  entered  the  bile,  its 
reaction  to  the  diazo-test  changes,  giving  an 
immediate  direct  reaction  to  the  reagent.  When 
obstruction  of  the  common  duct  occurs  with 
subsequent  jaundice,  the  blood  contains  large 
amounts  of  bilirubin  which  gives  this  reac- 
tion. 

Therefore,  it  is  assumed  that  any  jaundice 


in  which  the  blood  bilirubin  gives  an  imme- 
diate reaction  to  the  van  den  Bergh  test  is 
obstructive  in  origin,  while  any  jaundice  in 
which  this  reaction  does  not  occur  is  of  hem- 
olytic origin. 

The  clinical  importance  of  this  differen- 
tiation is  evident.  There  are  many  patients 
with  partial  obstruction  and  with  only  slight, 
or  latent,  jaundice  which  offer  problems  in 
diagnosis.  By  means  of  this  test  the  origin 
of  the  jaundice  may  be  established.  Last  year 
a student  was  admitted  to  the  hospital  with 
an  extreme  jaundice.  This  had  been  present 
since  early  childhood,  probably  since  birth. 
He  was  referred  to  the  hospital  with  a diag- 
nosis of  congenital  stricture  of  the  bile-ducts. 
When  his  blood  serum  was  examined  by  the 
van  den  Bergh  test,  however,  the  bilirubin  was 
found  to  be  of  the  hemolytic  type.  In  spite 
of  a spleen  that  was  not  palpable  the  opera- 
tive procedure  advised  was  splenectomy,  a 
diagnosis  of  congenital  ictero-anemia  having 
been  made. 

By  means  of  the  van  den  Bergh  test  quan- 
titative estimations  of  the  amount  of  bilirubin 
in  the  blood  can  also  be  made  and  afford  a 
valuable  means  of  following  the  course  of  a 
jaundice  and  determining  slight  increases.  We 
have  found  that  secondary  anemias  show  no 
increase  in  blood  bilirubin,  regardless  of  sever- 
ity, while  primary  pernicious  anemia  almost 
invariably  is  accompanied  by  hyperbilirubin- 
emia. 

Broun,  Rous  and  McM'aster  have  recently 
presented  evidence  which  seems  to  prove  the 
reabsorption  of  bilirubin  from  the  intestine 
after  its  excretion  in  the  bile. , Whipple  has 
never  been  willing  to  admit  that  bile  products 
are  reabsorbed  but  the  former  investigators, 
by  estimating  the  twenty-four  hour  output  of 
bilirubin  and  of  urobilin  in  the  bile  of  a dog 
with  common  duct  drainage  were  able  to  show 
that  feeding  bilirubin  increased  both  the 
bilirubin  and  urobilin  output,  though  feeding- 
urobilin  increased  only  the  urobilin  output. 
An  interesting  and  suggestive  observation  was 
made  by  them  that  the  hemoglobin  of  the  ani- 
mal fell  when  all  the  bile  was  drained  through 
the  tube  for  several  days  but  rose  after  biliru- 
bin feeding — confirming  the  fact  that  bilirubin 
could  be  reutilized  in  blood  formation.  This  ac- 
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cords  with,  and  perhaps  explains,  Whipple’s 
statement  that  liver  was  the  best  hematinic 
in  chronically  anemic  experimental  animals. 

While  there  are  many  problems  remaining 
to  be  solved  and  points  to  be  clarified,  the  re- 
cent work  is  very  promising  and  some  of  it, 
as  the  van  den  Bergh  test,  is  of  immediate 
clinical  importance. 


OBSTETRIC  SERVICE  OF  THE  ORANGE 
MEMORIAL  HOSPITAL. 

Arthur  W.  Bingham,  M.D.,  F.A.C.S., 
East  Orange,  N.  J. 

The  obstetric  service  of  the  Orange  Me- 
morial Hospital  became  a separate  department 
in  1914.  Up- to  this  time,  the  obstetric  work 
was  a part  of  the  medical  service  and  was 
divided  among  the  4 attending  physicians  and 
their  juniors.  The  service  was  reorganized 
with  1 attending  obstetrician  who  has  a con- 
tinuous service  and  4 juniors  who  alternate 
every  month;  2 of  the  juniors  serve  in  the 
out-patient  department  every  other  month. 
Each  of  the  4 hospital  internes  serves  for  3 
months  on  the  obstetric  service. 

It  was  soon  apparent  that  the  department 
had  outgrown  its  quarters  and  obstetric  pa- 
tients were  scattered  in  various  parts  of  the 
building  often  occupying  beds  needed  for 
other  patients.  In  1919,  it  was  thought  ad- 
visable to  make  an  effort  to  raise  sufficient 
funds  to  provide  a separate  building  for  ma- 
ternity cases.  This  was  accomplished,  and  the 
new  building  was  opened  for  patients  on  June 
15,  1921. 

The  maternity  building  is  a fireproof  struc- 
ture, 171  feet  in  length  by  56  in  width,  con- 
sisting of  4 stories  and  basement.  The  first 
floor  contains  a reception  room  and  super- 
visor’s office ; a separate  suite  of  labor,  delivery, 
and  sterilizing  rooms  for  ward  patients;  a 
ward  accommodating  16  to  24  patients ; 3 sep- 
arate rooms  for  abnormal  cases,  a regular 
nursery,  a premature  nursery,  and  a septic 


nursery.  Each  floor  has  a solarium.  The 
second  floor  contains  the  semiprivate  rooms 
with  beds  for  2,  3,  and  4 patients  in  a room 
(18  beds- in  all)  and  a nursery.  There  is 
another  suite  of  rooms,  closed  off  from  the 
main  corridor  by  double  doors,  consisting  of : 
3 labor  rooms,  2 delivery  rooms,  a sterilizing 
room,  work  room,  lavatory,  and  supply  closets. 
Here  is  where  the  private  and  semiprivate  pa- 
tients are  delivered.  The  labor  beds  are  nar- 
row and  are  on  wheels  so  that  the  patients 
are  taken  into  the  delivery  rooms  on  their 
beds.  There  is  also  a room  and  bath  on  this 
floor  with  lockers  for  the  use  of  physicians 
while  attending  cases.  The  third  and  fourth 
floors  each  contain  16  private  rooms  and  a 
nursery.  A number  of  the  private  rooms  on 
the  third  and  fourth  floors  have  baths  adjoin- 
ing. The  basement  is  used  for  store-room  and 
also  has  a locker  room  for  patient’s  clothing. 
The  nurseries  have  bathrooms  adjoining  and 
the  babies  are  bathed  with  a spray.  All  nurs- 
eries, as  well  as  labor  suites,  are  equipped 
with  double  doors  with  Corbin  springs  in  or- 
der to  keep  the  building  as  quiet  as  possible. 

Patients  entering  the  hospital  in  labor  are 
taken  directly  to  one  of  the  labor  suites  instead 
of  to  their  rooms,  thus  avoiding  considerable 
noise  and  confusion  on  the  different  floors. 
An  automatic  elevator  is  always  in  commission 
for  the  use  of  visitors,  patients,  doctors,  and 
nurses.  A smaller  automatic  elevator  carries 
food  and  provisions  to  the  different  floors. 
The  building  has  proved  to  be  of  great  assis- 
tance in  the  work  and  ought  to  help  raise  the 
standard  of  obstetrics  in  the  community.  Any 
physician  in  good  standing  may  send  obstetric 
patients  into  the  private  rocirns  of  this  hos- 
pital. As  the  number  of  semiprivate  beds  is 
limited,  these  are  restricted  to  patients  resid- 
ing in  the  Oranges,  except  in  special  emerg- 
encies. 

The  prenatal  work  of  the  department-is  part 
of  the  work  of  the  Maternity  Center  of  the 
Oranges.  Three  organizations  are  represented 
in  this  work:  Orange  Memorial  Hospital,  St. 
Mary’s  Hospital,  and  the  Visiting  Nurses’  As- 
sociation. Special  prenatal  nurses  go  to  the 
homes  of  the  patients,  take  their  blood  pres- 
sure, make  a simple  urinalysis,  give  advice,  and 
leave  printed  instructions.  Once  or  twice,  or 
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oftener  if  necessary,  the  patient  is  sent  to  one 
of  the  hospital  clinics  which  are  held  twice 
weekly  in  each  hospital.  There  she  is  ex- 
amined to  determine  the  presentation  of  child 
and  size  of  pelvis,  the  heart  and  lungs  are  ex- 
amined, blood  pressure  is  checked  up,  a com- 
plete urinalysis  made,  and  a Wassermann 
taken. 

The  patient  has  a card  on  which  the  nurse 
records  her  findings  and  which  the  patient 
takes  to  the  clinic  for  the  obstetrician  to  add 
his  record.  The  card  is  taken  to  the  hospital 
if  the  patient  goes  there  for  confinement ; or, 
if  remaining  at  home,  she  has  it  there  for  the 
convenience  of  her  physician.  When  it  is 
known  that  a patient  expects  to  enter  the 
hospital,  a copy  of  the  record  is  kept  on  the 
history  sheet  at  the  clinic  for  future  use.  No 
patient  who  has  a physician  is  referred  to  the 
hospital  for  confinement  unless  abnormal  con- 
ditions are  found  and  then  only  after  consul- 
tation with  the  physician  or  midwife  in  charge. 
The  Maternity  Center  of  the  Oranges  now 
does  the  work  formerly  carried  on  by  7 dif- 
ferent organizations.  This  change  for  greater 
efficiency  was  made  possible  by  the  Council  of 
Social  Service  Agencies  of  the  Welfare  Fed- 
eration of  the  Oranges.  During  the  past  year, 
the  prenatal  nurses  made  about  4000  visits  and 
new  patients  were  referred  by  numerous  agen- 
cies: Physicians,  Midwives,  Orange  Memorial 
Hospital,  St.  Mary’s  Hospital.  East  Orange 
Board  of  Health,  Metropolitan  Life  Ins.  Co., 
Visiting  Nurses,  Orange  Board  of  Health, 
Diet  Kitchen,  West  Orange  Board  of  Health, 
Bureau  of  Charities,  South  Orange  Board  of 
Health,  friends,  and  patients  themselves. 

The  delivery  table  used  is  a modification  of 
the  Ingraham  table  that  has  proved  very  sat- 
isfactory. All  normal  and  simple  forceps 
cases  are  delivered  with  the  patient’s  feet  rest- 
ing on  the  table,  the  knees  being  supported 
by  straps  attached  to  upright  bars ; this  avoids 
the  strain  sometimes  felt  by  the  patient  when 
the  feet  are  elevated.  After  being  taken  to 
the  delivery  room,  the  patient,  having  been 
scrubbed  and  shaved  previously,  is  painted 
with  iodin  (2.5%)  about  the  thighs,  buttocks 
and  vulva,  followed  by  alcohol  (50%)  before 
sterile  covers  are  applied.  As  soon  as  the 
baby  is  born,  the  mucus  is  gently  cleared  from 


its  throat  with  moist  cotton,  and  the  eyes  are 
bathed  with  boric  solution ; 20%  solution  of 
argyrol  is  dropped  in  each  eye.  The  cord  is 
tied,  cut,  and  dressed  with  sterile  gauze.  The 
baby  is  then  placed  in  a crib  and  before  being 
taken  from  the  room  a necklace  of  beads  with 
the  name  spelled  out  is  placed  on  the  baby 
and  sealed,  so  that  it  may  be  removed  only  by 
cutting  the  thread  when  the  patient  is  dis- 
charged. For  one  year,  blood  was  taken  from 
every  cord  for  a Wassermann  but  the  results 
obtained  did  not  warrant  continuing  the  pro- 
cedure. The  perineum  is  repaired  if  neces- 
sary and  the  placenta  delivered,  after  which 
a dram  of  ergot  is  given  and,  frequently,  0.5 
c.c.  pituitrin  bv  hypodermic  as  well.  A sterile 
dressing  is  applied  and  the  patient  taken  to 
her  bed  on  a stretcher.  The  fundus  is  held 
for  one-half  hour  or  longer  if  necessary.  When 
a ward  patient  is  discharged  her  name  and 
address  and  date  of  birth  of  baby  are  give  to 
the  Social  Service  Nurses  who  notifies  her 
when  to  return  to  the  clinic  for  the  follow- 
up examination  (6  weeks  after  delivery).  A 
card  is  given  to  the  patient  showing  birth- 
weight  of  baby,  lowest  weight  while  in  hos- 
pital, and  weight  when  discharged.  If  at  the 
follow-up  'examination  some  abnormal  con- 
dition is  found,  the  patient  is  referred  to  the 
gynecologic  clinic.  Babies,  if  normal,  are  re- 
ferred to  one  of  the  welfare  stations ; if  ab- 
normal, they  are  sent  to  the  pediatric  clinic. 

Rules  for  House  Staff  and  Nurses,  as  well  as 
direction^  for  routine  care  of  patients,  are 
added  here,  as  they  may  lie  of  some  interest. 

Rules  for  House  Obstetrician. 

( 1 ) Make  rounds  as  early  as  possible  so  as 
to  be  able  to  report  condition  of  patients  to 
senior  or  junior  attending. 

(2)  Examine  all  patients  admitted  as  soon  as 
possible  after  being  notified.  'Examination 
to  include : 

(a)  Brief  antepartum  history. 

(b)  Abdominal,  and  vaginal  or  rectal  ex- 
amination. 

(c)  Listening  to  fetal  heart. 

(d)  Blood  pressure. 

(e)  Urinalysis. 

( f ) Pelvimetry. 

(g)  Examination  of  heart  and  lungs. 
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(3)  After  examination  report  condition  of 
every  patient  in  labor  to  Senior  Attendant  and 
nurse  in  charge.  If  patient  enters  between 
10  p.  m.  and  7 a.  m.,  not  in  very  active  labor, 
report  to  be  delayed  until  8 a.  m. 

(4)  If  any  case  is  urgent  and  Senior  At- 
tendant cannot  be  reached,  call  Junior  Atten- 
dant on  duty,  and  then  other  Junior  Atten- 
dants if  necessary. 

(5)  Forceps  not  to  be  used,  or  any  opera- 
tive procedure  done  on  any  patient,  without 
advice  of  attending  physician,  except  in  a case 
of  greatest  emergency.  Pituitrin  or  morphin 
not  to  be  given. 

(6)  Circumcise  all  male  babies  on  eighth 
or  ninth  day  if  parents  have  given  written 
consent  and  condition  is  good. 

(7)  Report  progress  of  patients  in  labor 
night  and  morning.  Report  any  abnormal 
condition  to  Senior  Attendant  at  any  time. 

(8)  Examine  every  patient  on  twelfth  or 
thirteenth  day  so  that  there  need  be  no  delav 
in  leaving  the  hospital  when  discharged. 

(9)  When  possible,  attend  prenatal  clinic 
on  Monday  and  Friday,  and  when  a patient 
reports  to  clinic  or  hospital  at  any  other  time, 
examine  her  for  any  possible  abnormality.  If 
normal,  have  her  return  on  regular  clinic  day. 
If  abnormal,  admit  patient  to  hospital. 

(10)  Report  all  abortion  cases  to  Junior  At- 
tendant on  duty.  If  case  is  urgent  and  you 
are  unable  to  reach  him,  call  senior  on  duty, 
and  so  on,  as  above. 

(11)  Abortion  cases  not  to  be  given  mor- 
phin before  curettage. 

(12)  Treat  ward  patients  as  you  would 
your  private  patients,  giving  them  all  possible 
consideration  and  relief  from  pain. 

Preliminary  Treatment  of  Eclampsia. 

On  admission  take  blood  pressure,  examine 
urine,  and  make  abdominal  and  vaginal  ex- 
aminations. If  cervix  is  long  and  tight,  pre- 
pare for  cesarean  section.  If  cervix  is  soft 
and  partly  dilated,  give  Jj  gr-  morphin. 

Preliminary  Treatment  of 
Placenta  Praevia. 

If  there  is  much  hemorrhage,  pack  vagina 
with  iodoform  gauze  and  have  the  blood  tvped. 


Care  of  Mother. 

On  admission  take  temperature,  pulse,  and 
respiiation  ; and  again  at  4 p.  m.  Send  speci- 
men of  urine  to  laboratory.  Specimen  of 
private  patients  to  be  sent  to  laboratory  if 
specimen  has  not  been  examined  within  1 
week.  Shave,  give  s.  s.  enema  if  time,  sponge 
bath,  scrub  with  green  soap,  sterile  water,  and 
bichlorid  1:10.000.  Apply  sterile  pad. 

W hile  patients  are  in  labor,  give  s.  s.  enema 
every  12  hours  and  see  that  patients  void  at 
least  every  4 to  6 hours. 

Antepartum  patients  are  to  remain  in  bed 
until  after  examination  and  are  not  allowed 
to  go  to  bathroom  without  special  order.  Diet 
as  ordered. 

Preparation  on  table:  paint  field  of  operation 
with  2.5%  iodin  solution  followed  by  alco- 
hol 50%. 

For  induction  of  labor,  scrub  field  of  opera- 
tion with  green  soap  solution,  sterile  water, 
and  1 : 10,000  bichlorid  solution. 

Sterile  gloves  must  be  used  in  making  ex- 
aminations, as  well  as  during  delivery. 

It  is  requested  that  when  patients  are  in 
labor  24  hours  and  over  that  the  case  be  re- 
ported to  the  obstetric  staff. 

Hospital  routine  after-care  must  be  fol- 
lowed. 

After-Care  of  Mother. 

Fundus  to  be  held  half  an  hour  or  longer 
if  necessary ; watch  carefully  for  'hemorrhage 
first  6 hours  after  delivery. 

Special  abdominal  binder  applied  1 hour  af- 
ter delivery,  and  removed  on  fifth  day.  Sterile 
precautions  after  voiding.  Lysol  0.5%  and 
sponge  with  forceps.  Perineal  dressing  to  be 
changed  q.  4 h.  for  first  12  hours;  then  q.  8 h. 

Report  to  supervisor  if  patient  has  not 
voided  12  hours  after  delivery. 

Loose  breast  binder  may  be  used  if  breasts 
are  full  and  heavy. 

Nipples  to  be  bathed  with  boric  acid  solu- 
tion before  and  after  each  nursing. 

Lead  nipple  shields  to  be  used  for  10  days, 
and  longer  if  nipples  are  tender.  The  shields 
are  washed  and  boiled  for  1 minute,  while 
baby  is  nursing.  When  lead  shields  are  not 
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used,  apply  albolene  and  cover  nipples  with 
sterile  gauze  after  nursing. 

Liquid  diet,  labor  day.  Soft  diet,  first  day 
p.  p.  Light  diet,  second  day  p-  p-  Full  diet, 
eighth  day  p.  p. 

Sit  up  in, bed  on  fifth  day.  Out  of  bed, 
tenth  day.  Examined  by  doctor,  twelfth  day 
(ward  patients).  Discharge,  thirteenth  day. 

Castor  oil,  1 oz.  at  6 a.  m.  second  day,  then 
enema  or  cathartic  as  ordered. 

If  any  cathartic  ordered  is  ineffectual  by  4 
p.  m.  the  day  following  administration,  it  is 
to  be  followed  by  low  s.  s.  enema. 

When  catheterizing,  the  tip  of  the  catheter 
must  be  immersed  in  25%  solution  of  argyrol 
before  inserting. 

On  and  after  the  fifth  day,  turn  patient  on 
abdomen  for  20  minutes  a.  m.  and  p.  m. 

Mother  may  watch  baby  being  bathed  on 
twelfth  or  thirteenth  day. 

All  patients  to  have  mineral  oil  1 oz.  q.  n. 
beginning  night  of  third  day  and  low  s.  s. 
enema  every  other  day  if  necessary. 

For  after  pains,  give  codein  gr.  q.  2 h. 
to  p.  r.  n. 

Care  of  Baby. 

Argyrol  20%  solution,  I drop  in  each  eye 
at  birth  and  on  second  day. 

Weigh  and  oil  half  hour  after  birth. 

Watch  for  bleeding  from  cord,  also  for 
urine. 

Bathe  at  end  of  6 hours;  (do  not  remove 
first  dressing  until  cord  is  off  unless  soiled) 
and  put  to  breast.  Premature  babies  oiled, 
not  bathed.  Feed  q.  2 h. 

Nurse  every  6 hours,  first  24  hours. 

Nurse  every  4 hours,  10-2-6  second  24 
hours. 

Nurse  every  3 hours,  9-12-3-6  third  24  hours 
and  thereafter. 

Nurse  every  4 hours  at  night  when  on  3 
hour  schedule. 

Give  p.  c.  formula  if  necessary.  Condensed 
milk  1 dr.,  sterile  water  2 oz. 

Wash  out  mouth  once  daily  with  sterile  wa- 
ter. 


Take  temperature  at  8 a.  m.  and  4 p.  m. 

Weigh  every  other  day. 

Dress  cord  with  sterile  gauze  when  nec- 
essary. 

Record  when  cord  is  off. 

Dress  navel  with  boric  acid  powder  after 
cord  comes  off. 

Bands  to  be  kept  on  baby  while  in  hospital. 

Cleanse  and  oil  after  voiding ; soap  and 
water,  then  oil  after  stool. 

Exceptions  to  these  rules  when  ordered. 

All  babies  to  have  a s.  s.  enema  p.  r,  n. 

Special  Care  for  Premature  Baby. 

Weigh,  oil,  and  place  in  premature  box — - 
temperature  85  to  90°. 

If  weight  is  4 Ho.  or  less,  a premature  jacket 
is  applied. 

For  first  few  days  feed  breast  milk  or 
formula  with  a dropper  or  special  feeder  q.  2 h_ 
Later,  feed  q.  2 h.  during  the  day  and  cp  3 h.. 
or  q.  4 h.  at  night. 

Do  not  bathe.  Oil  daily  or  if  quite  weak: 
every  other  day. 

When  strong  enough,  temperature  is  grad- 
ually lowered  in  premature  box  and  baby  is 
taken  out  to  the  breast. 

If  necessary,  give  3 drops  of  whiskey  before 
each  feeding. 

Rules  for  Nurses. 

Diets  : Regular  — everything  ; light  — no' 

meats,  may  have  white  meat  of  chicken,  and 
fish;  soft-soup,  desserts,  may  have  baked  po- 
tato ; liquid — any  fluids. 

All  patients  going  home  should  go  to  car- 
riage entrance  in  wheel  chair,  and  must  be 
accompanied  by  a nurse,  who  is  to  see  that 
chart  goes  to  office. 

Locker-rooms  to  be  kept  locked  at  all  times. 
Key  on  key  board.  Record  number  of  locker 
in  clothes  book. 

All  flowers  to  stand  in  bath  room  over  night. 
They  must  not  be  put  in  hall.  Each  nurse  is 
responsible  for  cleaning  after  arranging  flow- 
ers. This  must  be  done  by  9 a.  m.  Flowers 
to  be  out  of  rooms  by  7 p.  m. 

See  that  orderlies  open  windows  and  tran- 
soms at  landings. 

Fancy  covers  are  not  allowed  under  glass 
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top  tables  as  the  glass  will  be  more  apt  to  be 
broken. 

Patients  may  have  electric  fans  brought  in 
to  them.  When  this  is  done  please  notify  of- 
fice of  supervisor,  who  will  provide  extra  con- 
nection if  necessary.  These  connections  must 
be  returned  when  patient  leaves  the  hospital. 

When  door  of  patient’s  room  is  open,  please 
place  screen  in  front  of  door. 

Blankets  must  be  submitted  for  inspection 
.before  being  sent  to  laundry. 

Night  nurses  to  report  silver  count  at  7 a.m. 
Day  nurses  report  at  7 p.  m.  Written  reports 
every  Friday  to  go  to  office  of  supervisor. 

Wards,  halls  and  rooms  to  be  dusted  directly 
after  lunch  cp  d.  High  dusting  to  be  done 
twice  a week. 

All  soiled  gauze,  not  infected,  to  be  put  in 
mesh  bags  provided  for  that  pupose  and  sent 
to  the  laundry. 

Soiled  napkins  and  tray  covers  to  lie  put  in 
bag  in  kitchen  in  order  that  maid  may  take 
them  to  laundry  at  11  a.  m. 

Gertrudes  for  babies  may  be  omitted  during 
the  hot  weather. 

All  infected  gauze  and  perineal  dressings 
must  be  discarded  in  paper. 

Formalin  to  be  used  for  all  disinfecting  of 
linen  and  utensils. 

Husbands  and  next  nearest  relative  of  ob- 
stetric patients  are  only  visitors  allowed  with- 
out special  permission. 

Beads  are  to  be  removed  by  cutting  between 
lead  bead  and  last  knot,  in  the  presence  of 
mother.  Scrub  with  green  soap  and  water; 
when  thoroughly  dry  and  clean  return  to  de- 
livery room.  If  patients  wish  to  buy  necklaces, 
report  same  to  office  of  supervisor.  Charge 
$1.50. 

Lysol  0.5%  solution  to  be  used  in  cleansing 
patient  before  every  vaginal  examination.  Ex- 
amining tray  to  be  found  in  utility  room. 

Telephone  the  otfice  of  all  patients  going 
home.  This  must  be  done  as  soon  as  the  dis- 
charge is  written. 

All  narcotics  to  be  recorded  in  Narcotic 
Book.  The  nurses  must  see  that  all  orders 
are  checked  up  before  going  off  duty. 

Each  and  every  nurse  is  requested  to  leave 


her  place  of  duty  in  order  before  going  off 
duty.  1 here  is  a place  for  everything  and 
everything  must  be  left  in  that  place. 

Nurses  will  see  that  all  antepartum  records 
are  written  up  and  signed  bv  the  doctor  be- 
for  patient  is  discharged. 

All  flowers,  plants,  etc.,  must  be  opened  in 
the  patient’s  room. 

Nurses  will  please  save  all  clean  cotton  from 
pads  and  put  in  bags  for  that  purpose.  It  will 
be  sent  away,  picked,  sterilized,  and  made  to 
use  as  waste  cotton. 

Off  Duty  for  All  Nurses. 

Three  hours  a day. 

One  afternoon  a week — beginning  at  1 p.m. 

All  nurses  must  report  to  nurse  in  charge 
of  floor  before  going  off  duty. 

Six  hours  on  Sunday. 

The  following  statistics  for  1025  may  be  of 
interest : 


Number  of  cases  945 

“ physicians  89 

Day  cases  503 

Night  cases  442 

Boys  432 

Girls  474 

Twins  g 

(4  male,  3 female,  1 each) 

Breech  cases  46 

Versions  7 

Face  presentations  3 

Low  forceps  1 0 3 

Mid  forceps  78 

High  forceps  22 

Total 2 03 

Placenta  praevia  8 

Cesarean  24 

Precipitate  5 

Eclampsia  7 

Induction  of  labor  20 

Stillbirths  20 

Maternal  deaths  2 

(Placenta  praevia,  ward  case.  .1) 
(Eclampsia,  private  case 1) 

Reasons  for  Cesareans: 

No  progress  in  labor  6 

Toxemia  1 

Eclampsia  '.  . . 3 

Placenta  praevia  3 

Transverse  presentation  1 

Fibrcid  uterus  2 

Contracted  pelvis  6 

Amputation  of  cervix  with  no  dila- 
tation   2 

Cause  of  still-births: 

Placenta  praevia  1 

Difficult  forceps  1 

Version  and  breech  5 

Macerated  fetus  3 

Too  premature  6 

Premature  separation  of  placenta  . . 2 

Toxic  mother  2 

There  were  no  cases  of  sepsis. 
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TAKE  NOTICE. 

Importance  of  Automobile  Insignia. 

During  the  session  of  the  House  of  Dele- 
gates on  June  18,  at  Atlantic  City,  President 
Donohoe  received  the  following  telegram  from 
the  Commissioner  of  Motor  Vehicles,  William 
L.  Dill,  State  House,  Trenton: 

“Will  you  kindly  request  the  members  of  your 
society  to  secure  insignias  for  display  upon  their 
automobiles  and  ask  them  to  return  to  us  the 
insignias  which  we  issued  in  other  years  and 
which  many  physicians  still  persist  in  using. 
Unless  we  can  have  your  whole-hearted  coopera- 
tion in  our  desire  to  individualize  your  profession, 
we  will  have  to  abandon  our  efforts  to  give  ser- 
vice to  you.’’ 

The  House  of  Delegates  immediately  passed 
a resolution  expressing  appreciation  of  Com- 
missioner Dill’s  courtesies  to  the  medical  pro- 
fession and  instructing  the  Secretary  to  tele- 
graph acceptance  of  his  offer  to  supply  the 
new  insignia.  Thus  far  the  Society  could  go 
as  a whole  but  it  is  now  necessary  for  each 
member  to  take  the  required  steps  to  procure 
such  distinguishing  marks  for  his  own  machine, 
and  to  deliver  his  old,  and  now  useless,  in- 
signia to  the  Commissioner’s  office.  It  is  re- 
quested that  you  do  this  at  once,  to  your  own 
personal  advantage  and  in  the  interest  of  the 
organized  profession. 

Get  the  new  insignia  at  once.  Discontinue 
use  of  all  others. 


TIME  TO  URGE  TYPHOID  VACCINA- 
TION. 

The  practicing  physicians  of  New  Jersey 
reported  more  than  740  cases  of  typhoid  fever 


during  the  year  1925,  an  increase  of  a hun- 
dred over  the  preceding  year.  The  increase 
occurred  despite  the  fact  that  widespread  epi- 
demics of  typhoid  fever  caused  by  contam- 
inated water,  milk,  and  shellfish  have  been 
obviated  largely  by  protecting  municipal  water 
supplies,  the  supervision  of  milk  production 
and  handling,  and  the  careful  inspection  of 
the  water  in  which  shellfish  are  grown ; work 
carried  on  so  effectively  by  the  State  Depart- 
ment of  Health  and  the  large  city  health  de- 
partments. 

Investigations  into  the  history  of  the  cases  re- 
ported last  year  showed  that  only  in  2 instances 
was  a single  source  responsible  for  any  large 
group  of  cases : The  oyster-borne  outbreak  of 
1924  extended  into  January,  causing  some  of 
the  cases  reported  in  1925  ; and  an  additional 
group  were  traced  to  drinking  water  fronx 
a polluted  spring  at  Hook  Mountain,  in  Newr 
York  State.  Aside  from  these  instances — 
and  a few  cases  traced  to  a carrier  who  in- 
fected immediate  associates — the  majority  of 
cases  appear  to  have  been  contracted  here  and 
there,  probably  at  roadside  refreshment  stands, 
automobile  camping  grounds,  and  at  those 
summer  resorts  in  which  water  supplies  are 
not  protected  and  safe  sewage  disposal  is  neg- 
lected. Such  places  constitute  a serious  men- 
ace to  health,  for  investigations  of  the  State 
Department  of  Health  have  revealed  many 
unsanitary  conditions  in  rural  communities. 
Although  an  attempt  is  made  to  remedy  dan- 
gerous conditions  when  detected,  the  State 
Department  of  Health  is  without  adequate  in- 
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spection  facilities  to  cover  the  entire  State, 
and  most  of  the  rural  health  boards  have  no 
facilities  whatever  for  the  inspection  and  im- 
provement of  local  sanitary  conditions.  Here, 
then,  is  the  source  from  which  we  may  expect 
the  future  unnecessary  cases  and  deaths  from 
typhoid  fever. 

Removal  of  the  conditions  causing  the 
spread  of  typhoid  fever  is  a public  duty — a 
responsibility  of  State  and  municipal  governing 
bodies.  The  State  Medical  Society  can  do 
much  to  urge  the  provision  of  adequate 
health  protection,  but  individually  the  physi- 
cians of  the  State  have  a more  immediate 
duty  before  them  in  urging  antityphoid  vac- 
cination upon  those  of  their  patients  who  ex- 
pect to  pass  their  summer  vacations  in  rural 
sections,  or  who  take  long  automobile  tours, 
or  who  visit  remote  lake  resorts. 

The  State  Department  of  Health  advises 
the  use  of  the  bacterin  containing  typhoid 
bacilli  only,  instead  of  the  combined  vaccine 
(including  paratyphoid  A and  B),  for  it  is 
generally  believed  that  the  addition  of  the 
paratyphoid  bacilli  increases  the  severity  of 
the  reaction  to  vaccination.  The  United  States 
Navy  uses  only  the  simple  typhoid  vaccine, 
for  after  five  years’  experience  with  the  com- 
bined the  Navy  officials  found  that  the  rates 
for  paratyphoid  fever  were  not  materially 
lowered  by  tbe  immunizing  treatment  against 
this  disease.  As  paratyphoid  fever  is  so  sel- 
dom reported  in  New  Jersey,  it  is  a question 
whether  or  not  it  is  worth  while  to  protect 
against  the  disease  even  if  we  were  sure  that 
the  combined  vaccine  would  produce  such 
protection.  If  inclusion  of  the  paratyphoid 
bacilli  does  increase  the  severity  of  the 
reaction  to  vaccination,  it  would  seem  ad- 
visable for  physicians  to  follow  the  advice 
of  the  State  Department  of  Health  and  use 
the  uncombined  typhoid  bacterin  when  im- 
munizing their  patients  against  typhoid  fever. 


CRIMINAL  WASTE. 

The  morning  papers  of  June  11  contained 
the  announcement,  under  striking  headlines, 
“10,000  Gallons  of  Alcohol  to  Be  Poured  Into 
Bay  Today”.  There  followed  the  explanatory 


statement : “Customs  men  will  pour  into  the 
waters  of  New  York  Harbor  today  more  than 
10,000  gallons  of  alcohol  found  on  the  steam- 
ship Eker,  which  was  seized  off  Yonkers  on 
April  29”. 

It  will  be  noted  that  considerable  time — 6 
weeks — elapsed  between  the  dates  of  seizure 
and  disposition  of  this  cargo,  and  it  must  be 
assumed  that  some  consideration  was  given  to 
the  question  of  disposing  of  this  alcohol  other- 
wise than  by  pumping  it  from  the  ship’s  tanks 
into  the  bay,  for  the  order  to  dispose  of  it  in 
the  latter  manner  was  signed  by  a Federal 
Judge. 

As  a nation  we  are  notoriously  wasteful 
people,  but  this  act  seems  beyond  the  limit  of 
excuse  or  reason.  Think  what  benefits  might 
have  accrued  to  the  sick  and  suffering  inhabi- 
tants of  New  York  City,  or  of  any  other  town 
in  that  Judicial  District,  by  giving  that  alcohol 
to  the  hospitals.  At  the  very  moment  when 
such  institutions  are  conducting  “drives”  on  the 
public,  and  appealing  to  local,  county  or  state 
legislative  bodies,  for  funds  to  purchase  need- 
ed hospital  supplies,  among  which  alcohol  is 
an  important  item,  the  National  Government 
wastefully  and  deliberately  destroys  $50,000.00 
worth  (at  wholesale  rate)  of  it.  Can  you 
beat  it,  as  an  act  of  folly? 

Our  rage  has  nothing  to  do  with  the  Pro- 
hibition Amendment,  the  Volstead  Law,  or 
the  punishment  of  violators  of  the  Customs 
Regulations,  but  is  based  on  the  criminal  folly 
(for  such  waste  is  heinous  wickedness)  of  such 
an  uneconomic  policy.  This  cargo  had  been 
confiscated  in  due  process  of  the  law ; surely 
some  better  means  of  disposing  of  the  prize 
might  have  been  found.  As  tax-payers  we 
should  protest.  As  physicians  and  hospital 
officials,  familiar  with  the  needs  of  the  sick 
and  with  the  struggle  to  obtain  hospital  sup- 
plies, we  certainly  should  protest  against  such 
wanton  waste. 


WOMAN’S  AUXILIARY. 

Among  the  many  interesting  and  important 
developments  of  the  Annual  Convention,  few 
are  of  more  promising  portent  than  the  action 
taken  by  the  House  of  Delegates  in  author- 
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inzing  the  organization  of  a Woman’s  Aux- 
iliary to  the  State  Society.  Starting  in  one 
of  the  southwestern  states  several  years  ago 
and  receiving  the  approval  of  the  national  as- 
sociation, this  movement  has  spread  fairly 
rapidly  until  there  are  now  active  auxiliaries 
in  12  states.  Our  neighbor  on  the  west,  Penn- 
sylvania, organized  such  a society  last  year,  and 
it  was  one  of  her  members,  Mrs.  W.  Wayne 
Babcock,  now  the  National  Organizer  for  the 
movement,  who  presented  the  question  to  us. 
In  a model  5 minute  speech,  she  presented  an 
explanation  of  the  aims  and  objects  of  the 
auxiliary,  and  the  reasons  why  New  Jersey 
should  join  the  procession,  so  clearly  that  the 
House  of  Delegates  immediately  gave  its  ap- 
proval to  the  project. 

There  are  many  ways  in  which  a Woman’s 
Auxiliary,  composed  of  the  wives,  mothers 
and  sisters  of  members  of  the  State  Society, 
can  help  to  promote  the  work  and  develop  the 
program  of  the  organized  medical  profession, 
and  we  bespeak  your  personal  interest  in  or- 
ganizing the  branch  in  your  county.  When 
the  work  gets  under  way  and  the  women  of 
your  district  are  appealed  to,  advise  and  en- 
courage them  to  enter  the  local  auxiliary  that 
they  may  work  beside  you  in  promoting  the 
good  things  this  society  stands  for. 


IMPORTANT  FEATURES  IN  THIS 
ISSUE. 

A hile  every  feature  of  the  Journal  may 
justly  be  classed  as  “important”,  there  are  sev- 
eral to  which  we  would  specifically  direct  your 
attention  because  they  require  some  action  on 
your  part,  and  because  that  action  will  be  more 
efficient  if  taken  promptly. 

First,  you  should  read  and  act  upon  the  re- 
quest of  the  Commissioner  of  Motor  Vehicles 
regarding  insignia  for  your  automobile ; that 
is  highly  important  if  you  desire  to  enjoy  the 
special  privileges  accorded  to  the  profession. 

Secondly,  you  are  particularly  invited  to 
read  the  article  on  Group  Life,  Health  and 
Accident  Insurance.  Here  is  a proposition 
that  must  lie  of  interest  to  every  member.  No 


similar  opportunity  has  ever  before  been  pre- 
sented to  you ; regardless  of  age  and  without 
physical  examination  you  may  obtain  life  in- 
surance at  a premium  rate  equivalent  to  that 
ordinarily  offered  to  the  man  29  years  of  age. 
Read  the  policy  described  in  the  following- 
pages,  and  then  promptly  register  your  candi- 
dacy for  such  a policy, 

Thirdly,  we  would  call  your  attention  to  a 
message  from  the  American  Medical  Associa- 
tion concerning  the  working  of  the  Sheppard- 
I owner  Act,  and  an  accompanying  request 
fi°m  the  Chairman  of  the  Welfare  Committee 
of  the  State  Society  that  you  write  at  once  to 
your  Congressman  and  Senator  protesting  any 
extension  of  appropriation  in  support  of  this 
act  and  favoring  its  repeal  in  accord  with  a 
Bill  now  pending  in  the  House  of  Repre- 
sentatives. Such  action  will  be  in  the  interest 
of  public  economy,  in  the  interest  of  preserving 
states  lights  in  the  control  of  health  matters, 
and  in  your  own  professional  interests  through 
pievention  of  the  insidious  establishment  of 
“state  medicine”. 

Fourthly,  we  would  suggest  the  careful 
perusal  of  Dr.  Donohoe’s  Presidential  Address. 
Elis  review  of  the  past  year’s  work  and  his 
suggestions  for  the  future,  based  upon  two 
years  of  close  application  to  the  Society's 
problems,  are  worthy  of  attentive  considera- 
tion. Particularly  interesting  is  the  argument 
set  forth  in  favor  of  attempting  to  secure  a 
definite  and  permanent  home  for  the  oldest 
state  medical  society  in  the  United  States  a 
headquarters  from  which  to  conduct  the  im- 
mense work  to  which  the  Medical  Society  of 
New  Jersey  is  now  devoting  its  energies.  This 
idea,  so  auspiciously  launched  by  President 
Donohoe,  was  taken  up  by  the  House  of  Dele- 
gates at  the  final  session,  on  Saturday,  and 
given  a unanimous  endorsement;  the  Presi- 
dent being  at  the  same  time  authorized  to  ap- 
point a special  committee  to  set  this  procedure 
in  motion. 

1 here  are  other  interesting  items  in  this 
Journal  for  which  you  may  search  leisurely; 
those  mentioned  above  are  selected  only  for 
immediate  attention. 
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Special  Article. 


THE  NEW  GROUP  LIFE  INSURANCE 
AND  GROUP  ACCIDENT  AND 
HEALTH  INSURANCE,  PROPOSI- 
TIONS ADOPTED  BY  THE  MED- 
ICAL SOCIETY  OF  NEW 
JERSEY. 

(For  some  months  past  there  have  been 
rumors  of  a project  under  consideration  for 
providing  group  life  insurance  to  all  members 
of  the  profession  at  rates  that  would  be  es- 
pecially attractive.) 

The  Morris  County  Society  discussed  the 
plan  at  one  of  its  meetings  but,  while  approv- 
ing the  general  scheme,  found  it  impossible 
to  take  advantage  of  the  offer  because  the  So- 
ciety’s total  membership  was  too  small.  The 
officers  of  the  State  Society  were  known  to 
he  actively  interested  in  the  question,  and  at 
least  one  of  the  larger  county  societies — Es- 
sex— was  engaged  in  developing  the  plan.  At 
the  meeting  of  the  House  of  Delegates  of  the 
State  Society,  at  Atlantic  City,  June  18,  the 
President  requested  Dr.  Frank  W.  Pinneo  to 
read  the  policies  that  had  been  submitted  and 
to  explain  just  what  is  offered  to  physicians 
who  are  members  of  this  organization. 

Upon  completion  of  Dr.  Pinneo’s  presenta- 
tion, the  Society  voted  to  adopt  the  plan,  both 
as  to  Life  Insurance  and  as  to  Health  and 
Accident  Insurance,  and  to  invite  all  mem- 
bers to  participate  in  this  exceptional  oppor- 
tunity to  procure  a cheap  and  safe  form  of 
protection. 

The  two  policies  as  hereinafter  described 
by  Dr.  Pinneo  were  negotiated  by  the  Essex 
County  Medical  Society,  but,  as  they  have  now 
been  approved  and  adopted  by  the  State  So- 
ciety, other  counties  having  a membership  less 
than  2 00  (minimum  required  hv  law)  may  en- 
joy the  same  advantages  and  privileges;  pro- 
vided %only  that  75c/o  of  the  State  Society’s 
members  become  subscribers. 

Any  member  may  apply  for  either  (a)  Life 
Insurance,  or,  (b)  Accident  and  Health  In- 
surance, or,  (c)  both.  Most  members  will 
probably  desire  to  avail  themselves  of  both 
privileges. 

A special  committee  is  being  appointed,  with 
a representative  from  each  county,  to  promote 
subscriptions  to  the  plan,  and  any  further  de- 
tailed information  may  be  obtained  from  mem- 
bers of  that  committee. — Editor.) 

The  Group  Life  Insurance  Policy. 

The  Prudential  Insurance  Company  of 
America  will  insure  the  Medical  Society  of 
New  [ersey  in  a Life  Policy  for  $5000  pay- 


able to  each  member  applying  therefor,  the 
Society  holding  the  Master  Policy  and  each 
applicant  holding  a Certificate  containing  all 
the  particulars  of  the  Contract.  It  is  a One 
Year  Term,  Renewable,  Participating  Policy, 
payable  to  the  Beneficiary  designated  by  the 
applicant  (and  who  has  the  right  to  change 
the  beneficiary  at  will). 

No  M,edical  Examination  is  required. 
Eligible  for  this  Group  Insurance  are  mem- 
bers of  the  Society  in  good  standing  at  the 
time  of  issuance  and  as  long  as  they  continue 
such.  “The  insurance  upon  the  life  of  any 
person  so  insured  shall  cease  upon  termination 
of  membership  in  the  Society,"  or,  “when  such 
person  ceases  to  he  actively  engaged  in  the 
practice  of  medicine.”  The  company  agrees 
that  names  appearing  in  the  Annual  “Official 
List"  of  members  as  in  good  standing  for  the 
current  year  are  thereby  “Actively  engaged  in 
the  practice  of  medicine”. 

“The  Policy,  except  for  non-payment  of 
premium,  is  incontestable  for  the  term  issued.” 
On  renewal,  after  the  first  year,  “a  grace 
of  31  days,  without  interest,  will  lie  allowed 
in  the  payment  of  premium". 

“If  any  insured  member,  less  than  60  years 
of  age,  while  his  insurance  is  in  full  force  and 
effect,  shall  become  totally  and  permanently 
disabled  physically  or  mentally,  from  any  cause 
whatever,  no  further  premiums  shall  be  pay- 
able on  his  account  and  payment  of  the  insur- 
ance will  he  made  either  in  one  sum,  or  in  60, 
or  less,  monthly  installments  during  5 years.” 
“Any  member  who  terminates  his  member- 
ship, and  thereby  his  insurance,  from  any 
cause,  may  convert  his  insurance  within  31 
days,  without  medical  examination,  to  an  in- 
dividual policy  on  some  one  of  the  company’s 
customary  forms  (except  Term  insurance).” 
New  members  may  become  insured,  without 
medical  examination  (like  the  original  mem- 
bers), if  applying  for  the  insurance  within 
60  days. 

The  annual  prenr.um  for  this  policy  is 
$102.00.  This  is  based  upon  the  actual  pres- 
ent ages  of  our  members,  and  is  the  same  flat 
rate  for  every  member  regardless  of  age. 
Each  year  the  rate  is  determined  by  the  then 
existing  ages  of  the  members  of  the  Society 
and  averaged  so  as  to  make  one  flat  rate  for 
all.  as  at  first.  Maintenance  of  the  member- 
ship, as  at  the  beginning,  helped  by  dividends 
in  such  a Participating  Policy,  is  all  that  will 
be  necessary  to  keep  the  annual  premium  low. 

To  illustrate  the  advantages  of  this  Group 
Life  Insurance  the  premium  of  $102.00  is 
about  equal  to  the  premium  that  an  individual 
would  pay  for  a Whole  Life  Policy  if  he  were 
29  years  old;  if  he  were  40,  the  cost  would  be 
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$142.20;  it  he  were  50,  it  would  be  $211.65; 
and  increasing  with  age. 

To  secure  this  policy  it  is  necessary  that  we 
have  applications  from  75%  of  our  Society 
members. 

The  Group  Accident  and  Health  Policy. 

The  Commercial  Casualty  Insurance  Com- 
pany of  Newark  will  insure  such  members  of 
the  Medical  Society  of  New  Jersey  as  apply 
therefor  against 

(1)  “The  effects  resulting  directly  and  ex- 
clusively of  all  other  causes  from  Accidental 
Bodily  Injury  sustained  during  the  life  of  this 
policy  (suicide,  sane  or  insane,  not  included”) 
and 

(2)  “Disability  resulting  from  illness 
which  is  contracted  and  begins  during  the  life 
of  this  policy.” 

The  Principle  Sum  $5000. 

Weekly  Accident  Indemnity  $50. 

Weekly  Illness  Indemnity  $50. 

The  principle  sum  is  payable  for  Accidental 
Loss  of  Life,  or,  the  Loss  of  Eyes,  Hands  or 
Feet. 

The  Weekly  Accident  Indemnity  of  $50, 
for  52  weeks,  is  payable — “if  such  injury 
alone  shall  disable  the  insured  from  perform- 
ing any  and  every  duty  pertaining  to  his  oc- 
cupation.” 

One-half  of  the  Weekly  Accident  Indem- 
nity, or  $25,  for  26  weeks,  is  payable  “if  such 
injury  alone  shall,  commencing  on  the  date  of 
the  accident,  or  immediately  following  total 
loss  of  time,  prevent  him  from  performing- 
one  or  more  important  daily  duties  pertaining 
to  his  occupation.” 

The  Weekly  Illness  Indemnity  of  $50  per 
week,  for  52  weeks  is  payable  “for  the  period 
during  which  the  insured  shall  be  totally  dis- 
abled, and  regularly  treated  once  in  every  7 
days  by  a legally  qualified  physician,  other 
than  himself,  solely  by  reason  of  such  illness”. 

One-half  of  the  Week'  - Illness  Indemnity, 
or  $25.00,  for  4 weeks,  is  payable  “if  such  ill- 
ness alone  shall  not  cause  total  disability  but 
shall  prevent  the  insured  from  performing  at 
least  one-half  of  his  usual  duties. 

Indemnity  will  begin  with  the  eighth  day  of 
disability,  it  being  understood  that  the  first 
seven  (7)  days  are  not  covered. 

Written  notice  of  injury  or  of  sickness  must 
be  given  the  company  within  twenty  (20) 
days  after  the  accident,  or  within  ten  (10) 
davs  after  commencement  of  the  sickness.  In 
the  event  of  accidental  death  immediate  notice 
must  be  given. 

Indemnity  is  payable  at  the  end  of  each  four 


(4)  weeks  of  disability  and  immediately  upon 
termination  thereof. 

The  Society  will  hold  the  Master  Policy  and 
each  individual  will  have  a Certificate  contain- 
ing- the  particulars  of  the  contract. 

Indemnities  are  payable  to  the  insured  mem- 
ber. Assignments  are  not  valid. 

Injuries,  self-inflicted,  or  contracted  in 
aeronautics,  in  a submarine,  or  in  naval  or 
military  service  in  war  or  riot,  are  not  cov- 
ered. 

New  members  are  eligible,  if  applying  with- 
in 60  days. 

The  company  cannot  cancel  the  policy  with 
any  individual  insured  under  this  group. 

The  rate  is  guaranteed  for  1 year  and  will 
be  renewed  at  the  same  rate  if  the  experience 
on  the  group,  as  a whole,  is  satisfactory.  Any 
other  rate  must  be  negotiated  with  the  Society. 

The  annual  premium  is  $70  per  member  in- 
sured and  it  must  lie  actually  paid  by  the  in- 
dividual before  his  insurance  is  in  force. 

No  Medical  Examination  is  required. 

To  secure  this  policy  it  is  necessary  that 
75%  of  our  Society  members  subscribe. 


RESUME  OF  PROCEEDINGS 

One  Hundred  and  Sixtieth  Annual  Meeting 

MEDICAL  SOCIETY  OF  NEW  JERSEY 
Atlantic  City,  June  17-19,  1926. 

The  annual  convention  of  the  State  Society 
is  over  and  has  been  voted  a great  success. 
Atlantic  City  is  the  most  attractive  possible 
place  of  meeting  in  the  state  and  a large  per- 
centage of  members  attending  bring  along 
members  of  their  families,  so  that  the  regis- 
tration figure  reached  a total  of  827,  which  is 
within  34  of  being  the  top  notch  record ; the 
actual  number  of  physicians  was  within  13 
of  the  recorded  high  point.  The  Scientific 
Program  was  of  a very  high  order,  unusually 
good  in  character,  and  all  but  one  of  the  listed 
essayists  put  in  his  appearance  and  presented 
his  paper ; the  missing  one  had  been  excused 
in  advance  of  the  meeting  because  of  unavoid- 
able detention  at  home.  It  was  a noteworthy 
fact,  also,  that  there  w&s  no  over-lapping  this 
vear  of  business  and  scientific  sessions ; meet- 
ings were  called  to  order  practically  on  time, 
each  event  was  disposed  of  in  order  and  ex- 
peditiously, but  without  any  suggestion  of  un- 
due haste,  and  there  was  abundant  time  for 
deliberate  discussion.  The  President  gave  uni- 
versal satisfaction  by  the  orderly  and  efficient 
way  in  which  he  kept  everything  moving  and 
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prevented  conflict  between  various  features  of 
the  program.  The  Committee  on  Scientific 
Work  should  feel  well  satisfied  with  the  suc- 
cess of  their  efforts  and  encouraged  to  con- 
tinue the  line  of  work  now  so  well  established ; 
wisely  selected  topics,  careful  selection  of  per- 
sons to  prepare  papers  upon  such  subjects,  a 
well-balanced  program  that  provided  interest 
for  all  members — such  a program  must  always 
be  satisfactory. 

Among  those  invited  from  outside  the  state, 
and  who  contributed  important  articles  to  the 
program,  were  Edward  L.  Keyes,  Professor  of 
Urology,  Columbia  University,  College  of 
Physicians  and  Surgeons,  and  Orrin  Sage 
Wightman,  Editor-in-Chief  of  the  New  York 
State  Journal  of  Medicine.  Dr.  Keyes  pre- 
sented a very  instructive  paper  on  the  radium 
treatment  of  bladder  tumors,  and  Dr.  Wight- 
man, speaking  on  the  pathology  of  cardiac  de- 
generation, gave  a marvelous  demonstration, 
by  motion  pictures,  of  the  action,  of  the  hearts 
of  dogs  and  turtles ; a more  interesting  and  in- 
structive demonstration  of  a physiologic  proc- 
ess can  scarcely  be  conceived. 

At  these  annual  gatherings,  perhaps  the 
greatest  degree  of  interest  centers  in  the  pro- 
ceedings of  the  House  of  Delegates,  and  this 
year  was  no  exception  to  the  rule.  The  re- 
ports of  officers  and  standing  committees  were 
received  with  profound  attention,  and  justly 
so,  because  they  dealt  with  matters  of  vital 
import  to  each  member. 

The  President’s  Address  is  published  in  full 
in  this  issue  of  the  Journal  and  need  not  be 
abstracted  here ; suffice  it  to  say  that  Dr.  Don- 
ohoe  not  only  produced  a pleasing  review  of 
past  accomplishments  but  indicated  a policy 
and  line  of  work  for  the  near  future  which,  if 
followed,  will  keep  the  Society  busily  engaged. 

The  Recording  Secretary,  Dr.  J.  Bennett 
Morrison,  reported  the  present  membership  as 
2267 ; the  newly  elected  members  during  the 
vear  numbering  133.  This  increase  in  mem- 
bership was  considered  very  gratifying  in  view 
of  its  having  occurred  in  spite  of  the  raise  in 
dues;  “instead  of  sustaining  any  loss  (from 
this  cause)  we  have  had  an  actual  gain  of  40 
members  and  have  now  the  largest  member- 
ship in  the  history  of  our  Society".  Of  the 
Component  Societies,  “17  show  a gain  in  mem- 
bership; 13  were  100%  paid-up  when  the  Of- 
ficial List  went  to  press,  and,  for  the  first  time 
in  our  history  this  included  the  larger  counties 
of  Essex,  Hudson,  Mercer,  Passaic  and  At- 
lantic”. 

Dr.  Morrison  further  reported  on  some  in- 
vestigations made  by  the  President  and  him- 
self and  announced  that  at  a later  session  a 
plan  for  Group  Life  Insurance,  and  Group  Ac- 


cident and  Sick  Indemnity,  would  be  submitted 
for  consideration.  The  plans  are  explained  in 
a Special  Article  in  this  number  of  the  Jour- 
nal, as  they  were  later  approved  by  the  House 
of  Delegates. 

The  Executive  Secretary’s  report  dealt 
mainly  with  the  campaign  of  educational  work 
carried  on  during  the  past  year,  by  radio, 
through  the  press  of  the  state,  and  by  lectures 
to  clubs  and  other  lay  audiences ; 38  such  spe- 
cial lectures  had  been  given  upon  the  subject 
of  “Longer  Life  Through  Better  Health”,  as, 
part  of  the  program  for  developing  Periodic 
Health  Examinations ; a series  of  radio  talks 
on  “Keeping  Well”  had  been  broadcast  from 
Station  WHIAR,  and  a new  series  is  being  pre- 
pared for  future  dissemination;  all  of  these 
talks  had  been  copied  for  release  to  the  news- 
papers on  specific  dates,  and  the  press  of  the 
state  had  been  remarkably  liberal  in  their  pub- 
lication. The  Secretary  outlined  a public  edu- 
cational program  for  the  ensuing  year  and 
asked  for  special  moving  picture  equipment  to 
illustrate  his  lectures  to  the  public  and  to  coun- 
ty societies.  This  program  was  endorsed 
later  and  the  purchase  of  necessary  outfit  was 
approved.  Members  of  the  Society  were  re- 
quested to  secure  the  Secretary  invitations  to 
address  lay  organizations  in  their  respective 
communities  on  medical  questions  of  public 
interest. 

Attention  was  called  to  the  Tri-State  Con- 
ferences recently  established  among  the  officers 
of  the  State  Medical  Societies  of  New  Jersey, 
New  York  and  Pennsylvania,  and  it  was  re- 
ported that  some  good  had  already  resulted 
from  such  meetings  and  much  more  is  antici- 
pated as  some  of  the  important  state  problems 
approach  a uniform  solution. 

Coincident  with  his  secretarial  report  and 
speaking  as  Chairman  of  the  special  commit- 
tee to  seek  and  gather  in  property  for  the  State 
Society  archives.  Dr.  Reik  related  the  acquisi- 
tion of  an  embryo  library,  through  a bequest 
from  the  late  Dr.  William  J.  Burd,  of  Belvi- 
dere.  A prize  in  this  collection  of  books  is  a 
complete  set  of  the  Transactions  of  the  Medi- 
cal Society  of  New  Jersey.  Other  small 
collections  of  books  have  been  contributed 
by  Drs.‘  Charles  D.  Bennett,  John  A.  Moore 
and  C.  R.  D.  Fisher,  and,  altogether  we  now 
own  a library  of  several  hundred  volumes. 

The  State  Board  of  Medical  Examiners 
presented  a record  of  prosecutions  during  the 
calendar  year  of  1925;  showing  129  for  vio- 
lation of  the  Medical  Practice  Act:  8 for  vio- 
lation of  the  midwifery  law;  and  2 for  viola- 
tion of  the  chiropody  regulations. 

The  Committee  on  Medical  Defense  and 
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Indemnity  Insurance,  Dr.  Beling,  Chairman, 
reported  improvements  made  recently  in  the 
policy  and  an  increasing,  percentage  of  mem- 
bers subscribing ; the  total  number  now  hold- 
ing such  a policy  being  795.  This  policy  is 
apparently  the  most  liberal  one  obtainable  and 
constitutes  the  best  protection  the  physician 
or  surgeon  can  possibly  obtain ; every  mem- 
ber of  the  Society  ought  to  be  availing  him- 
self of  such  protection. 

Dr.  McBride,  reporting  for  the  Welfare 
Committee,  reviewed  the  legislative  activities 
of  that  body,  giving  the  details  concerning  each 
of  the  20  medical  bills  before  the  last  General 
Assembly  and  the  fight  that  had  to  be  con- 
ducted against  several  of  these  because  of  their 
vicious  character.  With  reference  to  nation- 
al legislation,  he  called  upon  all  members  to 
aid  in  the  opposition  to  extension  of  the  Shep- 
pard-Towner  Act,  and  requested  that  each 
write  to  his  own  Representative  in  Congress 
and  U.  S.  Senator  to  that  effect. 

It  was  recommended  that  the  Welfare  Com- 
mittee for  the  coming  year  should  continue 
the  public  educational  program  and  endeavor, 
particularly,  to  develop  public  sentiment  in 
favor  of  a medical  practice  act  which  shall 
provide  a single  standard  of  admission  to  prac- 
tice of  the  healing  art ; requiring  the  same  pre- 
medical education,  and  the  same  examinations 
in  the  fundamental  branches  of  medical  sci- 
ence, of  all  would-be  licentiates. 

“The  time  has  come  for  us  to  recognize  the 
fact  that  the  public  should  recognize  its  obliga- 
tion to  safeguard  itself  through  the  enact- 
ment of  proper  medical  laws,  and  that  the 
medical  profession  should  no  longer  bear  the 
burden  of  a false  implication  that  it  is  seeking- 
selfish  advantages,  when  it  requests  legislation 
that  is  reallv  designed  for  the  public  benefit. 
We  may  anticipate  that  we  shall  have  to  con- 
tinue our  fight  with  the  cultists  while  this  pe- 
riod of  education  proceeds  but  we  should  take 
the  initiative  in  this  matter  and  should  look 
forward  to  the  establishment  of  legal  provis- 
ions of  such  nature  that  anybody  desiring  to 
practice  the  healing  art,  no  matter  what  he 
may  call  himself,  shall  be  required  to  present 
certain  qualifications.  When  some  such  uni- 
versally applicable  law  is  provided,  we  may 
hope  for  less  trouble  with  faddists  and  charla- 
tans, because  their  claims  as  to  discrimination 
will  have  been  deprived  of  even  the  semblance 
of  support.” 

The  Welfare  Committee  report  was  enthus- 
iastically received  and  adopted. 

The  report  of  the  Nominating  Committee, 
submitted  at  the  special  hour  set  aside  for  that 
purpose,  was  unanimously  adopted,  and  the 


following  named  officers  elected  for  the  en- 
suing year : President,  James  S.  Green ; First 
Vice-President,  Walt.  P.  Conaway;  Second 
Vice-President,  Ephraim  R.  Mulford ; Third 
Vice-President,  Andrew  F.  McBride;  Corres- 
ponding Secretary,  William  J.  Carrington ; 
Recording  Secretary,  J.  Bennett  Morrison ; 
Treasurer,  Elias  J.  Marsh;  Councillor  of 
third  district,  to  fill  vacancy  caused  by  death 
of  Dr.  Hawke,  Dr.  F.  G.  Scammel,  of  Tren- 
ton; Member  Board  of  Trustees,  B.  S.  Pol- 
iak ; Delegate  to  American  Medical  Associa- 
tion, W.  Blair  Stewart. 


Jfletrical  €tf)tc£. 


INSTRUCTION  IN  ETHICS. 

In  the  three  most  recent  issues  of  the  Jour- 
nal— covering  the  months  of  April,  May  and 
June — we  have  presented  in  serial  form  an 
excellent  dissertation  by  Dr.  Richard  C.  Cabot, 
of  Boston,  on  “Ethics  and  the  Medical  Pro- 
fession”. Everyone  of  us  may  profit  by  the 
careful  rereading  of  Cabot's  instructive  pre- 
sentation of  this  subject. 

Our  attention  was,,  however,  first  attracted 
to  the  importance  of  his  article  in  the  Survey- 
Graphic  by  its  opening  statement,  that  he 
“knew  of  no  medical  school  in  which  profes- 
sional ethics  is  now  systematically  taught”, 
and,  by  a later  paragraph  which  set  forth  the 
opinion  that  valuable  as  is  the  silent  example 
of  conduct,  and  the  influence  the  preceptor 
may  thus  exert  upon  the  pupil,  such  quiet 
teaching  is  not  sufficient  to  meet  the  require- 
ments of  the  average  meciical  student.  It  was 
exactly  those  reasons,  plus  a knowledge  of  un- 
pleasant things  now  and  then  occurring  with- 
in the  profession  because  of  apparent  ignor- 
ance of  what  constitutes  ethical  conduct,  that 
led  us  to  start  this  department  of  the  Journal. 

Originally,  our  idea  was  to  present  a sys- 
tematic course  of  instruction  in  ethics  but  that 
proved  not  to  be  immediately  feasible  and  the 
topics  presented  have  been  somewhat  dis- 
jointed. Attention  reverts  now  to  the  old  plan, 
partly  as  the  result  of  Cabot’s  confirmation  of 
our  views,  and  partly  because  we  observe  at 
this  season  of  the  year  another  large  body  of 
medical  graduates,  imperfectly  instructed  in 
this  particular,  being  launched  into  the  profes- 
sional field.  Perhaps  we  shall  yet  find  it  pos- 
sible to  establish  something  in  the  nature  of  a 
comprehensive,  orderly  series  of  discourses 
on  ethical  questions. 

As  further  indicating  the  necessity  for  defi- 
nite consideration  of  the  topic,  we  would  like 
to  quote  from  the  preface  of  Cathell’s  “Physi- 
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cian  Himself”,  revised  edition,  1922,  which 
says : 

“Some  ships  sail  East,  and  some  sail  West, 
By  the  self-same  winds  that  blow ; 

It  is  not  the  gales,  but  the  set  of  their  sails, 
That  determines  which  way.  they  go.” 

“It  is  almost  precisely  the  same  on  our  Hip- 
pocratic sea,  except  that  on  this,  many  pur- 
blind beginners  set  tbeir  sails  on  some  ill- 
chosen,  misdirected,  uncharted  course  which 
cannot  possibly  carry  them  to  more  than  mini- 
mum success;,  while  others,  with  even  less 
medical  judgment,  with  poor  ships,  poor  sails, 
poor  rudders  and  no  compass,  sail  lazily  along 
in  this  or  that  wrong  direction;  very  often  re- 
sulting in  flat  professional  failure,  or  this  or 
that  variety  of  shipwreck;  all  from  lack  of  a 
modicum  of  worldly  wisdom. 

“Were  each  and  every  one  who  starts  on 
our  sea  either  an  Esculapian  prodigy  or  a sci- 
entific Solomon,  dextrous  in  medical  naviga- 
tion and  sharp-eyed  in  steering,  first  to  fame 
and  then  to  fortune,  this  book  would  be  en- 
tirely useless  and  might  as  well  be  tossed  aside 
or  thrown  overboard.  But,  these  natural 
born,  tactful,  medical  geniuses  are  few  and 
far  between,  and  to  the  thousands  of  other 
medical  sailors  a concise  and  practical  guide 
like  this  is  extremely  valuable.” 

Most  of  our  readers  have  passed  beyond  the 
initial  stages  of  the  voyage  but  none  of  us  has 
passed  beyond  the  daily  necessity  for  remem- 
bering the  value  of  chart  and  compass  in  guid- 
ing our  personal  course,  and  all  should  keep 
more  or  less  constantly  in  mind  the  import- 
ance of  so  governing  professional  conduct  as 
to  merit  the  approbation  of  one’s  colleagues 
and  the  respect  of  the  more  youthful  asso- 
ciates. 


esthetics 


SHALL  WE  HAVE  A MEDICAL 
ART  SALON? 

(Copied  from  the  Magazine  “Medical 
Economics",  January,  1926.) 

Development  of  the  artistic  talents  of 
physicians  and  surgeons  would  be  of  great 
benefit  to  the  profession  and  to  the  world  at 
large. 

Noted  sculptors  had  an  intimate  and  thor- 
ough knowledge  of  anatomy.  Michael  An- 
gelo dissected  human  bodies  and  numerous 
sketches  of  anatomical  details  show  that  Ben- 
venuto Cellini  was  equally  proficient  and  even 


made  instruments  for  surgeons.  The  physi- 
cian has  a good  preliminary  training  for  the 
plastic  art. 

Physical  and  mental  states,  human  suffering 
as  well  as  radiant  health,  have  been  portrayed 
by  tbe  great  masters  of  brush  and  pencil  such 
as  Bellini,  Rubens,  Teniers,  Holbein,  Durer, 
Valasquez  and  Tiepolo. 

The  modern  physician,  on  account  of  his 
deep  understanding  of  pathology,  if  he  have 
the  manual  skill,  might  also  produce  convinc- 
ing and  famous  works  of  art  dealing  with  the 
mysteries  of  life. 

It  is  therefore  suggested  bv  Medical  Eco- 
nomics that  there  be  organized  a Medical 
Salon  for  American  Physicians  and  Sur- 
geons. on  the  lines  of  the  Salon  of  Physi- 
cians in  Paris.  In  such  an  exhibition 

could  be  shown  sketches,  paintings,  sculptures, 
etchings,  and,  in  fact,  all  types  of  art  work 
executed  by  members  of  the  profession ; the 
merit  of  which  could  be  crowned  by  suitable 
prizes  or  certificates.  There  are  several  ways 
in  which  such  a movement  could  be  conducted. 

1.  A county  medical  society  could  have  an 
exhibition  of  the  art  work  of  physicians  to 
which  the  public  could  be  admitted  by  invita- 
tion or  ticket. 

2.  An  exhibition  might  be  installed  in  some 
city  where  there  is  a deep  interest  in  art,  such 
as  New  York,  Philadelphia,  Chicago  or  San 
Francisco.  From  it  certain  smaller  works 
could  be  chosen  and  sent  throughout  the 
country  in  a “rotary”  or  traveling  exhibition. 

3.  The  National  Academy  of  Design,  now 
celebrating  its  hundredth  anniversary,  or  some 
other  equally  representative  art  body,  could 
be  asked  to  sponsor  such  an  exhibition. 

If  this  idea  finds  favor  with  the  profession. 
Medical  Economics  might  undertake  to 
launch  the  first  experiment.  We  would  be 
glad  to  hear  from  physicians  and  surgeons  in- 
terested and  also  to  receive  photographs  of 
their  works,  so  that  we  may  determine  just 
what  material  might  be  available. 

We  hope  traditional  modesty  will  deter  none 
from  coming  forward  with  both  opinions  and 
pictures. 

(We  have  reproduced  this  article,  in  lieu 
of  our  usual  contribution,  because  it  will  cer- 
tainly be  of  interest  to  many  of  our  members 
and  because  we  hope  some  of  them  will  con- 
tribute toward  success  of  the  movement.) 


Might  Oblige. 

Chairman  of  Banquet:  How  long  will  you  talk, 
old  man? 

Next  Speaker:  Oh,  five  minutes. 

Chairman:  You  couldn't  make  it  10,  could  you? 
We  want  to  clear  the  room  for  dancing! 
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Among  industrial  injuries  none  are  more  dis- 
tressing in  their  consequences  than  those  which 
involve  the  small  bones  of  the  hand,  or  the 
joints  of  wrist  and  elbow,  yet  we  seldom  see  in 
medical  literature  anything  relating  to  such 
traumatisms  and  their  treatment.  By  mere  ac- 
cident, we  happen  to  have  observed  several  timely 
papers  appearing  during  the  past  few  months 
which,  considered  together,  constitute  an  in- 
teresting survey  of  the  subject. 

INJURIES  TO  THE  SMALL  BONES  OF  HAND 
AND  WRIST. 

LTnder  this  title,  Fred.  Y.  Cronk  (J.  Oklahoma 
Med.  Assoc.,  19:64,  March  1926)  emphasizes  the 
importance  of  an  x-ray  study  of  the  carpal  area, 
especially  in  what  are  supposed  at  the  time  to 
be  trivial  injuries.  There  are  many  injuries  in 
the  carpal  region  considered  trivial,  and  treated 
without  any  special  support,  or  possibly  splinted 
for  only  a day  or  two,  which  later  present  the 
picture  of  definite  arthritis — the  type  sometimes 
referred  to  as  “arthritis  manus  post-traumatica”. 
Where  the  injury  is  unusually  severe,  such  an 
arthritis  may  become  general  through  the  car- 
pal' bones  and  wrist  joint,  even  though  immo- 
bilization is  continued  over  a period  of  many 
weeks. 

Cronk  records  2 illustrative  cases.  In  the  first, 
a man  30  years  of  age  sustained  a Colies  frac- 
ture of  the  right  forearm  with  considerable 
jamming  of  the  whole  wrist  area.  A roentgeno- 
gram at  the  end  of  8 days  showed  the  fragments 
in  good  position  but  with  considerable  swelling 
present.  As  every  effort  to  move  the  hand  re- 
sulted in  pain  and  increased  swelling,  immo- 
bilization was  continued  for  a period  of  about  6 
weeks,  when  gentle  massage  was  instituted  with 
passive  motion  of  the  wrist.  Attempt  to  use  the 
hand  then  caused  much  discomfort,  and  x-ray 
examination  showed  definite  arthritis  of  the 
whole  wrist  area.  There  was  no  clear  outline 
between  the  bones.  Splint  was  replaced  for  10 
days,  then  changed  to  a lighter  one,  and  gentle 
massage  was  applied  to  forearm  and  hand  but 
there  was  occasional  recurrence  of  pain  and 
swelling,  and  it  was  not  until  16  weeks  following 
the  accident  that  the  patient  could  begin  mod- 
erate work.  Ultimately  full  power  was  regained 
within  the  extreme  motions. 

In  the  second  case  the  diagnosis  was  “sprain 
of  the  left  wrist”.  The  splint  was  applied  to  the 
forearm  for  about  12  days  and  then  the  patient 
attempted  to  use  the  arm,  but  swelling  persisted 
and  about  one  month  after  injury  the  patient 
came  under  the  author's  care.  Roentgenogram 
showed  arthritis  involving  the  entire  carpus  and 
wrist;  no  fracture.  The  picture  suggested  an  in- 
fectious arthritis  with  considerable  bone  erosion 
and  marked  clouding  of  all  joint  spaces,  but  on 
opening  the  eroded  area  no  pus  was  obtained 
nor  could  any  culture  be  produced.  The  splint 
was  removed  from  time  to  time  in  an  attempt 
to  begin  massage  and  light  passive  motion  but 
each  time  swelling  and  discomfort  would  recur. 
It  was  not  until  more  than  3 months  after  the 
original  injury  that  these  measures  could  be  em- 
ployed in  even  the  gentlest  manner.  Dry  heat 
in  the  form  of  electric  light  was  instituted  one 
week  after  the  operation  and  after  3 months  of 
this  treatment  the  swelling  and  discomfort  had 
practically  disappeared  but  the  stiffness  persisted, 


preventing  flexion.  At  this  time  a glove  was  ap- 
plied with  a leather  band  around  the  wrist  to 
prevent  slipping  and  to  afford  attachment  for 
finger-pull  which  would  exert  a constant  traction 
and  increase  the  finger  flexion.  The  author  be- 
lieves that  this  treatment  will  eventually  restore 
limited  function  and  he  calls  attention  to  the 
fact  that  in  this  case  an  injury  to  the  wrist,  with- 
out fracture,  developing  an  arthritis  of  the  trau- 
matic type,  was  exaggerated  by  too  short  a period 
of  immobilization  immediately  following  the  ac- 
cident. While  too  long  a period  of  splinting  is 
not  good  treatment  in  fracture  cases  it  is  essen- 
tial to  remember  that  too  early  manipulations 
may  not  only  increase  the  swelling  and  discom- 
fort, but  may  produce  a similar  condition  to 
that  resulting  from  lack  of  proper  early  immo- 
bilization, that  is,  a breaking  down  of  the  bony 
structure,  giving  fertile  field  for  implantation  of 
infection  from  some  focal  lesion. 


GREATER  ACCURACY  IN  TREATING  WRIST 
JOINT  INJURIES. 

Earl  McBride  (J.  Oklahoma  State  Med.  Assoc., 
19:67,  March,  1926)  states  that  the  use  of  the 
roentgenogram  and  an  anesthetic  is  to  fractures 
what  asepsis  is  to  open  surgery,  and  that  the 
surgeon  who  fails  to  employ  both  routinely  is 
inviting  trouble.  No  preoperative  diagnosis  is 
complete,  without  an  x-ray  examination.  The 
patient  and  relatives  must  be  shown  the  x-ray 
picture.  Industrial  disabilities  are  measured  in 
dollars  and  cents,  and  permanent  impairment  of 
function  often  casts  embarassing  reflections  upon 
the  surgical  skill  of  the  attending  physician. 
When  fracture  of  the  radius  is  not  found  it  is 
necessary  to  exclude  the  following  injuries  be- 
fore a diagnosis  of  sprain  is  made:  Fracture  of 
the  carpal  scaphoid,  dislocation  of  the  semilunar 
bone,  fracture  of  the  trapezium,  fracture  of  the 
first  metacarpal,  of  the  os  magnum,  of  the  sem- 
ilunar, of  the  unciform,  and  fracture  or  disloca- 
tion of  the  pisiform.  The  surgeon  responsible 
for  the  case  should  know  enough  about  x-ray 
technic  and  interpretation  so  that  he  will  not  be 
dependent  upon  someone  else  for  his  information. 
Possibility  of  error  will  be  reduced  if  the  nor- 
mal wrist  is  x-rayed  in  the  same  positions  as 
the  injured  member.  A lateral  view  wdth  the  ulna 
next  to  the  plate,  and  an  anteroposterior  view 
with  the  palm  down,  are  of  course  necessary  in 
every  case.  It  is  particularly  important  to  have 
the  wrist  exactly  perpendicular  to  the  plate  and 
the  x-ray  tube  centered  squarely  over  the  wrist 
when  the  lateral  view  is  made.  Two  positions 
frequently  used  by  the  author  are  valuable  in 
determining  injuries  to  the  carpal  bones  in  that 
they  lessen  the  confusion  of  overlapping  shadows: 
(1)  Pronation  oblique,  in  which  the  lateral  plane 
of  the  wrist  forms  an  angle  of  45°  between  the 
plate  and  the  palmar  surface,  gives  a clear  out- 
line of  the  trapezium,  trapezoid,  base  of  the  first 
metacarpal  and  radial  styloid;  also  an  oblique 
view  of  the  scaphoid  which  is  essential  in  ques- 
tionable fracture  of  this  bone.  (2)  Supination 
oblique,  in  which  the  lateral  plane  of  the  wrist 
forms  an  angle  of  45°  between  plate  and  dorsal 
surface,  clearly  revealing  the  head  of  the  ulna 
pisiform  and  cuneiform  bones. 

In  reducing  a Colies  fracture  it  matters  little 
what  technic  is  used;  the  important  thing  is  to 
be  certain  that  reduction  is  complete,  and  here 
again  one  must  insist  on  the  x-ray  examination. 
Routine  technic  in  the  author’s  practice  is  as 
follows:  After  preliminary  study  of  the  clinical 
and  x-ray  manifestations  the  patient  is  anes- 
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thetized  upon  the  x-ray  table.  When  reduction 
is  believed  to  be  complete  it  may  be  viewed  oy 
the  fluoroscope  and,  if  satisfactory,  splints  ap- 
plied while  fragments  are  held  in  place.  Lateral 
and  anteroposterior  x-ray  views  are  again  made 
after  splints  are  applied  for  the  purpose  of  a 
permanent  record.  One  should  not  be  satisfied 
until  the  x-ray  picture  shows  normal  lines  of 
contour,  not  only  in  respect  to  overriding  of  frag- 
ments but  particularly  in  respect  to  rotation  of 
the  lower  fragment.  Exaggeration  of  the  de- 
formity while  making  traction  is  the  secret  of 
success  in  bringing  down  the  lower  fragment. 
When  the  patient  complains  of  pain  at  the  end 
of  24  hours  there  is  something  wrong.  The  cause 
should  be  ascertained  and  removed  even  if  the 
patient  must  be  anesthetized  again  and  the  frag- 
ments replaced.  It  has  been  observed  that  in 
nearly  every  case  of  stiffness  and  permanent  dis- 
ability there  is  history  of  undue  swelling  and 
pain.  That  in  fracture  of  the  carpal  scaphoid 
bony  union  is  rarely  obtained  is  due  possibly  to 
the  fact  that  diagnosis  is  seldom  made  early 
enough  to  insure  immediate  immobilization. 
Another  error  is  the  common  practice  of  relying 
upon  adhesive  plaster  strapping  in  what  is 
thought  to  be  only  a sprain  of  the  wrist,  when 
10-14  days  immobilization  is  much  safer  prac- 
tice. Where  the  carpal  semilunar  is  dislocated 
it  can  usually  be  replaced  by  closed  ma- 
nipulation within  the  first  few  days  after  the  ac- 
cident. At  the  end  of  3 weeks  it  is  almost  im- 
possible to  replace  it  even  by  open  operation,  be- 
cause of  adhesions.  It  can  be  replaced  by  dorsal 
incisions  but  removal  is  better  accomplished  by 
incisions  made  along  the  ulnar  border  of  the 
palmaris  longus.  Where  fracture  of  the  scaphoid 
and  dislocation  of  the  semilunar  occur  together 
the  best  treatment  is  removal  of  the  semilunar 
and  proximal  fragment  of  the  scaphoid,  unless 
immobilization  can  be  promptly  made.  A vari- 
able amount  of  disability  is  the  rule  after  re- 
moval of  the  carpal  bones  but  the  gain  in  func- 
tion and  relief  from  pain  are  usually  sufficient 
to  justify  the  operation. 


FRACTURES  ABOUT  THE  ELBOW  JOINT. 

A large  proportion  of  the  injuries  involving  the 
upper  extremities  are  fractures  in  and  about  the 
elbow  joint.  As  the  results  obtained  in  the  treat- 
ment of  these  injuries  have  often  been  most  un- 
satisfactory, a study  was  undertaken  by  Drs. 
Ritter,  Lasher.  Wurtzel  and  Goldblatt,  of  the 
New  York  Post-Graduate  Hospital,  (J.  A.  M.  A.. 
86:680,  March  6.  1926)  to  determine  the  results 
of  a treatment  instituted  there.  Of  the  150  un- 
selected consecutive  cases  treated  from  1920  to 
192  5,  only  52  were  successfully  followed  up  for 
a period  of  a year  or  more  after  discharge.  The 
causative  agent  in  all  these  cases  was  violence; 
the  majority  were  seen  within  the  first  week  but 
in  many  instances  2 weeks  had  elapsed  since  the 
date  of  injury.  Sir  Robert  Jones’  “golden  rule 
of  treatment"  was  routinely  adopted,  the  elbow 
being  fully  flexed  and  the  forearm  supinated, 
with  the  single  exception  of  fracture  of  the 
olecranon,  which  requires  full  extension.  The 
authors  agree  with  Jones  that  practically  the 
only  means  of  complete  reduction  is  a combina- 
tion of  complete  flexion  of  the  elbow  with  down- 
ward traction  of  the  forearm,  and  that  any  case 
not  lending  itself  to  this  method  requires  open 
operation.  If  the  limb  is  then  bandaged  in  com- 
plete flexion  with  the  forearm  supinated,  i.  e., 
with  the  palm  toward  the  shoulder,  a good  re- 
sult in  every  case  of  simple,  uncomplicated  frac- 


ture is  practically  assured.  In  cases  of  over- 
riding, traction — slow,  steady  and  sustained — on 
the  lower  fragment  must  be  made  before  flexion 
of  the  elbow  is  carried  out.  The  flexion  position 
is  maintained  by  a figure-of-eight  bandage  placed 
about  the  forearm  and  arm  in  such  a way  as 
not  to  encircle  the  limb.  After  close  observation 
for  2 hours,  because  of  the  possibility  of  increased 
swelling,  the  patient  is  instructed  to  keep  the 
fingers  moving  and  to  watch  for  cyanosis  and 
contracture.  At  the  end  of  2 days  the  dressing 
is  removed,  the  joint  massaged  and  the  forearm 
extended  to  an  angle  of  9 0°,  and  flexed  to  an 
acute  angle  while  the  fracture  site  is  firmly  held. 
The  dressing  is  reapplied  with  the  joint  acutely 
flexed  and  this  treatment  is  continued  on  alter- 
nate days,  the  angle  of  flexion  being  made  less 
and  less  acute,  until  on  about  the  tenth  day 
dressings  are  discarded  and  the  arm  carried  in 
a sling.  From  this  point  the  patient  is  made  to 
move  the  elbow  twice  from  a right  angle  to  an 
acute  angle,  several  times  daily,  by  active  mo- 
tion of  the  forearm.  Massage  is  given  daily  for 
a fortnight  and  then  at  longer  intervals  until  the 
elbow  can  be  fully  flexed  and  extended.  Obese 
persons  do  not  lend  themselves  readily  to  this 
form  of  treatment  and  usually  require  immo- 
bilization of  the  elbow  in  flexion  at  a right  angle. 

In  calculating  the  end-results  of  this  study  of 
52  cases,  the  authors  have  followed  the  method 
of  rating  as  described  by  Moorhead,  who,  on  a 
basis  of  100%  for  perfect  result,  allows  60%  for 
function,  20%  for  contour  and  20%  for  union. 
After  more  than  2 years  since  the  date  of  in- 
jury the  rating  in  these  cases  was  51%  for  func- 
tion, 18.7%  for  union  and  16%  for  contour — a 
total  average  end-result  of  86.4%  restoration.  In 
12  of  the  total  number  of  cases  the  result  was 
perfect;  18  presented  an  exaggeration  of  the  nor- 
mal carrying  angle;  4 showed  loss  of  the  carrying 
angle;  2 had  complete  loss  of  function  and  16 
exhibited  perceptible  thickening  about  the  joint 
but  no  functional  limitations. 

Experience  teaches  these  observers  to  believe 
that:  (1)  Early  motion  and  massage  are  condu- 
cive to  early  functional  restoration.  (2)  The 
farther  away  from  the  joint  the  fracture  exists, 
the  less  likelihood  there  is  of  ankylosis;  the 
closer  to  the  joint,  the  greater  the  tendency  to 
excessive  callus.  (3)  Obese  patients  are  not 
easily  amenable  to  this  form  of  treatment.  (4) 
Displaced  fractures  of  the  head  of  the  radius 
require  open  correction  when  the  fragment  in- 
terferes with  joint  function;  i.  e.,  acts  as  a fer- 
eign  body  in  the  joint.  (5)  Nonunion  at  the  el- 
bow does  not  occur  except  in  avulsion  fractures. 
(6)  Certain  cases,  no  matter  what  the  type  of 
injury,  show  poor  end-results.  (7)  Traction, 
when  needed,  must  be  slow,  steady  and  sus- 
tained. The  duration  of  traction  is  dependent 
on  (a)  duration  of  fracture,  (b)  extent  of  over- 
lapping, and  (e)  the  musculature  of  the  patient, 
the  purpose  being  to  “set”  the  muscles  and  allow 
the  fragments  to  aline.  (8)  Acute  flexion  for 
fractures  about  the  elbow  joint  (olecranon  ex- 
cepted) is  the  treatment  of  choice.  (9)  The 
earlier  the  reduction,  the  better  the  end-results. 


DIATHERMY  IN  TREATMENT  OF  BONE  AND 
JOINT  INJURIES. 

The  use  of  diathermy  in  the  treatment  of  frac- 
tures is  strongly  recommended  by  F.  W.  Ewer- 
hardt  (J.  A.  M.  A.,  85:1111.  Oct.  10,  1925).  Upon 
the  basis  of  10  years  experience  and  70,000  treat- 
ments given  in  the  Physiotherapeutic  Depart- 
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ment  of  Washington  University  School  of  Medi- 
cine, he  asserts  that  diathermy  unquestionably 
shortens  the  period  of  convalescence;  that  it 
is  a valuable  measure  in  at  least  partial  control 
of  pain,  spasm  and  swelling,  and  contributes, 
therefore,  materially  to  a favorable  functional 
end-result.  Diathermy  is  a safe  heating  pro- 
cedure which  can  be  localized  in  deep  seated 
tissues  at  will;  the  degree  of  intensity  may  be 
satisfactorily  regulated  by  means  of  suitable  elec- 
trodes of  varying  size,  properly  applied,  and  aug- 
mented by  the  cooperation  of  the  patient.  The 
source  of  diathermy  is  a high  frequency  current  of 
high  voltage  and  relatively  low  amperage.  The 
strength  of  the  current  used  may  be  any  part 
from  100  to  3 000  milliamperes.  The  alternations 
or  oscillations  may  range  from  one-half  to  two 
million  per  second,  and  are  so  far  removed  be- 
yond the  point  at  which  human  tissue  responds, 
either  by  muscular  contraction  or  by  electrolysis, 
that  the  result  is  a conversion  of  the  electric 
energy  into  heat  energy.  For  these  reasons  it  is 
not  correct  to  speak  of  diathermy  as  an  elec- 
trical treatment  per  se.  Electrical  treatment,  as 
such,  is  always  accompanied  by  a nerve  response, 
muscular  contraction  or  chemical  reaction.  This 
alternating  current,  which  is  frequently  known  as 
the  d’Arsonval  current,  is  bipolar;  that  is,  2 elec- 
trodes are  required,  while  the  intervening  tissue 
completes  the  circuit.  The  current  is  slowly  in- 
creased to  a point  just  beyond  tolerance,  follow- 
ing which  it  is  diminished  to  a point  at  which 
the  patient  will  feel  nothing  but  a comfortable 
warmth  of  the  part  treated.  This  procedure  is 
known  as  medical  diathermy;  it  is  not  destruc- 
tive of  tissue  and  is  always  within  physiologic 
limits.  By  means  of  different  types  of  electrodes 
and  a change  in  the  relation  of  voltage  and  am- 
perage, the  tissues  may  be  so  heated  as  to  bring 
about  destruction  by  desiccation  or  fulguration — - 
a form  known  as  surgical  diathermy,  and  not 
considered  in  relation  to  this  subject. 

In  discussing  the  physiologic  effect  of  different 
forms  of  heat,  the  author  notes  that  the  con- 
ductive type  which  is  produced  by  contact  with 
a heated  body,  warms  the  tissues  layer  by  layer. 
The  immediate  effect  is  a vasomotor  dilatation 
followed  by  a venous  stasis  and  frequently  by 
free  perspiration.  The  heat,  however,  pene- 
trates barely  beyond  the  dermis,  for  here  the 
abundant  vascular  system  dissipates  it  to  other 
parts  of  the  body.  Wherever  a relaxation  of  the 
superficial  tissues  is  desired,  this  form  of  heat 
is,  indicated.  The  action  of  radiant  light  and 
heat  for  localized  purposes  is  much  the  same  as 
that  of  conductive  heat,  except  that  the  light 
rays  possess  a definite  power  of  penetration  and 
are  then  converted  instantly  into  heat,  although 
here  also  a considerable  quantity  is  carried  off 
by  the  blood  stream.  Because  of  the  ease  and 
convenience  of  this  method  the  modern  1500 
watt  lamp  is  in  popular  demand.  This  apparatus 
is  arranged'  in  the  shape  of  a parabolic  globe, 
which  causes  the  rays  to  be  directed  parallel  to 
each  other,  thus  avoiding  a focal  point  and  les- 
sening to  a minimum  the  possibility  of  a burn. 
By  means  of  diathermy,  however,  a method  is 
afforded  of  heating  the  deep-seated  tissues  that 
can  be  obtained  in  no  other  way.  In  the  earlier 
stages  of  treatment  for  fracture  this  heating  pro- 
cedure is  of  immeasurable  value  in  combating 
swelling,  pain  and  spasm — 3 factors  which  in- 
terfere materially  with  progress.  Not  only  ■does 
the  .edema  influence  fibrositis  but  the  increased 
tension  on  the  sensory  nerves  causes  more  or  less 
pain,  which  in  turn  is  responsible  for  muscular 


spasm,  and  spasm  interferes  with  efforts  to  reduce 
the  fragments.  It  is  an  established  fact  that 
heat  increases  the  arterial  flow  as  well  as  the 
return  circulation,  thus  bringing  quantities  of 
fresh  blood  to  the  part  and  carrying  away  excess 
accumulation  of  debris.  In  fractures,  sprains, 
dislocations,  subacromial  or  subdeltoid  bursitis, 
and  allied  joint  injuries  the  sedative  warmth  of 
diathermy  imparts  a feeling  of  comfort  keenly 
appreciated  by  the  patient.  It  promotes  the  ab- 
sorption of  exudations  and  relieves  the  inter- 
cellular tension. 

In  an  article  which  confirms  specifically  much 
of  the  foregoing,  Charles  R.  Brooke  (Physical 
Therapeutics,  44:217,  April,  1926)  notes  that  the 
application  of  diathermy  may  be  either  sedative 
or  stimulative.  In  the  former  type  a long  con- 
tinuous, steady  heat  is  driven  through  the  af- 
fected area,  usually  to  the  tolerance  of  the  pa- 
tient. The  current  is  stepped  up  from  and  down 
to  zero  very  gradually  allowing  5 minutes  to 
reach  the  maximum  and  5 minutes  to  be  reduced 
to  zero.  The  average  duration  of  treatment 
should  be  at  least  20  minutes,  in  some  cases 
longer,  but  never  shorter. 

The  stimulative  type  of  diathermy  is  much 
less  frequently  used,  being  chiefly  indicated  in 
promoting  callus  formation  in  recent  fractures, 
in  sluggishly  healing  fractures,  delayed  union, 
and  in  gunshot  wounds  where  there  is  loss  of 
bone  substance  with  partial  union  or  nonunion 
of  fractures.  In  this  form  of  treatment  the  cur- 
rent is  stepped  up  rapidly  by  quickly  opening 
the  sparkgap,  and  reduced  abruptly  by  rapidly 
closing  the  sparkgap;  the  object  being  to  stimu- 
late and  irritate  the  bone  substance  by  short  in- 
tensive streams  of  current  to  produce  osteo- 
genesis. The  amount  of  current  and  duration 
of  application  should  amount  to  only  about  one- 
half  the  time  and  dosage  of  an  average  sedative 
application. 

Emphasis  is  laid  upon  accuracy  of  technic  at 
all  times,  and  upon  the  proper  selection,  and  se- 
quence of  modalities  employed.  The  best  elec- 
trode material  for  diathermy  applications  is  a 
composition  of  lead  and  block  tin,  50%  of  each, 
22  gauge,  known  as  Crooke’s  metal,  that  can  be 
cut  to  fit  any  part  treated.  The  best  clips  to 
connect  rheophores  to  the  d’Arsonval  binding 
posts  are  of  the  Fahnestock  type.  The  soaping 
of  the  electrodes  with  warm  water  and  a similar 
preparation  of  the  skin  over  the  part  to  be 
treated  should  be  carefully  attended  to.  It  is 
essential  that  electrodes  make  accurate  contact 
and  fit  in  perfect  coaptation  over  bony  and  other 
irregular  prominences  so  as  to  prevent  jumping 
or  arcing  of  the  current  from  the  edges  of  the 
electrode  to  the  skin.  The  crossfire  method  of 
diathermizing  joints  has  been  -used  by  the  author 
with  justifying  success,  especially  in  complex 
kneejoint  injuries.  It  must  always  be  remem- 
bered in  the  application  of  electrodes  for  dia- 
thermy that  the  smaller  active  electrode  is 
placed  over  the  site  of  greatest  disability,  with 
the  larger  or  inactive  electrode  diametrically  op- 
posite. 

In  one  of  the  two  cases  cited  by  Brooke  to 
illustrate  the  wide  range  of  conditions  in  which 
diathermy  is  effective,  the  patient  was  referred 
for  physiotherapy  16  months  after  an  injury  to 
his  neck  in  a wrestling  bout.  Examination  re- 
vealed a well  built  man  of  36,  wearing  a Thomas 
collar  around  his  neck.  With  collar  removed, 
head  and  neck  were  rigid  and  any  attempt  at 
passive  motion  caused  severe  pain.  Diagnosis 
was  old  compression  fracture  of  the  fourth  cer- 
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vical  vertebra  with  osteoarthritis  of  the  bodies 
of  the  third,  fourth,  fifth  and  sixth  cervical  ver- 
tebras, and  ulnar  pressure  neuritis  affecting  the 
right  upper  extremity.  The  treatment  prescribed 
consisted  of  diathermy  for  30  minutes  daily,  with 
the  smaller  electrode  placed  over  the  fourth 
vertebra,  followed  by  massage  and  light  exercise 
to  the  cervical  region  of  the  spine,  this  in  turn 
followed  by  Oudin  high  frequency,  a nonvacuum 
electrode  being  used  along  the  right  ulnar  nerve. 
Reexamination  at  the  end  of  a month  showed 
improvement — less  pain,  less  muscle  spasm.  The 
patient  was  able  to  sleep  without  the  collar.  The 
size  of  the  electrode  was  increased  to  cover  the 
third,  fourth,  fifth  and  sixth  cervical  vertebras 
and  treatments  were  given  only  on  alternate 
days.  Four  months  later  the  patient  had  dis- 
pensed with  the  collar,  diathermy  was  continued, 
massage  replaced  by  mechanical  vibration  with 
the  double  prong  vibratode  to  all  the  affected  in- 
tervertebral spaces;  also  to  muscle  of  the 
shoulder  and  arm  with  the  disc  vibratode.  As- 
sistive, resistive,  active  and  passive  exercises 
were  continued,  also  high  frequency  with  the 
nonvacuum  electrode  to  the  upper  right  ex- 
tremity. At  the  end  of  6 months  after  treatment 
was  instituted  the  patient  was  free  from  pain;  the 
x-ray  picture  showed  less  spurring  of  the  bodies 
of  the  vertebras  and  motion  of  the  neck  was 
complete  in  all  directions. 

The  patient  in  the  second  case  was  a man  29 
years  of  age,  who  was  referred  to  the  Physio- 
therapy Clinic  for  treatment  November  8,  1922. 
The  right  axillary  glands  were  palpable  and 
there  was  extensive  cellulitis  of  the  entire  fore- 
arm with  4 draining  sinuses,  resulting  from  in- 
cisions for  cellulitis  with  abscess  formation.  The 
forearm  was  swollen,  painful,  red  and  hot.  Bac- 
teriologic  culture  showed  a pure  strain  of  Staphy- 
lococcus aureus.  Roentgenogram  showed,  at 
the  junction  of  the  upper  and  middle  thirds  of 
the  right  radius,  a thickening  of  the  diameter 
of  the  bone  with  increase  in  the  density  of  the 
medulla,  periosteal  irregularity,  and  thickening 
with  cortical  destruction  of  the  inner  aspect  and 
evidence  of  sequestrum.  The  case  was  one  of 
acute  cellulitis  of  the  right  forearm  superim- 
posed upon  a chronic  osteoperiostitis  of  the  mid- 
dle third  of  the  right  radius  with  4 draining 
postoperative  sinuses  in  situ.  Daily  treatments 
were  instituted  consisting  of  diathermy,  by  the 
cuff  method,  cuffs  being  placed  below  and  above 
the  affected  area  for  20  minutes;  also  radiant 
light  and  heat  (1500  watt  blue  bulb)  for  20  min- 
utes over  the  same  area,  this  to  be  immediately 
followed  by  intensive  local  ultraviolet  rays  from 
the  air  cooled  lamp,  starting  at  24  in.  distance  for 
3 minutes  and  increasing  to  a third  degree 
erythema  reaction;  ultraviolet  ray  local  com- 
pression with  special  quartz  applicators  to  sinuses, 
all  discharge  being  removed  before  treatment; 
this  whole  program  followed  with  a general  tonic 
ultraviolet  ray  for  systemic  effect.  Reexamina- 
tion December  2,  showed  improvement  and  the 
treatments  were  changed  to  every  other  day.  By 
January  6 the  cellulitis  had  cleared  up  and  the 
soft  parts  were  normal;  2 of  the  draining  sinuses 
had  healed.  Attention  was  then  directed  to  the 
bone  pathology  of  the  radius.  As  the  patient 
refused  operation  diathermy  was  continued,  given 
directly  through  the  affected  area  of  the  radius; 
local  and  general  ultraviolet  irradiations  were 
continued.  On  March  23  there  occurred  a spon- 
taneous expulsion  from  the  larger  sinus  tract  of 
a sequestrum  measuring  about  % by  % inch. 
By  April  5,  the  draining  sinuses  had  firmly  healed 
and  the  functional  use  of  the  extremity  was  com- 


plete with  a normal  grip.  The  roentgenogram 
showed  slight  irregularity  in  the  outline  of  the 
right  radius  at  its  midportion.  The  patient  re- 
ceived calcium  lactate  5 gr.  3 times  a day  during 
the  last  4 weeks  of  treatment. 

In  the  light  of  these  illustrative  cases,  the 
author  believes  diathermy  to  be  the  treatment  of 
election  for  the  relief  of  trauma  and  disease  of 
bony  structures. 


3n  Htgfjter  \7etn 


When  you  think  the  door  to  a successful  fu- 
ture is  closed  against  you.  the  ivory  knob  that 
holds  it  shut  isn't  on  the  door. — (The  Kalends.) 


The  present  rate  of  apple  consumption  in  this 
country  has  risen  to  more  than  1,500,000  barrels 
a month.  The  medical  profession,  however,  is 
carrying  on  with  determined  cheerfulness. — 
(Judge.) 


Revived. 

There  are  all  sorts  of  ways  of  putting  things, 
and  some  sound  much  better  that  others.  For 
example,  there  is  the  case  of  the  man  of  whom 
Lord  Coleridge  used  to  tell,  whose  father  was 
hanged  for  highway  robbery.  Some  one  asked 
him  how  his  father  died. 

“Sir,”  said  he,  “he  fell  from  a scaffolding  out- 
side Newgate  while  he  was  talking  to  a clergy- 
man.”— (Youth’s  Companion.) 


Pedestrian  Geometry. 

Pedestrians  equal  to  crossing  Columbus  Circle 
are  equal  to  anything.  (See  note  below.) 

A pedestrian  is  the  sum  of  his  remaining  parts. 

Definition;  Traffic  is  a variable  constantly  ap- 
proaching the  limit. 

A pedestrian  running  at  right  angles  to  a motor 
car  is  parallel  to  the  street  at  the  point  of  in- 
tersection. 

To  describe  a parabola:  Dash  into  traffic  with 
your  eyes  shut. 

A motor  car  tangent  to  a pedestrian  is  a daily 
spectacle. 

Problem  of  computation:  The  distance  from 

curb  to  curb  is  64  feet.  How  long  must  a 6-foot 
pedestrian  wait  before  making  up  his  mind  to 
risk  his  life? 

A motor  car  on  the  hypotenuse  of  a pedestrian 
is  more  painful  than  a motor  car  on  either  of 
the  pedestrian’s  sides. 


Note;  Columbus  Circle,  already  New  York’s 
best-stocked  pedestrian  preserve  is  being  widened 
by  twenty  feet.  As  the  driving  area  will  be  in- 
creased by  several  thousand  square  feet,  mathe- 
maticians have  announced  that  a pedestrian's 
chances  of  getting  safely  across  will"  be  reduced 
to  m(2R-)-Luck) 

13-)-Central  Park 
— .(W.  T.  in  Life.) 


Mrs.  Gray — You’re  hoarse  this  morning  dearie. 
Mrs.  Wray — Y'es.  John  came  home  disgustingly 
late  last  night! — (Tit-Bits.) 


“Am  yo'  program  full,  Manney?” 

“Hell,  no,  takes  mo'  ’n  a sandwich  ’n  coupla 
olives  tuh  fill  mah  program!” — (Brown  Jug.) 
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Current  Clients. 


THE  ISOLATION  OF  SCARLET  FEVER 
PATIENTS. 

By  Henry  B.  Costill,  M.D.,  Director, 

New  Jersey  State  Department  of  Health. 

Recently  some  practicing  physicians  have 
questioned  the  necessity  of  the  arbitrary  3 0 day 
minimum  isolation-period  for  scarlet  fever  named 
in  the  State  Sanitary  Code,  because  in  mild 
cases  and  those  treated  promptly  with  adequate 
doses  of  scarlatinal  antitoxin  the  infectious  per- 
iod may  be  presumed  to  be  much  less  that  the 
stipulated  time.  Other  evidence  of  disapproval 
of  the  legal  minimum  isolation-period  for  scar- 
let fever  is  found  in  the  annual  reports  of  local 
health  boards  to  the  State  Health  Department, 
for  these  reports  indicate  that  the  period  is  not 
enforced  by  some  of  the  local  health  officials. 
Admitting  the  assumption  that  some  cases  of 
scarlet  fever  may  become  noninfectious  in  less 
than  30  days  after  the  onset  of  the  disease,  we 
believe  that  at  the  present  time  it  would  be  un- 
wise to  shorten  or  otherwise  alter  the  legal 
minimtim  period  of  isolation  as  set  forth  in  the 
State  Sanitary  Code. 

The  majority  of  persons  convalescing  from 
recognized  scarlet  fever  become  noninfectious  in 
about  30  days,  hence  this  time  has  been  adopted 
as  the  minimum  period  of  isolation  by  most 
state  health  departments,  including  New  Jersey; 
but  some  departments  make  the  quarantine 
period  as  long  as  6 weeks.  No  arbitrary  minimum 
period  of  isolation  can  be  entirely  safe,  for  there 
are  many  records  of  cases  held  in  quarantine  for 
6,  or  even  10  weeks,  which  have  carried  the  dis- 
ease into  the  home  after  release  from  the  hos- 
pital. 

As  there  is  as  yet  no  practical  laboratory  test 
to  determine  when  a patient  is  no  longer  a 
carrier  of  the  scarlatinal  streptococcus,  health 
officials  have  no  alternative  but  to  decide  upon 
an  arbitrary  isolation-period  which,  in  the  light 
of  past  experience,  affords  protection  to  the  pub- 
lic in  the  great  majority  of  cases  and  at  the 
same  time  does  not  work  injustice  to  the  quar- 
antined individual.  These  factors  influenced  the 
New  Jersey  State  Department  of  Health  when 
it  enacted  that  part  of  Regulation  34,  Chapter 
VI,  of  the  State  Sanitary  Code,  relating  to  scar- 
let fever,  which  reads: 

“The  minimum  period  of  isolation  of  per- 
sons affected  with  the  disease  hereinafter 
named  shall  be  as  follows:  * * * Scar- 

let fever,  until  3 0 days  after  the  onset  of 
the  disease  and  until  all  abnormal  dis- 
charges from  the  nose,  ears,  throat,  or  sup- 
purating glands  have  ceased.’’ 

It  is  highly  important  that  there  be  a uniform 
minimum  period  of  isolation  for  scarlet  fever 
throughout  the  State  of  New  Jersey,  and  this 
regulation  should  be  enforced  by  all  local  health 
departments.  The  wisdom  of  a uniform  prac- 
tice should  be  evident  to  practicing  physicians 
as  well  as  to  health  officials,  for  if  cases  are 
released  in  one  jurisdiction  after  a short  isola- 
tion period  whereas  in  a neighboring  municipality 
the  legal  time  limit  is  enforced,  there  will  be 
much  dissatisfaction.  The  patients  and  their 
attendants  in  the  latter  communities  will  feel 
that  they  are  unnecessarily  restrained,  and  both 
physicians  and  health  officials  will  be  em- 
barrassed in  the  control  of  quarantined  pa- 


tients. This  dissatisfaction  would  become  par- 
ticularly acute  if  the  length  of  isolation  were 
left  to  the  judgment  of  the  attending  physician, 
for  not  only  would  patients  compare  the  length 
of  their  enforced  isolation  with  the  procedure  in 
lax  communities,  but  patients  would  compare 
unfavorably  the  periods  of  isolation  imposed  by 
the  same  physician  among  the  various  cases  in 
his  practice.  We  know  now  that  in  diphtheria 
the  severity  of  infection  does  not  necessarily 
govern  the  length  of  infectivity,  so  in  scarlet 
fever  the  attending  physician  is  not  justified  in 
concluding  that  a case  has  become  rapidly  non- 
infectious merely  because  the  infection  appears 
to  be  a mild  one. 

If,  and  when,  a satisfactory  laboratory  diag- 
nosis of  freedom  from  infection  can  be  estab- 
lished, then  the  change  of  the  State  Sanitary 
Code  to  meet  the  new  conditions  will  be  justified. 
Until  that  time  comes,  the  State  Department  of 
Health  has  no  alternative  but  to  require  local 
health  officials  to  enforce  the  present  regulations 
of  the  State  Sanitary  Code  and  to  urge  prac- 
ticing physicians  to  cooperate  with  the  local 
health  officials  in  this  enforcement. 

REMARKS  ADDRESSED  TO  THE  REPORTERS 
OF  COUNTY  MEDICAL  SOCIETIES. 

(At  the  luncheon  given  to  Secretaries  and  Re- 
porters by  President  Donohoe,  Hotel 
Traymore,  June  17,  1926.) 

The  President  of  the  Medical  Society  of  New 
Jersey,  Dr.  Lucius  F.  Donohoe,  entertained  the 
Secretaries  and  Reporters  of  the  County  Medical 
Societies  at  a luncheon  in  the  Hotel  Traymore, 
Thursday,  June  18.  Of  the  21  counties,  13  were 
represented  by  one  or  both  of  such  officers.  Those 
present  were:  Edward  Uzzell  and  Joseph  H.  Mar- 
cus, of  Atlantic;  George  Tracy,  Burlington; 
Thomas  B.  Lee  and  Grafton  E.  Day,  Camden; 
Eugene  Way,  Cape  May;  H.  Garrett  Miller,  Cum- 
berland; Frank  W.  Pinneo  and  Alfred  Stahl,  Es- 
sex; Ralph  K.  Hollinshed  and  Henry  B.  Diverty, 
Gloucester;  A.  Dunbar  Hutchinson,  Mercer; 
George  H.  Lathrope  and  Marcus  A.  Curry,  Mor- 
ris; ’ George  W.  Lawrence,  Ocean;  William  H. 
James,  Salem;  George  W.  Horre,  Union;  L.  C. 
Osmun,  Warren. 

At  the  conclusion  of  the  lunch,  Dr.  Donohoe 
expressed  his  appreciation  of  the  cooperative  ef- 
forts of  the  county  society  officers  to  successfully 
carry  on  the  State  Society  work,  and  urged  them 
to  continue  to  labor  for  the  interests  of  the  medi- 
cal profession  locally  and  at  large. 

Dr.  Donohoe  called  upon  Dr.  J.  Bennett  Mor- 
rison for  some  message  to  the  Secretaries,  and 
Dr.  Morrison  responded  in  his  usual  happy  way 
of  making  hard  labor  look  attractive.  He  first 
called  attention  to  the  necessity  for  promptly  re- 
porting to  the  Recording  Secretary  the  names  of 
newly  elected  members,  and  the  importance  of 
having  all  names  correctly  spelled,  first  name  in 
full,  and  addresses  correctly  given.  The  reasons 
given  for  requiring  promptness  and  accuracy 
were:  That  the  membership  files  may  be  kept  up 
to  date  and  correct  in  every  particular.  To  avoid 
repeated  or  continuous  correspondence  between 
the  state  and  county  secretarial  offices.  To  avoid 
multiplication  of  correspondence  with  the  Secre- 
tary of  the  American  Medical  Association;  be- 
cause when  a name  is  dropped  from  the  A.  M.  A. 
mailing  list  it  requires  the  writing  of  6 letters 
to  secure  reregistration.  Correct  names,  initials 
and  addresses  are  essential  in  supplying  informa- 
tion for  the  Medical  Defense  Insurance  policies. 
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and  for  publication  of  the  annual  membership 
list,  and  for  the  Journal  mailing-  list.  The  Offi- 
cial List  is  to  be  published  hereafter  as  a supple- 
ment to  the  March  Journal;  that  is  at  least  1 
month  earlier  than  heretofore.  This  requires  the 
payment  of  all  dues  before  February  first. 

Dr.  Morrison  expressed  his  gratification  at  the 
showing  of  the  county  societies  during  the  past 
year,  especially  at  the  number  (13)  that  were 
100%  paid-up  when  the  Official  List  was  sent  to 
the  printer.  The  county  officers  should  see  to  it 
that  all  dues  are  paid  promptly  and  that  returns 
to  the  State  Society  officers  are  made  with  equal 
promptness.  A great  injustice  is  done  when  dues 
are  not  promptly  paid  or  forwarded.  The  name 
of  the  member  not  reported  as  paid-up  will  not 
appear  or.  the  official  membership  list;  his  mem- 
bership in  the  A.  M.  A.  is  automatically  dropped; 
delivery  of  the  State  Medical  Journal  and  of  the 
A.  M.  A.  Journal  is  stopped — delayed  in  case  of 
new  members  and  suspended  in  case  of  delin- 
quents; indemnity  insurance  is  denied  until  mem- 
bership is  clearly  reestablished.  Correction  of 
any  or  all  of  these  factors  requires  much  corres- 
pondence and  not  a little  expense,  and  tends  to 
engender  ill  feeling  where  none  should  exist. 

Dr.  Morrison  emphasized  the  fact  that  interest 
in  and  the  accomplishments  of  any  county  medi- 
cal society  are  in  direct  relationship  to  the  ac- 
tivity of  its  secretary;  it  is  up  to  this  officer  to 
direct  the  activities  of  all  the  members,  to  ar- 
range for  frequent  meetings,  to  prepare  attrac- 
tive programs,  to  force  the  members  into  the 
habit  of  regular  attendance,  and  to  employ  any 
and  all  means  of  stimulating  interest  in  local, 
state  and  general  medical  problems. 

The  President  then  called  upon  the  Editor  of 
the  Journal  to  address  the  Reporters  of  the  Com- 
ponent County  Medical  Societies. 

Dr.  Donohoe  has  very  kindly  afforded  the 
Editor  the  privilege  of  speaking  to  the  Reporters 
of  the  County  Medical  Societies  concerning  the 
importance  of  their  work.  Dr.  Morrison  has 
just  told  you  something  of  the  functions  of  the 
County  Society  Secretary  and  the  opportunities 
for  service  enjoyed  by  that  officer.  The  retiring 
President  of  the  New  Y'ork  State  Medical  Society 
recently  made  a statement  that  any  medical  so- 
ciety is  just  as  good  as  its  Secretary,  neither 
better  nor  worse,  and  we  consider  that  an  ac- 
ceptable statement  of  fact;  our  own  State 
Society  presents  us  with  an  illustrious  example. 
However,  we  would  like  you  to  understand  that 
a good  Reporter  is  scarcely  less  important  to  any 
society.  The  President  and  Secretary,  and  the 
Program  Committee  if  there  be  one,  may  func- 
tion perfectly  in  providing  for  meetings  but  if 
there  be  not  an  efficient  reporter  to  record  and 
disseminate  an  account  of  the  proceedings,  the 
effect  of  those  meetings  will  be  of  a limited 
character,  restricted  to  those  who  were  present, 
whereas  publication  of  the  proceedings  would 
confer  benefit  upon  a countless  number  of  other 
possibly  interested  persons.  In  our  opinion,  it 
is  highly  important  that  every  County  Medical 
Society  should  have  a capable,  energetic,  pro- 
gressive Secretary  and  an  equally  capable,  wide- 
awake and  active  Reporter. 

The  County  Society  is  the  organization  unit 
in  composition  of  the  state  and  the  national 
society.  For  organization  purposes,  it  performs 
a double  function.  It  may  be  the  place  where 
ideas  originate,  are  first  presented  and  tried  out, 
because  members  will  speak  more  freely  among 
their  colleagues  than  before  an  audience  contain- 
ing many  strangers.  It  is  also  the  place  for  the 


ultimate  distribution  of  decisions  and  pronounce- 
ments passing  downward  from  the  national  or 
the  state  society  toward  individual.  Therefore, 
action  taken  upon  questions  of  either  class  should 
be  recorded  and  information  regarding  that 
record  should  be  broadcast  for  the  benefit  of 
the  entire  medical  profession. 

One  of  the  chief  objects  of  a state  medical 
journal  must  be  the  dissemination  of  knowledge 
concerning  the  transaction  of  the  county  so- 
cieties, which  means  in  turn  the  opinions  and 
views  of  individuals . or  groups  of  individuals  of 
fundamental  importance  to  organized  medicine. 

This  promulgation  of  news  from  the  county 
groups  should  cover  not  merely  questions  of 
scientific  interest,  but  economic  and  social  mat- 
ters as  well.  For  instance;  The  Morris  County 
Society  recently  made  a critical  study  of  the 
Visiting  Nurse  Problem,  and  we  published  its 
report  for  the  benefit  of  other  districts;  the 
Monmouth  County  Society  has  dealt  with  the 
question  of  periodic  health  examinations  in  a 
very  methodical  way  and  other  counties  may  well 
learn  something  from  that  investigation  and  the 
plan  submitted;  Atlantic  County  constantly  sup- 
plies us  with  detailed  reports  of  the  work  and 
the  workings  of  the  largest  hospital  within  its 
territory,  an  institution  that  serves  as  a fair 
model  for  county,  town  or  small  city  hospitals. 

Now,  the  Journal  should  be  in  some  respects 
a mirror  and  should  reflect  the  accomplishments 
and  the  desires  of  the  members  of  the  profession 
of  this  state;  and  this  relates  to  all  matters  that 
concern  the  life  of  the  medical  man.  This  ma- 
terial can  be  best  collected  through  the  county 
society  reports  and  we  think  there  should  be 
a healthy  rivalry  among  the  counties  as  to  which 
can  make  the  best  showing.  Do  not  think  that 
because  you  represent  an  organization  small  in 
numbers  that  you  are  handicapped  in  this  race. 
We  have  been  impressed  by  the  fact  that  our 
best  reports  have  not  been  received  from  the 
largest  counties.  Look  over  your  Journals  and 
you  will  discover  that  the  most  interesting  and 
most  valuable  reports  have  come  from  some  of 
the  smaller  societies;  and  we  are  not  measuring 
these  reports  upon  their  literary  merit  but  upon 
the  content  of  matter  important  to  the  medical 
reader.  The  fear  that  our  remarks  might  be 
interpreted  as  presenting  invidious  comparisons 
restrains  the  desire  to  exhibit  examples  of  good 
reporting;  but  we  suspect  that  most  of  you  know 
whether  or  not  you  are  presenting  adequate  re- 
ports of  your  society  meetings.  In  order  that 
there  may  be  a clear  understanding  as  to  what 
is  expected  of  a reporter,  let  us  submit  for  con- 
sideration two  questions:  what  are  the  duties 
of  a reporter,  and,  what  constitutes  a good  re- 
port ? 

In  answer  to  the  first  question  we  would  say 
that  it  is  the  duty  of  a reporter  to  take  notes  of 
all  proceedings  during  any  given  meeting  of  the 
society  and  to  prepare  immediately  after  the 
meeting  a succinct  report  of  those  proceedings 
for  publication  in  the  society’s  official  organ. 
We  would  like  to  emphasize  the  point  that  this 
report  should  be  made  immediately  after  the 
meeting,  certainly  within  24  hours,  because  the 
report  will  be  a better  one  if  made  tvhile  the 
facts  are  clear  in  the  reporter’s  mind,  because 
the  value  of  the  report  is  directly  proportionate 
to  its  timeliness  and  freshness  when  published, 
and  because  it  is  easier  for  the  reporter  to  pre- 
pare his  summary  at  that  time  than  it  will  be  at 
any  later  period;  the  longer  he  delays  the  more 
difficult  becomes  his  task  and  the  less  accurate 
his  record.  Furthermore,  it  is  his  duty  to  re- 
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port  medical  developments  occurring  in  his  dis- 
trict between  meetings  of  the  county  society,  and 
in  this  connection  we  would  point  out  that  a 
duty  of  special  importance  is  that  of  immediate- 
ly reporting  to  the  Journal  the  death  of  any 
member  of  the  society.  Do  not  wait  for  the  ap- 
pointment and  the  report  of  a Resolution's  Com- 
mittee; that  report  can  be  submitted  later;  let 
us  have  a written  statement  or  a newspaper  clip- 
ping at  once.  A report  in  the  State  Journal  is 
the  last  tribute  of  respect  that  we  can  pay  to  a 
departed  brother  and  that  tribute  should  be  paid 
promptly. 

As  to  the  second  question,  if  we  might  offer 
a sketchy  outline  for  a routine  report,  we  would 
suggest  that  it  comprise  the  following  features: 

(1)  A paragraph  stating  the  time  and  place 
of  meeting,  name  of  the  presiding  officer,  and 
number  of  members  present.  This  may  be  elabo- 
rated by  the  names  of  the  guests  or  visitox-s  pres- 
ent, and  in  some  instances,  where  the  society  is 
a small  one,  the  names  of  the  members  might  be 
given. 

(2)  Record  of  any  business  transacted:  Elec- 
tion of  officers,  with  correct  names  and  addresses 
of  those  chosen;  election  of  new  members  and 
nomination  of  new  members,  with  correct  names 
and  addresses  in  both  instances;  reports  of  stand- 
ing committees  and  explanation  of  any  import- 
ant features  of  those  reports;  repoi’ts  of  any  spe- 
cial committee,  in  the  same  detail;  report  of  aixy 
new  business  introduced.  When  action  has  been 
taken  upon  any  question  that  might  interest  the 
profession  of  the  state  as  a whole,  the  report  of 
such  action  should  include  not  only  the  decision 
but  some  account  of  the  reasons  given  in  arriv- 
ing at  that  decision:  members  of  the  State  So- 
ciety residing  in  other  counties  would  like  to 
know  why  you  favor  or  oppose  certain  projects 
■and  the  county  society  reports  constitute  one 
means  of  ’ effectiixg  harmonious  universal  action. 

(3)  Record  of  the  scientific  program.  When 
an  original  paper  has  been  read  and  the  reporter 
believes  it  to  be  of  sufficient  interest  to  justify 
publication,  he  should  endeavor  to  secure  it  for 
the  State  Journal,  to  be  submitted  along  with  his 
report  of  the  discussion  it  brought  out.  Should 
the  author  have  decided  to  publish  his  work 
elsewhere,  the  reporter  should  take  notes  so  that 
he  can  include  in  his  report  a brief  abstract  of 
the  paper.  Likewise,  when  a subject  is  presented 
informally,  without  a set  paper,  the  reporter 
should  take  notes  and  prepare  an  abstract  pre- 
sentation of  the  matter.  Such  absti’acts  need  not 
average  more  thaix  300  words  in  length  axxd 
should  present  the  salient  points  made  by  the  es- 
sayist and  the  arguments  in  support  of  his  views. 
The  Journal  wishes  to  present  all  of  the  work 
done  by  New  Jersey  physicians  and  will  give 
preference  in  publication  to  papers  written  by 
members  of  the  State  Society,  but  is  also  glad  to 
secure  worthy  papers  presented  by  visiting  phys- 
icians from  other  states. 

(4)  Finally,  while  we  will  not  refuse  to  accept 
hand  written  reports,  we  desire  to  express  a 
decided  preference  that  all  reports,  and  all  mat- 
ter for  publication  in  the  Journal  should  be  type- 
written and  double  spaced.  Do  not  be  afraid  of 
making  your  reports  too  lengthy;  the  Editor  will 
use  his  blue  pencil  with  full  liberty. 

Dr.  Marcus  A.  Curry,  on  behalf  of  the  Secre- 
taries and  Reporters,  gave  expression  to  their 
appreciation  of  President  Donohoe’s  entertain- 
ment of  the  day  and  his  uniform  coxxrtesy  to  them 
and  interest  in  their  work  throughoxxt  the  year, 


and  offered  a special  vote  of  thanks  for  all  of 
this.  The  motion  was  second  by  many  voices 
and  as  Dr.  Morrison  put  the  question  all  arose 
to  a standing  vote. 


Communications. 


A VISIT  TO  THE  LAHEY  CLINIC. 

(Special  Letter  from  John  Hammond  Bradshaw, 
M.D.,  F.A.C.S.,  Orange,  N.  J.) 

My  long  projected  visit  to  the  Lahey  Clinic  was 
realized  May  15,  1926.  I was  most  fortunate  to 
secure  as  a fellow  travler  Dr.  W.  Wayne  Babcock, 
of  Philadelphia,  whose  company  added  greatly  to 
the  pleasure  of  the  trip.  Having  received  from 
Dr.  Lahey  a telegram  shortly  before  starting,  that 
his  limousine  would  be  waiting  for  us  at  8 a.  m.,  at 
the  Boston  dock  of  the  Eastern  Steamship  Com- 
pany, it  was  slightly  disconcerting  to  find  on  aris- 
ing at  my  usual  hour  of  5 o’clock  that  the  good 
ship  “Boston”  had,  because  of  a thick  pea-soup 
fog,  been  anchored  in  Buzzards  Bay  at  the  mouth 
of  the  Cape  Cod  Canal  for  over  2 houi's;  and  it 
was  not  until  12  o'clock  noon,  when  the  fog  lifted, 
that  we  were  able  to  proceed.  We  found  we  had 
spent  a good  part  of  the  night  directly  opposite 
the  former  home  of  Grover  Cleveland  whose  af- 
fection for  Buzzards  Bay  was  much  greater  thaix 
ours.  This  feeling  was  intensified  by  the  knowl- 
edge that  Lahey  goes  into  action  at  8 o’clock  and 
that  under  even  forced  draught  the  most  we  could 
expect  of  the  ship  was  to  arrive  at  Boston  at  3 
o’clock  in  the  afternoon. 

Arriving  at  the  Clinic  at  that  hour,  we  found 
this  great  surgeon  ready  to  receive  us  and  we  were 
escorted  at  once  into  his  inner  office.  Lahey  is  a 
man  in  the  early  forties  with  all  thq  alertness  of  a 
How’ard  A.  Kelly.  I have  found  most  active 
workers  have  a pet  hobby.  Cragin’s  chief  office 
adornments  were  scores  of  photographs  of  beauti- 
ful babies.  Sir  Berkeley  Moynihan’s,  at  Leeds, 
England,  his  books;  Kelly’s,  his  curios;  Will 
Mayo’s,  the  thousand-and-one  pictures  of  his 
surgeon  friends;  Lahey's  were  dogs.  The  walls 
of  his  room  were  covered  with  pictures  of  dogs. 
His  favorite  breed,  the  English  Setter,  in  action 
and  out  of  action,  looked  down  upon  you  from  all 
sides  while  the  dog  in  life  itself  wagged  his 
friendly  tail  at  you  from  beneath  his  chair. 

Lahey’s  clinic  is  unique.  It  is  the  creation  of 
Lahey.  His  half  score  associates  show  in  every 
word  and  action  their  devotion  to  his  ideals.  I 
counted  8 tables,  each  with  its  typewriter,  in  the 
main  office  of  his  chief  secretary  on  the  main 
floor.  It  looks  like  work  and  the  work  surely 
has  a business  flavor.  To  this  office  the  patient 
is  first  routed.  If  anything  impressed  most  it  was 
the  human  touch  that  was  given  to  the  desire  to 
relieve  the  victims  of  a suffering  woi-ld.  A kindly 
spirit  of  devotion  to  the  truest  welfare  of  each 
case  pei’vaded  each  worker  to  such  a degree  that 
one  saw  in  the  shining  face  of  even  the  most  suf- 
fering patient  the  glad  hope  and  expectation  of 
recovery  axxd  the  relief  that  comes  with  success 
after  a long  or  vain  search  for  health  and  hap- 
piness. 

Whether  it  was  or  xxot  because  the  writer  first 
saw  the  light  of  this  world’s  day  from  the  top  of 
Bunker  Hill,  at  least  it  is  a fact  that  although 
but  a brief  visitor  at  the  Clinic,  I myself  at  once 
felt  at  home. 

Lahey  at  about  the  age  of  forty  had  the  extra- 
ordinai’y  tribute  of  axx  offer  to  be  full  time  pro- 
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fessor  of  surgery  in  the  Harvard  Medical  School 
but  he  decided  he  could  do  his  best  work  in  other 
ways  and  now  his  every  look  and  action,  not  to 
mention  his  results,  shows  his  choice  was  a wise 
one!  I have  visited  surgeons  riding  the  crest  wave 
of  fashionable  and  lucrative  favor  whose  annual 
incomes  exceeded  that  of  the  President  of  the 
United  States  but  whose  faces  showed  an  unhappy 
if  not  disturbed  spirit  within.  Their  consultation 
rooms  were  crowded  with  the  over-rich,  but  their 
facial  lines  showed  they  were  in  the  daily  grind 
of  a life  that  brought  no  compensating  joy  for  the 
immense  expenditures  of  overhead  and  physical 
and  mental  effort  although  the  pecuniary  returns 
might  be  the  ransom  of  a king.  For  the  an- 
tithesis one  should  look  at  Lahey! 

As  we  had  missed  seeing  Lahey  operate  because 
of  our  delayed  arrival  in  Boston  it  was  a little 
aggravating  to  be  given  the  morning  list  which 
included  many  thyroidectomies  and  a miscel- 
laneous assortment  of  other  little  things  such  as 
hernias  and  hysterectomies.  But  under  Lahey’s 
permission  we  were  able  to  investigate  the  clinic 
proper  and  were  escorted  by  the  associates  (Drs. 
Chute  and  Hamilton  and  others)  over  the  Dea- 
coness and  the  Baptist  Hospitals  where  we  had  a 
very  instructive  afternoon  examining  not  only  the 
cases  that  had  just  been  operated  upon  but  others 
of  more  than  ordinary  interest,  and  the  methods 
employed  were  explained  to  us. 

But  first  let  me  add  a word  or  two  that  will 
throw  some  light  on  the  business  side  of  the  work 
of  the  Clinic.  Dr.  Lahey  relies  upon  his  efficient 
secretary  to  make  all  the  financial  arrangements 
with  each  patient.  When  he  operates  he  does  not 
know  what  the  patient  is  paying  for  his  work! 
And  as  about  40%  of  his  private  work  is  non- 
productive of  cash,  this  is  a rather  strong  state- 
ment. The  patient,  however,  is  not  left  in  the 
dark  for  she  is  given  a typewritten  sheet  as 
follows: 

LAHEY  CLINIC, 

638  Beacon  Street,  Boston. 

This  is  an  attempt  to  estimate  the  total  cost  of 
the  operation,  merely  for  the  convenience  of  the 
patient  and  in  order  that  misunderstandings  may 
not  arise  afterwards.  It  does  not  mean,  however, 
that  conditions  may  not  come  up  which  may  in- 
crease these  amounts.  As  hospital  charges  are 
made  entirely  by  the  hospital,  our  figures  are  but 
an  estimate  to  help  the  patient  approximate  his 
entire  expense.  This  is  based  upon  the  rooms  re- 
served, and  if  different  rooms  are  taken  or  if  it  is 
necessary  that  patients  go  into  different  rooms 
or  beds,  the  charges  will,  of  course,  vary. 

Hospital  charges  payable  one  week  in  advance. 

Bed. 

Private  Room. 

Operating  Room. 

Anesthetist. 

Pathologic  Examination. 

Basal  Metabolism  Examination. 

Laboratory. 

OPERATING  FEE: 

To  be  in Hospital  at  

o’clock  on 

Approximate  Total 

The  chief  secretary  is  a woman  of  great  tact 
and  unusual  ability.  She  always  has  a heart-to 
heart  talk  with  each  candidate  for  operation  or, 
if  that  is  not  possible  the  patient's  relatives  or 
friends.  The  conversation  runs,  as  I heard  it,  as 
follows:  “You  have  come  to  Dr.  Lahey's  Clinic 

for  help.  It  is  a pleasure  to  him  to  help  you  but 


you  also  must  help  him.  As  so  many  of  his  pa^ 
tients  are  unable  to  pay  him  you  are  expected  to 
pay  him  his  fee  if  you  are  able  to  do  so.  If  you 
are  unable  to  do  so,  you  must  tell  him  the  reasons 
why  you  cannot  pay.  He  will  then  make  the 
charge  fit  your  case  and  your  circumstances.  If, 
however,  you  make  statements  that  he  finds  after- 
wards to  be  untrue  (and  he  has  his  own  exact 
methods  of  investigating  your  financial  status) 
you  will  be  the  only  sufferer.  It  will  not  be  your 
surgeon.”  The  charges  are  thus  adjusted  and 
known  to  the  patient  (and  thoroughly  under- 
stood) before  further  steps  are  taken.  Now,  can 
anything  be  fairer  to  the  patient  or  more  satis- 
factory to  the  honest  doctor  than  this  plan  of 
procedure? 


THE  GENERAL  PRACTITIONER  AS  A 
SPECIALIST. 

(An  Open  Letter  from  Robert  A.  Kilduffe, 
A.M.,  M.D.,  Director  of  Laboratories, 
Atlantic  City  Hospital.) 

It  has  become  somewhat  the  fashion  nowadays 
to  deplore  the  passing  of  the  general  practitioner 
and  to  envisage  the  day  when  his  place  shall  be 
taken  by  the  specialist  and  he  becomes  as  much 
a relic  of  bygone  days  as  the  pterodactyl  and  the 
icthyosaurus. 

It  is  told — though  the  story,  perhaps,  is  apo- 
cryphal— that  at  a society  meeting  one  of  the 
“old  guard”  heatedly  proclaimed  the  umbilicus  as 
the  only  part  of  the  body  not  preempted  by  the 
specialist.  But  even  this  area  was  questioned  by 
another  on  the  ground  that  he  had  heard  that 
there  were  naval  hospitals. 

After,  and  sometimes  before,  graduation  the 
problem  arises  as  to  how  the  embryo  practitioner 
shall  best  exert  the  privileges  conferred  upon  him 
by  his  Alma  Mater  and  the  State  Boaj’d.  Shall 
he  enter  into  general  practice  or  shall  he  special- 
ize and  if  the  latter,  how  soon  may  the  transfor- 
mation be  wrought? 

For  varied  reasons  it  is  inevitable  that  the 
specialties  shall  allure. 

It  will  always  be  impossible  for  one  man  to 
know  it  all;  there  will  always  be  those  more  in- 
terested. and  thus  better  read  and  trained,  in 
one  phase  of  medicine  than  another  and  hence, 
inevitably,  specialists;  and  it  will  likewise  always 
be  true  that  the  best  specialist  is  he  whose  par- 
ticular ability  is  solidly  founded  upon  a thorough, 
broad,  and  general  training. 

In  addition,  however,  there  will  always  be  men 
who  will  form,  as  it  were,  a substratum  devoted 
to  what  is  called  general  practice. 

The  leaning  of  the  young  practitioner  toward 
the  primrose  path  of  specialization  as  opposed  to 
the  often  rough  and  laborious  road  of  general 
practice  is  a result  of  several  cooperating  factors; 
among  them  the  increased  remuneration  accruing 
from  the  particular  ability  presumed  to  exist,  and 
the  opportunity  afforded  to  regulate  one’s  time 
for  work,  study,  and  recreation.  Too  often  it  is 
assumed,  however,  that  mere  manipulative  dex- 
terity is  a sufficient  foundation  upon  which  to 
erect  a specialized  reputation. 

It  is  largely  from  the  general  practitioner  that 
the  cry  of  over-specialism  arises  and  yet,  to  some 
extent,  is  not  this  tendency  due  in  some  measure 
to  the  indifference  and  even  comparative  lethargy 
of  the  general  practitioner?  After  all,  few  pa- 
tients know  enough  to  bend  their  footsteps  of  their 
own  accord  toward  the  man  best  versed  in  their 
particular  ailment.  They  have  to  be  sent  and, 
in  the  majority  of  cases,  they  must  be  sent  by  the 
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general  practitioner.  Not  infrequently,  however, 
it  is  not  the  first  man,  nor  the  second,  nor  some- 
times even  the  third  to  whom  they  go  who  sends 
them.  The  first  may  be  one  who  treats  the  lead- 
ing symptoms,  and  hasn't  time  nor,  perhaps,  in- 
clination to  trace  its  source  or  origin.  The  second, 
perhaps,  makes  a more  thorough  examination 
but  hasn't  time  for  the  new-fangled  methods, 
laboratory  examinations  and  the  like.  The  third, 
more  progressive,  uses  the  laboratory  methods, 
but  “not  being  a laboratory  man"  does  not  bother 
to  familiarize  himself  with  their  rationale  or 
modus  operandi  nor  appreciate  the  importance 
of  this  knowledge  as  assisting  in  the  proper  clini- 
cal evaluation  of  such  measures.  If  the  test  is 
positive  and  agrees  with  the  provisional  diag- 
nosis, well  and  good;  if  not,  then  what  is  wrong 
with  the  laboratory  or  the  test? 

The  next  man  knows  that  the  first  step  toward 
the  successful  handling  of  a patient  and  his  con- 
dition is  to  find  out,  if  possible,  what  is  the  mat- 
ter with  him,  in  a word,  to  make  a diagnosis,  and 
so  he  marshals  to  his  aid  all  his  powers  of  ob- 
servation, his  recollections  of  past  experience,  and 
then  he  examines  his  patient  by  one  means  or 
another,  by  laboratory  tests  carefully  chosen  and 
aptly  applied,  and  from  a judicious,  careful,  and 
keen  summing  up  of  all  the  data  thus  obtained 
he  reaches  his  diagnosis.  He  it  is  who  selects 
for  his  patients  the  particular  treatment  or  the 
particular  man  best  suited  for  the  condition.  In 
a.  word,  he  is  really  a specialist  in  diagnosis.  He 
should  be,  he  can  be,  and  he  must  be  if  he  is  to 
reap  from  his  work  something  more  than  a mere 
existence,  if  he  is  to  be  something  more  than  a 
mere  peddler  of  pills  and  lotions.  It  is  to  the  gen- 
eral practitioner  that  the  vast  majority  of  ailing 
humanity  first  goes  and  it  is  by  him  and  through 
his  efforts,  skill,  and  professional  acumen  that 
those  requiring  specialized  skill  ultimately  reach 
their  goal. 

It  is  a source,  at  times,  of  perhaps  justifiable 
irritation  that  the  literature  contains  relatively 
numerous  references  to  what  the  general  practi- 
tioner should  know  about  this  or  that;  but  is  not 
the  appearance  of  such  papers  prima  facie  evi- 
dence of  some  lack  of  appreciation  of  such  data? 
Is  it  not  possible  that  symptomatic  treatment  at 
times  takes  the  place  of  a consideration  of  the 
underlying  physiologic  and  pathologic  aberrations 
responsible  ? 

The  interne,  beholding  with  subconscious 
trepidation  the  insidious  approach  of  the  daily 
grind,  too  often  looks  for  consolation  and  en- 
couragement to  the  comforting  cars,  chauffeurs, 
and  careers  of  the  various  chiefs  of  staff,  and  re- 
solves to  specialize.  No  general  practice  for  him 
and  so,  with  his  eye  on  the  heights,  he  overlooks 
the  vital  fact  that  the  safest,  sanest,  and  finest 
groundwork  is  a broad  general  training  and  ex- 
perience. The  responsibility  attaching  to  gen- 
eral practice  is  enormous,  for  upon  the  ability  to 
formulate  a correct  diagnosis  and,  at  times,  to 
do  it  quickly,  may  depend  the  future  welfare 
and  final  disposition  of  the  patient.  In  spite  of 
himself,  the  general  practitioner  must  be  a special- 
ist in  diagnosis. 

It  is  unfortunate  that  the  average  graduate  is 
apt  to  carry  away  with  him  a disproportionate 
estimate  of  laboratory  procedures  in  relation  to 
the  formation  of  a diagnosis  and  too  little  an  ap- 
preciation of  the  importance  of  an  understanding 
of  the  fundamental  pathology  of  the  condition. 
Too  often  is  he  inclined  to  study  his  patient 
solely  through  the  laboratory.  The  value  and  es- 
pecially the  signifiance  of  laboratory  findings 
■depends  primarily  upon  the  acumen  with  which 


the5r  are  selected  and  allotted  to  the  particular 
case,  and  this,  in  turn,  is  largely  dependent  upon 
and  proportionate  to  the  degree  of  understanding 
of  their  mechanism  and  relation  to  the  pathology. 

The  moral  is  obvious;  Less  attention  to  the 
disease  alone  and  more  focused  upon  the  patient 
with  the  disease;  less  to  the  symptoms  presented, 
and  more  to  their  underlying  mechanism — in 
a word,  the  pathology;  less  haphazard  employ- 
ment of  “tests",  and  more  care  in  their  interpre- 
tation; keener  observation — gross  and  minute — • 
and  closer  correlation  of  the  results  with  past 
experiences;  upon  these  foundations  rests  the 
scientific  practice  of  medicine  and  from  them  de- 
velops the  specialist. 


COMPENSABLE  DISEASES  TO  BE  REPORTED. 

(Letter  from  the  Commissioner  of  Labor.) 

I am  in  receipt  of  a communication  from  the 
Consumers'  League  of  New  Jersey,  in  which 
they  request  the  aid  of  the  Department  of  Labor 
in  obtaining  for  them  accurate  data  and  statistics 
concerning  occupational  diseases  so  frequently 
suffered  by  the  workers  of  New  Jersey. 

Now  that  certain  diseases  are  compensable  un- 
der the  laws  of  the  State,  it  is  my  wish  that  this 
Society  call  the  attention  of  its  members  to  the 
urgent  necessity  of  reporting  all  such  diseases  to 
the  Department  of  Labor  just  as  soon  as  they 
are  recognized.  I am  enumerating  the  diseases 
that  are  compensable  under  the  Compensation 
Act  of  the  State:  Anthrax;  arsenic  poisoning; 

poisoning  by  benzene,  its  homologues,  and  deriva- 
tives thereof;  caisson  disease;  chrome  poisoning; 
lead  poisoning;  mercury  poisoning;  phosphorous 
poisoning;  wood  alcohol  poisoning;  radium  ne- 
crosis. 

So  that  all  those  suffering  with  any  of  the 
above  diseases  may  be  accorded  that  measure  of 
relief  that  is  contemplated  in  the  Compensation 
Act,  it  is  necessary  that  the  diagnosis  be  estab- 
lished early  whenever  that  is  possible,  and  that 
a report  be  made  to  this  Department  at  the 
earliest  moment,  just  the  same  as  accidents  are 
now  reported. 

My  purpose  in  bringing  this  before  the  Medi- 
cal Society  is  that  physicians  who  are  not  al- 
ready acquainted  with  the  compensable  charac- 
ter of  these  diseases  may  be  in  a position  to  aid 
their  patients  by  reporting  early  these  diseases. 

It  is  the  further  wish  of  the  Department  of 
Labor  that  any  other  diseases  that  in  the  judg- 
ment of  the  physician  result  from  the  character 
of  an  employee’s  occupation  be  likewise  reported, 
so  that  our  Department  may  make  a complete 
and  thorough  investigation,  as  we  do  in  all  oc- 
cupational diseases  that  are  now  reported. 

Yours  very  truly, 

Andrew  F.  McBride,  M.D., 

Commissioner  of  Labor. 


MAIL  DIRECTORY  INFORMATION  CARD 
PROMPTLY. 

(A  letter  from  the  American  Medical  Association.) 

During  the  month  of  June,  every  physician  in 
the  state  should  have  received  a Directory  infor- 
mation card.  Every  one  is  urged  to  fill  out  and 
return  the  stamped  card  regardliess  of  whether  he 
or  she  has  changed  residence  or  office  address. 

This  information  will  be  used  in  compiling  the 
Tenth  Edition  of  the  American  Medical  Directory, 
now  under  revision  in  the  Biographic  Dejjartment 
of  the  Association.  The  Directory  is  one  of  the 
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altruistic  efforts  of  the  Association  and  is  pub- 
lished in  the  interest  of  the  medical  profession, 
which  means  ultimately  in  the  interest  of  the 
public.  It  is  a book  of  dependable  data  concern- 
ing the  physicians  and  hospitals  in  the  United 
States  and  Canada. 

AMERICAN  MEDICAL  ASSOCIATION. 

June  15,  1926. 


SOCIETY  FOR  THE  RELIEF  OF  WIDOWS 
AND  ORPHANS  OF  MEDICAL  MEN  OF 
NEW  JERSEY. 

Annual  Report  (May,  1926)  of  the  Board  of 

Trustees,  Charles  D.  Bennett,  M.D.,  Secretary 

Another  year  has  rolled  around  and  again  the 
society  records  its  customaary  gains  and  losses. 
These  things  must  be  and  while  we  occasionally 
lose  a member  by  death  or  resignation,  these 
deficits  are  always  more  than  made  up  by  new 
accessions. 

We  do  not  count  the  payment  of  a claim  as  a 
loss.  Rather,  we  record  it  as  a gain  in  that  we 
have  been  enabled  to  be  of  some  help  to  those 
in  trouble  and  have  done  our  bit  in  ameliorating 
the  sorrows  and  worries  that  seem  inevitable  when 
the  head  of  the  family  passes  on. 

We  have  recently  parted  with  another  of  our 
oldest  members,  a worthy  friend,  a former  trustee 
and  a man  who  not  merely  existed  but  truly  lived 
up  to  the  very  end  of  his  life,  and  who,  at  81,  al- 
lowed his  townsmen  to  elect  him  a Justice  of  the 
Peace  for  a term  of  six  years.  As  his  old  friend 
and  former  associate,  Dr.  Rosecrans,  writes:  '‘It 
is  fitting  to  recount  the  blessings  we  have  received, 
but  we  have  to  also  record  the  loss  of  one  of  our 
life-long  and  esteemed  members,  Dr.  Wm.  R.  Fish- 
er, of  Swiftwater,  Pa.,  Dr.  Fisher  was  a highly 
respected  and  successful  physician  in  Hoboken, 
New  Jersey.  He  joined  our  Society  on  June  29, 
1891.  He  was  a Trustee  of  the  Society  for  three 
years,  1898-9-1900.  He  retired  from  practice  in 
19  02,  at  the  age  of  5 7 years  and  then  settled  in 
Swiftwater,  Pa.,  where  he  died  at  the  age  of  81 
years  on  March  28,  1926.” 

In  addition  to  Dr.  Fisher  we  must  also  record 
the  loss  of  Drs.  W.  E.  Cladek,  Geo.  Cobb,  A.  Dal- 
las, G.  H.  Hahn,  W.  B.  Johnson,  J.  D.  Lippincott, 
W.  H.  Murray,  J.  P.  R.eilly,  F.  Steinke,  G.  L. 
Warren,  W.  P.  Watson  and  L.  Wolfstein;  thirteen 
in  all.  Nine  memberss  were  dropped  from  the 
roll  for  non-payment  of  assessments,  and  offsetting 
these,  twenty-nine  new  members  have  been  elect- 
ed, leaving  our  present  membership  48  4. 

It  is  interesting  in  the  way  of  confirming  our 
belief  that  many  of  the  deliquencies  of  our  mem- 
bers are  due  to  carlessness  or  forgetfulness,  to 
note  that  one  of  our  old  members  was  dropped 
because  of  unpaid  dues,  but  when  he  received  his 
notice  of  this  action,  he  promptly  wrote,  enclos- 
ing his  check  and  stating  that  he  wished  to  con- 
tinue his  membership.  Of  course  he  was  re-in- 
stated, but  his  case  well  illustrates  the  importance 
of  keeping  assessments  fully  paid. 

Our  Permanent  Fund  now  amounts  to  $35,576.- 
38,  and  from  the  income  of  this  fund  has  been 
distributed,  during  the  year,  to  worthy  beneficiar- 
ies, several  hundred  dollars.  No  unusual  incidents 
have  occurred  to  vary  our  usual  business  routine 
and  it  is  a pleasure  to  report  the  continued  pros- 
perity of  the  Society,  both  as  to  membership  and 
also  as  to  its  financial  condition. 

One  of  our  members  interested  himself  in  a 
personal  drive  for  new  members  and  sent  us  ten 


new  names  from  one  of  the  Northern  counties. 
This  was  splendid  work  for  the  society.  We 
should  be  very  happy  to  see  such  efforts  duplicated 
in  other  counties,  especially  in  the  Southern  por- 
tion of  the  state  where  we  are  very  poorly  repre- 
sented. One  member  in  the  south  did,  however, 
send  in  one  new  application,  reporting  also  that 
he  had.  brought  the  matter  to  the  attention  of 
his  County  Society,  and  for  this  action,  we  are 
very  grateful. 

As  a reminder  and  as  an  assistance  to  solictors, 
we  are  printing  with  this  report,  a blank  appli- 
cation for  membership,  of  which  we  trust  many 
will  come  back  to  us  with  the  appropriate  filling 
out.  It  should  not  be  hard  to  interest  at  least 
one  new  candidate.  Why  not  try  it  and  then 
“Watch  Us  Grow”? 


National  jfHetucal  J^etos. 


DO  YOU  FAVOR  CONTINUANCE  OF 
THE  SHEPPARD-TOWNER  LAW? 

In  his  report  to  the  House  of  Delegates  of 
the  State  Society,  Dr.  McBride,  as  Chairman 
of  the  Welfare  Committee,  stated  that  during 
the  past  winter  advices  had  been  sent  to  the 
Senators  and  members  of  Congress  from  New 
Jersey  that  the  medical  profession  of  this  state 
is  opposed  to  any  extension  of  that  law,  and  he 
further  called  upon  individual  members  of  the 
State  Society  to  now  communicate  with  their 
respective  Congressional  Representatives  and 
Senators  urging  attention  to  this  matter,  ac- 
tion upon  which  is  still  pending. 

Lest  you  be  not  familiar  with  the  present 
status  of  the  Sheppard-Towner  Act  and  the 
effect  of  this  sort  of  legislation  on  the  part  of 
the  National  Government,  we  deem  it  wise  to 
reproduce  herewith  the  salient  points  in  Dr. 
Woodward’s  excellent  report  to  the  American 
Medical  Association  in  session  at  Dallas,  Tex., 
April  19-23,  1926: 

THE  SHEPPARD-TOWNER  ACT:  ITS  PRO- 
POSED EXTENSION  AND  PROPOSED 
REPEAL. 

William  C.  Woodward, 

Executive  Secretary,  Bureau  of  Legal  Medicine 
and  Legislation  of  the  American  Medical 
Association,  Chicago. 

The  term  “Sheppard-Towner  Act”  is  the  popu- 
lar designation  for  “An  Act  for  the  promotion  of 
the  welfare  and  hygiene  of  maternity  and  infancy, 
and  for  other  purposes”,  approved  Nov.  23,  1921. 
Exactly  6 months  after  the  approval  of  this  act, 
the  House  of  Delegates  of  the  American  Medical 
Association  adopted  a resolution  condemning  it 
as  “a  type  of  undesirable  legislation  which  should 
be  discouraged”.  The  act  itself  authorized  ap- 
propriations to  carry  it  into  effect  until  June  30, 
192  7.  If  appropriations  are  to  be  made  to  carry 
it  into  effect  after  that  date,  it  is  necessary  for 
the  guidance  of  the  federal  budget  makers  and  of 
the  several  state  legislatures  meeting  in  Janu- 
ary. 192  7,  that  legislation  to  that  end  be  enacted 
at  the  present  session  of  Congress.  Bills  for  that 
purpose  were  introduced  into  the  Senate  and  the 
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House  of  Representatives,  as  reported  in  the 
Journal  (Protest  the  Sheppard-Towner  Act,  J.  A. 
M.  A.,  86:421,  Feb.  6,  1926)  at  that  time,  author- 
izing appropriations  for  2 additional  years.  The 
bill  introduced  into  the  House  was  passed.  In 
the  Senate,  the  Committee  on  Education  and  La- 
bor has  recommended  the  passage  of  the  House 
Bill,  but  recommended  that  the  period  of  the 
proposed  extension  be  reduced  from  2 years  to  1 
and  that  a definite  date  for  the  discontinuance 
of  aid  under  the  Sheppard-Towner  Act  be  now 
fixed.  With  those  recommendations  the  bill  now 
awaits  action  by  the  Senate.  In  the  meantime, 
another  bill  (H.  R.  10,986,  “A  Bill  To  Repeal  An 
Act  Entitled  ‘An  Act  for  the  Promotion  of  the 
Welfare  and  Hygiene  of  Maternity  and  Infancy, 
and  for  Other  Purposes,’  approved  November  23, 
1921,  and  amendments  thereto”)  has  been  intro- 
duced in  the  House  of  Representatives.  It  seems 
worth  while,  therefore,  to  inquire  into  the  nature 
of  the  original  Sheppard-Towner  Act,  so  as  to  fa- 
cilitate intelligent  action  on  the  bills  now  pend- 
ing and  to  promote  a constructive  program  for 
future  action  should  the  life  of  the  act  be  pro- 
longed. 

Purpose  and  Scope  of  the  Sheppard-Towner  Act. 

The  Sheppard-Towner  Act  authorizes  federal 
appropriations  to  stimulate  and  aid  the  states  in 
protecting  and  promoting  the  health  of  mothers 
and  infants.  It  denies  aid,  however,  to  every 
state  that  will  not  subject  its  activities  to  the  su- 
pervision and  control  of  a federal  bureau  and  a 
federal  board  and  that  will  not  appropriate  from 
the  state  treasury  money  to  match  the  federal 
subsidy.  If  the  state’s  plans  for  the  hygiene  of 
its  mothers  and  infants  are  not  pleasing  to  the 
federal  board,  no  federal  funds  are  forthcoming. 
If  the  federal  board  does  not  like  the  way  the 
state  is  carrying  its  plans  into  effect,  the  board 
can  discontinue  federal  aid.  Each  state  must  de- 
termine whether  it  will  or  will  not  accept  the 
proffered  subsidy  and  submit  to  federal  super- 
vision and  control.  Connecticut,  Illinois,  Kansas, 
Maine  and  Massachusetts  have  steadfastly  re- 
fused to  do  so.  The  federal  government  is  repre- 
sented in  the  case  primarily  by  the  Children’s 
Bureau,  a lay  bureau  in  the  Department  of  La- 
bor. The  chief  of  that  bureau,  however,  func- 
tions also  as  a member  of  the  Board  of  Maternity 
and  Infant  Hygiene,  her  comembers  being  the 
U.  S.  Commissioner  of  Education  and  the  Sur- 
geon General  of  the  U.  S.  Public  Health  Service. 
The  administration  of  the  act  is  entrusted  to  the 
Chief  of  the  Children’s  Bureau,  the  board  having 
authority  merely  to  pass  on  the  adequacy  of  state 
plans  and  activities. 

It  can  be  readily  seen  from  the  foregoing 
analysis  of  the  Sheppard-Towner  Act  that  it  em- 
powers the  federal  government  to  use  money, 
collected  from  the  people  through  federal  taxa- 
tion, to  induce  or  compel  the  several  states  to 
surrender  to  the  federal  government  the  right  to 
supervise  and  control  the  hygiene  of  maternity 
and  infancy  within  their  respective  state  borders. 
That  the  federal  government  has  no  right  to  con- 
trol such  matters  by  direct  federal  legislation 
seems  to  be  universally  conceded.  The  question 
as  to  whether  it  has  the  right  through  the  devious 
agency  of  conditional  federal  subsidies,  as  pro- 
vided in  the  Sheppard-Towner  Act,  to  accomplish 
that  which  it  cannot  accomplish  directly  has 
been  presented  to  the  United  States  Supreme 
Court  for  decision.  The  court  held,  however, 
that  it  could  not  properly  pass  on  the  question 
in  the  form  then  submitted,  because  the  determi- 
nation of  the  question  submitted  lay  within  the 
discretion  of  Congress,  a coordinate  branch  of 


the  government,  and  was  not  subject  to  review 
by  the  court.  (Commonwealth  of  Massachusetts 
v.  Mellon,  and  Frothingham  v.  Mellon,  43  Sup. 
Ct.  Rep.  597.)  No  one  has  yet  found  a way  of 
bringing  the  situation  before  the  United  States 
Supreme  Court  in  a form  in  which  that  court  can 
pass  on  it,  and  the  constitutionality  of  the  act 
remains  therefore  undetermined. 

Proposed  Extension  of  the  Sheppard-Towner 
Act. 

Some  of  the  proponents  of  the  Sheppard- 
Towner  Act  now  contend  that  the  act  is  perma- 
nent legislation.  Up  to  the  time  of  their  recent 
declarations,  however,  it  had  been  commonly  be- 
lieved that  the  act  was  temporary,  limited  by  its 
own  express  provisions  that  authorized  appro- 
priations only  until  the  fiscal  year  ending  June 
30,  1927.  That  view  seems  to  be  borne  out  by  the 
now  admitted  necessity  for  specific  legislative 
authority  for  any  appropriation  to  continue  op- 
erations under  the  act  after  the  period  stated; 
for  if  the  act  is  permanent  in  character,  new 
legislation  should  not  be  needed  to  enable  Con- 
gress to  make  appropriations  tp  carry  it  into 
effect. 

In  the  hearings  before  the  House  Committee 
on  Interstate  and  Foreign  Commerce  preceding 
the  enactment  by  the  House  of  Representatives 
of  the  bill  to  authorize  appropriations  for  2 ad- 
ditional years,  the  proponents  of  the  legislation 
admitted  that,  if  the  purposes  of  the  Sheppard- 
Towner  Act  as  conceived  by  them  are  to  be  ac- 
complished, an  extension  for  2 years  was  insuf- 
ficient and  that  other  extensions  would  probably 
be  sought  They  were  unwilling  to  state  any  defi- 
nite time  by  which,  in  their  judgment,  the  pur- 
poses of  the  act  would  be  accomplished.  The 
House  of  Representatives  looked  complacently 
on  the  prospect  of  repeated  appeals  for  extensions 
of  the  act  and  passed  the  bill  providing  for  a 2 
year  extension.  In  the  Senate,  the  Committee  on 
Education  and  Labor  recommended  that  the  bill 
passed  by  the  House  be  enacted,  but  only  after 
amendment  reducing  the  extension  of  the  act 
from  2 years  to  1.  In  the  opinion  of  the  com- 
mittee, it  seems,  the  work  undertaken  by  the  fed- 
eral government  under  the  Sheppard-Towner  Act 
belongs  in  principle  to  the  states  and  should  be 
allowed  to  revert  to  them  as  soon  as  practicable. 
At  present  writing,  the  bill,  with  the  committee’s 
proposed  amendment,  is  pending  in  the  Senate. 
The  bill  providing  for  the  repeal  of  the  Shep- 
pard-Towner Act  is  pending  before  the  Commit- 
tee on  Interstate  and  Foreign  Commerce  of  the 
House  of  Representatives. 

Fallacies  of  the  Sheppard-Towner  Propaganda. 

In  recent  hearings  before  the  House  Commit- 
tee on  Interstate  and  Foreign  Commerce,  as  in 
all  other  propaganda  in  support  of  the  Sheppard- 
Towner  Act,  one  looks  in  vain  for  facts  and  fig- 
ures showing  a reduction  in  maternal  and  infant 
mortality  through  the  operation  of  the  act.  The 
best  way  to  pass  on  the  merits  of  the  pending 
legislation  to  extend  the  act  or  to  bring  about 
its  repeal  seems  to  be,  therefore,  to  examine  the 
arguments  commonly  offered  in  support  of  the 
Sheppard-Towner  plan. 

(1)  In  support  of  the  Sheppard-Towner  plan 
it  is  commonly  urged  that  maternal  and  infant 
mortality  in  the  United  States  is  excessive,  as 
compared  with  maternal  and  infant  mortality  in 
other  countries,  and  therefore  must  be  reduced. 
The  comparisons  offered  by  the  proponents  of 
the  Sheppard-Towner  plan,  however,  to  show 
such  excessive  mortality  in  the  United  States  do 
not  justify  the  conclusion  that  such  mortality  is 
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higher  than  in  other  countries;  nor  if  it  be  higher, 
that  such  mortality  in  the  LTnited  States  can  be 
reduced  to  foreign  standards  by  legislative  ac- 
tion, nor  that  the  needful  legislation  could  be 
enacted  by  the  federal  government  more  effec- 
tively than  by  the  states. 

(2)  The  Sheppard-Towner  Act  stresses  arti- 
ficially the  importance  of  maternity  and  infant 
hygiene.  It  does  not  take  into  consideration  the 
relative  importance  of  the  various  health  activi- 
ties in  which  a state  must  engage.  It  disregards 
limitations  on  the  state's  resources  for  health 
work  and  the  possibility  that  to  appropriate 
money  to  meet  the  requirements  of  the  Sheppard- 
Towner  Act  it  may  be  necessary  to  curtail  es- 
sential activities  in  other  fields.  The  act  tends, 
therefore,  artificially  to  unbalance  the  health 
program.  From  the  standpoint  of  public  health 
administration  it  is  illogical  and  unwise. 

(3)  The  distribution  of  money  appropriated 
under  authority  of  the  Sheppard-Towner  Act  is 
arbitrary  and  irrational. 

(4)  The  purpose  of  the  Sheppard-Towner  Act 
is  presumably  to  increase  state  appropriations 
and  state  activities  for  the  lowering  of  maternal 
and  infant  mortality.  The  subsidies  provided  by 
the  act,  however,  do  not  necessarily  accomplish 
that  end.  Such  subsidies  are  presumed  to  be 
matched  against  appropriations  for  new  or  en- 
larged activities.  But  they  may  be  matched 
equally  well  against  appropriations  that  were 
regularly  made  before  the  Sheppard-Towner  Act 
was  passed.  The  mere  reallocation  of  items  in  a 
state  burget  can  produce  an  apparent  increase  in 
the  appropriation  for  maternal  and  infant  hygiene 
and  in  that  way  procure  an  increased  Sheppard- 
Towner  subsidy,  without  any  increase  whatever 
in  the  state's  activity  in  the  field  of  maternal  and 
infant  hygiene. 

(5)  The  extent  to  which  the  Sheppard- 
Towner  Act  produces  increases  or  decreases  in 
maternal  and  infant  mortality  cannot  be  deter- 
mined by  a study  of  mortality  rates  alone.  It 
must  be  shown  by  other  evidence  that  but  for 
the  passage  of  that  act  such  increases  or  de- 
creases would  not  have  occurred. 

(6)  Maternal  and  infant  health  work  can  not 
be  separated  from  health  work  generally.  If  the 
government  maintains  supervision  over  maternal 
and  infant  health  work  in  the  states,  it  must  ulti- 
mately gain  control  over  all  other  health  activi- 
ties; otherwise  there  may  be  wasteful  duplication 
of  effort  and  a possible  working  at  cross  purposes 
by  the  federal  and  state  agencies. 

(7)  The  Sheppard-Towner  Act  involves  a 
wasteful  and  unwise  duplication  of  effort  in  fed- 
eral health  activities. 

(8)  The  proponents  of  the  Sheppard-Towner 
Act  claim  that  the  interest  of  the  federal  gov- 
ernment in  mothers  and  babies  justifies  it  in  sub- 
sidizing in  their  behalf  state  health  activities  and 
in  taking  over  the  supervision  and  control  of 
them.  If  so,  the  interest  of  the  federal  govern- 
ment in  persons  of  other  ages  obviously  would 
justify  it  in  providing  subsidies  in  their  behalf 
and  in  taking  over  the  supervision  and  control 
of  health  work  for  them  also. 

Conclusion. 

The  comments  here  offered  have  been  written  in 
the  hope  of  bringing  about  a clearer  understand- 
ing of  the  purposes  and  probable  effects  of  the 
Sheppard-Towner  Act.  The  subject  has  been  ap- 
proached from  the  standpoint  of  public  health 
administration  and  from  the  standpoint  of  gov- 
ernment. The  physician  is  no  less  a citizen  be- 
cause he  is  a physician,  and  it  is  conceived  that 
he  is  interested  in  the  act  and  entitled  to  speak 


concerning  it  from  both  standpoints.  If  what 
has  been  said  leads  to  the  conclusion  that  the 
life  of  the  act  should  not  be  prolonged  or  that 
the  act  should  be  now  repealed,  that  conclusion 
should  be  made  known  to  the  senators  and  repre- 
sentatives who  represent  in  Congress  the  readers 
of  these  comments. 

Unless  you  are  in  favor  of  “state  medicine”, 
it  would  be  wise  to  act  in  this  matter  promptly 
and  do  your  part,  personally,  to  prevent  the 
proposed  legislation.  This  particular  law  is 
typical  of  the  several  attempts  made  in  recent 
years  to  give  the  national  government  control 
of  state  affairs,  and  in  this  instance  it  attacks 
the  fundamental  right  of  the  individual  states, 
to  control  their  own  health  activities.  So  far 
as  it  concerns  the  practice  of  medicine  it  is  but 
an  entering  wedge  and  if  we  submit  tamely  to- 
this  act  others  more  seriously  affecting  the 
practitioner  may  be  expected. 

Our  advice  is  that  you  inform  your  own 
Representative  and  Senator  immediately  that 
you  disapprove  legislation  of  this  sort,  and  de- 
liver your  message  in  no  uncertain  terms. 


Clinical  Report. 


HYPERNEPHORMA  ASSOCIATED  WITH 
POLYCYTHEMIA:  CASE  REPORT. 


Robert  A.  Kilduffe,  M.D..  Director  of  Laboratories, 

and  David  B.  Allman,  M.D.,  Visiting  Surgeon, 
Atlantic  City  Hospital. 

The  case  herewith  reported  is  deemed  of  in- 
terest because  of  the  marked  and  persistent  poly- 
cythemia associated  with  hypernephroma.  While 
this  association  is  not  unknown,  it  is  rare  and 
this  report  is  made  because  of  the  infrequency 
of  coincident  presence  of  these  two  not  obviously 
related  pathologic  entities. 

The  patient  was  an  inmate  of  2 hospitals  and 
came  under  the  observation  of  several  physicians. 
We  are  indebted  to  these  various  sources — Drs. 
A.  M.  Ornsteen  by  whom  the  patient  was  at- 
tended, and  C.  C.  Wolferth  under  whose  care  the 
patient  was  admitted  to  the  University  of  Penn- 
sylvania Hospital. 

The  various  data  thus  obtained  are  combined 
in  the  history  following: 

M.  F.  male,  colored,  aged  59,  a native  of 
Austria,  was  admitted  to  the  LTniversity  of  Penn- 
sylvania Hospital,  October  10,  1925. 

Chief  Complaint:  Constipation.  In  March,  1925, 
he  had  an  attack  of  “biliousness”  for  which  he 
received  medical  treatment,  without  marked  re- 
lief. Two  weeks  later,  while  endeavoring  to  de- 
termine the  cause  of  abdominal  distension  pres- 
ent since  the  “bilious”  attack,  he  discovered  a 
small  mass  at  the  costal  margin  in  the  right  an- 
terior axillary  line.  This  was  very  hard  but  not 
painful  on  pressure  and  could  only  be  felt  when 
the  patient  was  standing.  It  was  diagnosed  as 
a floating  kidney,  after  an  X-ray  examination,  and 
a belt  was  prescribed. 

The  mass  hag  never  given  any  direct  discom- 
fort but  continued  to  grow  in  size  until,  at  the 
time  of  admission,  it  was  the  size  of  a hen’s  egg 
and  palpable  in  the  recumbent  as  well  as  the 
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erect  position.  His  appetite  has  been  poor  but 
there  has  been  no  loss  of  weight.  He  has  not 
worked  for  4 years,  mainly  because  of  his  age 
rather  than  any  physical  disability.  There  were 
no  urinary  symptoms  of  any  description.  He  has 
never  been  jaundiced.  There  are  no  other  symp- 
toms other  than  insomnia  without  apparent 
cause. 

Previous  Medical  History:  Typhoid  fever  at  10 
years  of  age.  Denies  all  other  diseases,  including 
venereal. 

Social  History:  Was  a textile  worker  but  has 

been  supported  by  his  children  for  the  past  4 
years.  Habits  regular;  admits  no  excesses,  dietary 
or  otherwise. 

Family  History:  Mother  died  at  5 5 of  typhoid 
fever;  father  died  at  76  of  “old  age”.  No  history 
of  tuberculosis  or  malignancy.  , 

Physical  Examination:  October  24,  1925:  Well 

nourished  and  did  not  appear  actually  ill.  The 
general  examination  entirely  negative  except  for 
a mass  about  1%  in.  in  diameter  in  the  anterior 
part  of  the  neck,  to  the  right  of  the  midline, 
which  moved  on  swallowing,  and  absent  Achilles 
and  patellar  reflexes.  The  biceps  and  triceps  re- 
flexes diminished.  There  was  no  Babinski. 

The  salient  features  of  the  physical  examination 
were  those  of  the  abdominal  cavity.  There  was 
a mass  in  the  right  upper  abdomen  which  ex- 
tended below  the  costal  margins  to  the  level  of 
the  umtlilicus  and  which  seemed  to  be  continuous 
with  the  liver.  In  contour  it  was  irregularly 
round  and  about  4 in.  in  diameter,  lying  against 
the  abdominal  wall  and  extending  toward  but 
not  to  the  midline.  B.  P.  134/188.  Urine  pre- 
sented no  findings  of  interest  then  but  on  sub- 
sequent examinations  traces  of  albumin  and  large 
numbers  of  pus  cells  were  found.  Hb.  129%. 
R.  B.  C.  7,400,000.  W.  B.  C.  8300.  Neutrophiles 
72%;  Lymphocytes  18%;  Large  Mononuclears 
10%.  Ureteral  ’pthalein  test  (10/31/25):  Left: 
21%:  right:  8%.  Urea  N.:  18  mgms.  per  cent. 
Wassermann:  Negative. 

X-ray  of  chest:  Definite  glandular  enlargements 
in  hilum;  lungs  rather  fibrotic. 

Cystoscopic:  Definite  bladder  congestion.  Urine 
from  left  catheter  free  of  abnormal  cullular  ele- 
ments. Intravenous  ’pthalein:  Left  21%:  right 
2%. 

There  were  no  changes  of  signficance  in  the 
clinical  picture  during  the  next  4 weeks. 

It  was  suggested  by  Dr.  O.  H.  P.  Pepper,  who 
saw  the  case  in  consultation,  that,  if  the  patient 
had  an  adrenal  neoplasm,  probably  hyperne- 
phroma, involving  the  right  kidney  and  occluding 
the  right  spermatic  vein,  the  polycythemia  might 
be  explained  as  due  to  adrenal  stimulation. 

Occasional  chills  and  febrile  attacks  accom- 
panied by  showers  of  pus  in  the  urine  occurred 
but  no  other  events  of  interest. 

A pyelogram  (Nov.  17)  showed  the  upper 
calyx  apparently  pushed  downward,  causing  a 
distortion  of  the  shadow  probably  due  to  a tumor. 
The  patient  was  discharged  unimproved  on  No- 
vember 27,  with  a final  diagnosis  of  pyonephrosis 
and  probable  hypernephroma. 

On  December"  7,  he  was  admitted  to  the  At- 
lantic City  Hospital  on  the  service  of  Dr.  D.  B. 
Allman  with  the  above  diagnosis.  The  patient’s 
general  condition  was  not  as  good  as  it  had 
been  and  while  it  was  realized  that  his  chance 
for  recovery  after  operation  \yas  slight,  there 
was  no  chance  without  operation  and  he  was 
admitted,  therefore,  for  operation  upon  his  own 
and  his  relative’s  insistence.  This  decision  was 


made  with  Dr.  Wolferth’s  acquiescence,  who  also 
saw  the  patient  at  this  time. 

On  admission  the  physical  findings  were  as  be- 
fore with  the  exception  that  the  tumor  mass  was, 
perhaps,  slightly  larger. 

The  urine  showed  nothing  of  interest.  The 
blood:  Hb.  110%  R.  B.  C.  8,170,000.  W.  B.  C. 
25,8  40.  Polymorphonuclears  83%.  Lymphocytes 
12%.  Large  Mononuclears  4%.  Wassermann: 
negative. 

Operation,  the  following  day,  revealed  a huge 
tumor  involving  the  right  kidney.  The  mass 
was  adherent  to  all  the  surrounding  structures 
and  was  removed  entire  with  some  difficulty.  The 
patient  reacted  fairly  well  from  the  operation 
but  there  was  persistent  oozing  from  the  wound 
and  death  occurred  2 days  later,  apparently  from 
the  effects  of  operation  shock  and  hemorrhage. 

A blood  count  on  the  day  of  death  showed:- 
Hb.  110%.  R.  B.  C.  7,500,000.  W.  B.  C.  16,800. 
Polymorphonuclears  87%.  Large  Mononuclears 
8%.  Lymphocytes  4%. 

The  tumor,  on  examination,  presented  the  fol- 
lowing features:  Specimen  consists  of  a kidney 
removed  entire.  The  organ  is  greatly  hyper- 
trophied measuring  17x4.5  cm.  at  the  upper  pole 
and  10  cm.  in  diameter  at  the  lower  pole.  The 
upper  pole  is  relatively  normal  in  contour  and 
appears  to  consist  of  comparatively  normal  renal 
tissue,  though  there  is,  on  section,  evident  in- 
terstitial hemorrhage  and  some  degree  of  fibrosis. 
The  lower  pole  of  the  kidney  is  much  distorted 
and  of  marked  irregularty  of  contour.  There  are 
numerous  nodular  projections  which  are  sponge- 
like in  appearance.  The  outer  surface  presents 
the  appearance  of  having  been  adherent  to  the 
surrounding  structures  from  which  it  has  been 
freed  with  well  marked  hemorrhagic  oozing. 

When  the  organ  is  sectioned  longitudinally, 
the  upper  pole  presents  nothing  of  marked  in- 
terest other  than  is  suggested  in  the  gross  descrip- 
tion above.  The  lower  pole,  and  this  portion 
constitutes  the  major  portion  of  the  tissue  as  a 
whole,  is  seen  to  consist  of  a dense,  somewhat 
yellowish  area  of  fibrous  consistency,  which 
measures  approximately  6 to  7 cm.  in  diameter, 
the  outline  being  irregular.  Radiating  from  this 
in  all  directions  are  spongy,  somewhat  papilloma- 
tous masses,  yellowish  in  color,  perceptibly  friable 
and  easily  torn,  and  interspersed  here  and  there 
with  cyst  cavities  containing  sometimes  bloody, 
sometimes  purulent  fluid,  and  sometimes  a some- 
what gelatinous  material. 

The  gross  appearance  is  strongly  suggestive  of 
a malignant  neoplasm — most  probably  a hyperne- 
phroma. 

Formalin  fixation  paraffin  sections:  Sections 

were  cut  from  the  upper  pole,  the  central  fibrous 
core,  and  various  areas  of  the  fungoid  mass 
described. 

Microscopy:  Sections  from  the  upper  pole  show' 
as  their  most  salient  characteristic,  a marked 
congestion  of  the  malpighian  tufts.  There  is  a 
perceptible  and  at  all  time  well  marked  tendency 
toward  desquamation  of  the  epithelium  of  the 
tubules.  Here  and  there  are  areas  of  interstitial 
hemorrhage  and  the  general  picture  is  that  of  a 
kidney  showing  parenchymatous  nephritis.  Sec- 
tions through  the  central  fibrous  core  show  this 
to  be  composed  entirely  of  a dense  mass  of  more 
or  less  homogeneous  fibrous  material.  There  are 
no  included  islands  of  renal  or  other  tissue.  Sec- 
tions from  the  lower  pole  containing  the  growth 
show  an  interesting  and  complex  picture:  Thdre 
is  a thin  connective  tissue  stroma  which,  how- 
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ever,  does  not  divide  the  tissue  in  a manner  sug- 
gesting an  alveolar  arrangement.  Loosely  ar- 
ranged within  these  meshes  are  large  numbers 
of  clear,  polyhedral  cells  and  cells  of  epithelioid 
type  all  of  which  contain  a large  amount  of  fat — 
“clear  cells  ’.  There  are  numbers  of  areas  of  in- 
terstitial hemorrhage.  There  are  relatively  num- 
erous cyst-like  spaces  some  of  which  contain 
blood  and  some  a clear  homogeneous,  eosin- 
staining  material. 

The  growth  is  evidently  malignant  but  its  his- 
tologic classification  is  a matter  of  some  difficulty. 
In  many  ways  it  resembles  the  papillary  carci- 
noma of  clear  cell  type  seen  in  the  kidney.  How- 
ever, it  is  classified  for  this  report  as  a hyperne- 
phroma on  the  basis  of  the  following  character- 
istics: Its  large  size,  circumscribed  character,  and 
fatty,  yellowish  gross  appearance.  The  tendency 
toward  cyst  formation  and  its  vascularity  are  also 
in  favor  of  hypernephroma.  Microscopically,  the 
high  fat  content  of  the  cells,  the  areas  of  necrosis, 
the  loose  relation  of  the  cells  to  the  stroma  and 
to  each  other,  and  the  presence  of  the  fibrous 
core,  together  with  the  cysts  containing  homo- 
geneous material,  all  warrant  the  classification 
of  this  growth  as  a hypernephroma. 

The  particular  interest  attaching  to  the  case 
is  the  association  of  polycythemia  with  hyperne- 
phroma. Such  an  association  has  been  reported 
before  but  no  obvious  or  satisfactory  explanation 
has  as  yet  been  advanced. 

Because  of  the  fact  that,  in  true  erythremia, 
a marked  reduction  in  the  red  cell  count  has 
been  noted  after  the  intravenous  administration 
of  sodium  bicarbonate,  it  has  been  suggested 
that  polycythemia  may  be,  in  some  way,  de- 
pendent upon  acidosis  of  the  blood  plasma.  There 
is  little  evidence,  however,  to  support  this  as- 
sumption in  general  and  none  in  the  case  at 
hand. 

Antonelli,  who  reports  a case  of  polycythemia 
associated  with  neoplasm  of  the  suprarenal  cap- 
sules, (Minerva  Med.,  2:769,  December  1,  1922) 
believes  that  the  association  was  due  to  a patho- 
genetic connection  between  the  two  conditions, 
the  mechanism  of  which  remains  undetermined. 

Cutler,  reviewing  the  literature  of  hyperne- 
phroma and  reporting  32  cases  encountered  dur- 
ing a period  of  16  years,  (Bull.  Johns  Hopkins 
Hospital.  July,  1924,  p.  214)  found  the  blood 
picture  uniformly  that  of  a secondary  anemia,  so 
that  polycythemia  may  be  regarded  as  an  un- 
common associated  finding,  the  occurrence  of 
which  warrants  its  report. 


COINCIDENT  NORMAL  AND  EXTRA-UTER- 
INE PREGNANCIES. 

George  W.  Lawrence,  M.D., 

Lakewood,  N.  J. 

This  is  a case  reported  as  being  a little  out  of 
the  ordinary. 

I was  called  in  the  afternoon  of  June  11  to 
see  a case  with  Dr.  T.  Patient  had  been  in  bed 
without  medical  attention  since  June  7,  at  which 
time  she  was  taken  with  pain  in  the  right  side 
and  abdomen,  and  vomiting.  Mustard  paste  and 
hot  applications  had  been  applied  to  ease  her 
pain,  but,  not  improving,  Dr.  T.  was  called  on  the 
morning  of  the  eleventh.  Finding  indications  of 
inflammation  and  a temperature  of  100.5°,  he  ad- 
vised operation  and  called  me  in  consultation  the 
same  afternoon. 

Patient,  colored,  female,  21  years  old,  married, 
and  has  had  one  child  now  about  1 year  old. 
Since  this  pregnancy  her  periods  have  been  regu- 


lar each  month.  Last  period  being  May  6 and 
normal  in  all  respects.  She  has  been  quite  con- 
stipated but  no  attacks  of  pain  of  this  character. 
At  time  of  examination  temperature  102°.  Ab- 
domen quite  tender,  especially  across  the  lower 
part  and  right  side;  some  rigidity  of  the  right  rec- 
tus muscle.  Not  able  to  make  out  any  tumor  by 
palpation  externally. 

As  her  condition  seemed  urgent  we  removed 
her  to  the  Hospital  at  once  and  at  5:30  p.  m. 
operated. 

On  opening  the  abdomen  with  the  usual  ap- 
pendectomy incision  quite  a little  serous  fluid 
was  found  but  no  indication  of  pus  and  no  odor. 
The  intestines  were  considerably  congested  and 
the  appendix  was  considerably  inflamed.  How- 
ever, the  trouble  with  the  appendix  did  not  seem 
to  be  the  primary  cause  and  after  removing  the 
same  I explored  the  pelvis  and  found  quite  a mass 
which  proved  to  be  the  right  ovary  about  3 
times  its  normal  size  and  on  the  end  of  which 
was  a ruptured  sac  nearly  the  size  of  a golf  ball 
from  which  the  contents  had  escaped.  This  had 
every  appearance  of  and  undoubtedly  was  ar, 
extra-uterine  pregnancy  of  5 or  6 weeks  standing. 
The  fallopian  tube  was  some\vhat  congested  and 
enlarged  and  the  whole  was  removed.  The  uterus 
was  considerably  enlarged  and  boggy.  Left  ovary 
and  tube  normal.  Some  blood  clots  from  the 
ruptured  sac.  The  debris  was  washed  and 
sponged  out  but  no  fetus  found.  Abdomen  was 
closed  in  the  usual  manner  and  the  next  day 
after  a sharp  chill  the  temperature  reached  103° 
at  4 p.  m.  and  104°  at  8 p.  m.  Patient,  however, 
did  not  seem  to  be  particularly  distressed  and 
there  was  no  indication  of  peritonitis.  She 
started  a slight  flow  the  morning  of  the  next  day, 
i.  e.,  June  13,  temperature  8 a.  m.  102.5°  and  at 
noon  103.2°.  Flow  increased  and  in  the  morning 
of  June  14  a sac  was  expelled  which  contained  a 
fetus  indicating  about  a 5 or  6 weeks  pregnancy. 
Temperature  dropped  down  to  100°  and  on  June 
15  was  at  normal,  and  she  made  an  uneventful 
recovery.  Stitches  removed  on  June  20  with  no 
indication  of  any  sepsis.  Abdomen  apparently 
normal  in  every  respect.  Patient  was  up  and 
about  June  22. 

This  case  is  reported  to  point  out  the  possi- 
bility of  a double  pregnancy;  one  being  normal 
and  the  other  extra-uterine  at  the  same  time. 


Hav  ifltrror  Bef  lections 


REAL  DOCTORS  ARE  NOT  IN  SCHOOLS. 

Under  this  title  the  New  York  Times  of 
April  1 published  a note  which  should  be 
helpful'  toward  dissipating  misunderstanding 
in  the  public  mind  regarding  the  relation- 
ship of  “cults”  to  regular  physicians.  The 
public  is  prone  to  consider  any  newly  sug- 
gested form  of  treatment,  for  any  disease  or 
limited  numbers  of  affections,  as  constitut- 
ing a “new  school  of  medicine.”  We  can- 
not always  take  the  time  and  may  not  often 
have  the  opportunity,  to  combat  these  mis- 
conceptions, but  whenever  possible  we 
should  embrace  the  chance  to  explain  that 
there  is  but  one  honest,  legitimate  “school” 
of  medicine  and  that  members  of  that  school 
—properly  qualified  and  licensed  physicians 
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— study  and  are  at  liberty  to  use  any  known 
method  of  treating  disease  conditions. 

We  quote  the  Times  article  : 

A too  common  misapprehension  as  to  the  medi- 
cal profession  was  expressed  this  week  by  Samuel 
Untermeyer  in  a letter  to  John  Knight,  Republi- 
can leader  of  the  State  Senate.  As  a reason  for 
opposing  the  Webb-Loomis  Medical  Practice  bill, 
Mr.  Untermeyer  wrote:  “The  great  body  of  phys- 
icians in  this  state  is  so  divided,  and  there  are  so 
many  schools  of  physicians  at  war  with  one  an- 
other, that  it  is  unjust  to  place  the  members  of 
any  one  school  in  the  power  of  this  dominating 
faction  or  of  any  other  faction.” 

But  the  medical  profession,  properly  so  called, 
is  not  divided  into  either  schools  or  factions.  Their 
only  division  is  into  general  practitioners  and 
specialists.  The  latter,  however,  have  had  the 
same  preliminary  training  as  the  former,  and  be- 
tween the  two  there  is  no  war  and  nothing  like  a 
war.  In  theory  always,  and  in  practice  usually, 
they  work  together  in  perfect  harmony. 

The  only  war  is  between  the  followers  of  the 
various  cults  and  fads  that  form  the  lunatic  fringe 
of  medicine.  There  is  where  denunciations  of 
rivals  are  to  be  heard,  and  naturally,  for  each 
group  insists  on  vaunting  and  exploiting  the 
efficacy  of  a single  remedy  for  every  ill,  and  each 
is  obliged  to  declare  all  panaceas  except  its  own 
to  be  worthless. 

The  real  doctor  does  not  believe  in  cure-alls. 
He  does  not  ban  suggestion  or  “physiotherapy” 
when  his  diagnosis  indicates  its  value.  Whether 
the  Webb-Loomis  bill  does  or  does  not  put  too 
much  power  in  the  hands  of  too  few  men  is  de- 
batable, but  its  fault  is  not  that  of  giving  one 
“school”  of  real  doctors  too  much  authority  over 
other  “schools,”  also  of  real  doctors. 

ATTENTION ! ANTIVI VISECTIONISTS. 

A new  victory  for  our  Army  Surgeons. 

(N.  Y.  Times,  June  2,  1926.) 

There  has  just  been  repeated  in  the  Philip- 
pines a triumph  of  medical  science  worthy  to 
rank  in  merit,  though  of  course  not  in  glory,  with 
the  one  achieved  in  Cuba,  also  by  American  army 
surgeons. 

Then  it  was  yellow  fever  that  was  conquered 
and  so  thoroughly  that  now,  if  that  scourge  lin- 
gers anywhere,  it  is  in  some  South  American 
port  so  small  and  remote  from  the  paths  of  com- 
merce that  news  of  what  to  do  has  not  reached 
it.  The  new  achievement  is  the  discovery,  not 
that  dengue  fever  is  carried  by  a mosquito — that 
has  been  long  more  than  suspected — but  that  it 
is  carried  by  a particular  species  of  mosquito. 

According  to  report,  the  criminal  is  the  same 
as  in  the  case  of  yellow  fever,  but  the  name  is 
given  in  the  dispatch,  “Aedos  egypti,”  is  far  from 
being  the  same  as  the  “stegomyia,”  made  fa- 
mous, or  infamous,  in  Cuban  annals. 

But  that  is  a small  matter.  What  counts  is 
that  again  there  was  a call  for  army  men  to  sub- 
mit to  inoculation  as  the  only  way  to  settle  the 
problem  of  the  fever’s  transmission,  and  again 
there  was  a prompt  and  cheerful  response.  That 
human  beings  instead  of  animals  were  used  in 
the  research  is  due,  as  in  Cuba,  to  the  fact  that  the 
fever  is  one  to  which  all  animals,  so  far  as  known, 
are  immune.  Nothing  can  be  learned,  therefore, 
by  injecting  the  germs  of  the  malady  in  their 
bodies. 

The  antivivisectors  should  note  that  whenever 
necessary  for  the  settlement  of  a question  of  this 
kind  there  never  is  any  lack  of  men  who  volun- 


teer to  risk  health  and  even  life  in  the  service 
of  humanity.  It  is  not  so  easy  to  die  of  dengue 
fever  as  it  used  to  be  of  yellow  fever,  but  the 
former  is  quite  bad  enough,  and  to  chance  it 
takes  courage  of  the  highest  order. 

That  is  why,  in  commending  the  seventy-five 
volunteers  in  general  orders,  the  commanding 
General  in  the  islands  takes  pains  to  say  that 
what  they  did  was  “above  the  normal  require- 
ments of  duty.” 


HOSPITALS  IN  ORANGE,  HYGIENE  IN  CAR- 
TERET CAUSE  NATION’S  RECORDS. 

(Newark  Evening  News,  May  27,  19.26) 

Birth  Rate  Without  Non-Residents  in  Ma- 
ternity Wards  is  Normal. 

Orange’s  top  place  in  the  nation  in  birth  rate 
figures  compiled  by  the  United  States  Department 
of  Commerce  is  due,  in  part,  to  the  presence  with- 
in its  confines  of  two  large  hospitals,  according 
to  Miss  Lenore  Young,  health  officer  of  the  city. 

The  Department  of  Commerce  yesterday  an- 
nounced a birth  rate  in  Orange  of  50.3  per  1000 
of  population,  approximately  two  and  one-half 
times  the  birth  rate  in  the  state  and  twice  that 
in  this  city. 

Miss  Young  stated  that  the  figures  of  her  own 
department,  based  upon  births  to  persons  actually 
resident  in  the  city,  gave  a rate  of  20.25.  Un- 
der the  present  state  laws  regarding  returns  of 
birth  records  and  the  care  with  which  they  are 
observed,  this  figure,  Miss  Young  said,  could  be 
regarded  as  quite  accurate. 

In  computing  this  rate,  she  stated,  the  health 
department  took  into  consideration  births  oc- 
curring elsewhere  to  parents  who  were  residents 
of  Orange,  when  return  was  made  from  the  place 
of  birth.  No  births  at  St.  Mary's  or  Orange  Me- 
morial hospitals  were  counted  where  the  parents 
were  not  residents  of  the  city.  These  factors 
were  ignored  by  the  Department  of  Commerce, 
according  to  Miss  Young,  the  total  number  of 
births  within  the  city  being  taken  and  applied  to 
the  total  population. 


Deaths  Reduced  by  Work  for  Children’s 
Health  in  Industrial  Town. 

Carteret,  May  2 7. — For  answer  to  inquiries 
descending  on  Health  Inspector  Frank  Born  as  to 
how  Carteret,  an  industrial  town,  leads  munici- 
palities the  country  over  in  low  death  rate,  Car- 
teret points  to  child  hygiene. 

Two  nurses  are  employed  and  two  doctors. 
Dr.  H.  L.  Strandberg  and  Dr.  Samuel  Messinger. 
Immunization  work  against  diphtheria  was  be- 
gun in  the  borough  among  children  two  years 
ago,  and  400  children  have  been  immunized. 
Since  that  time  not  a single  case  of  diphtheria 
has  occurred. 

Death  from  any  cause  is  the  signal  for  prompt 
investigation  by  Inspector  Born  and  his  force,  and 
measures  are  taken  to  prevent  spread  of  the 
cause,  if  it  is  contagious,  to  other  families  or 
within  the  family  where  death  occurred.  A 
tuberculosis  clinic  is  held  every  two  weeks  un- 
der the  direction  of  Mr.  Born  and  Miss  Marie 
Neilson  of  Perth  Amboy.  Boarding  houses,  num- 
erous in  the  borough  are  kept  under  vigilant  sur- 
veillance. 

The  industrial  nature  of  the  borough  is  pro- 
nounced. Chemicals,  fertilizer,  lumber,  steel  and 
foundry  plants  all  are  located  here,  and  the 
workers  live  for  the  most  part  in  the  borough, 
which  has  a population  of  more  than  12,000, 
and  a death  rate  of  5.6  per  1000. 
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Count?  lionet?  Reports. 


ATLANTIC  COUNTY. 

Joseph  H.  Marcus,  M.D.,  Reporter. 

• On  June  10,  1926,  the  annual  outing  of  the 
Atlantic  County  Medical  Society  was  held  at  the 
Seaview  Golf  Club,  through  the  courtesy  of  Dr. 
Walt  P.  Conaway.  The  wives  of  the  members 
were  present  and  during  the  afternoon  golf  was 
enjoyed  by  the  physicians,  with  bridge  and  ma- 
jong  for  the  ladies.  During  the  evening  a testi- 
monial dinner  was  tendered  to  Doctors  George 
Scott  and  Philip  Marvel,  Sr.,  of  Atlantic  City, 
the  speaker  for  the  occasion  being  Dr.  Hobart 
A.  Hare,  professor  of  Therapeutics  and  Materia 
Medica  at  Jefferson  Medical  College. 

Dr.  D.  Ward  Scanlan,  President  of  the  Society, 
acted  as  toastmaster  and  in  his  prefatory  remarks 
stated  that  this  dinner  was  tendered  as  a mark 
of  esteem  to  two  of  the  oldest  members  of  the 
Atlantic  County  Medical  Society,  Doctors  Scott 
and  Marvel,  Sr.  He  then  introduced  Dr.  Hobart 
A.  Hare  and  he  in  his  usual  scintillating  and  ora- 
torical fashion,  interestingly  outlined  the  student 
days  of  Dr.  Marvel.  Among  other  things  he  em- 
phasized the  inherent  and  invaluable  merits  of 
friendship  as  displayed  by  the  Medical  Society 
in  so  honoring  these  distinguished  members,  thus 
paying  a glowing  tribute  to  both  Dr.  and  Mrs. 
Scott  and  Dr.  and  Mrs.  Marvel. 

Dr.  Walt  P.  Conaway  recounted  his  associa- 
tion with  Dr.  Marvel  during  his  period  of  as- 
sistanship,  stating  that  these  few  years  had 
proved  of  inestimable  value  to  him  in  his  subse- 
quent practice  of  medicine. 

Due  to  the  enforced  absence  of  Dr.  Henry  O. 
Reik,  Editor  of  the  New  Jersey  State  Journal, 
Dr.  Conaway  read  a letter  in  which  Dr.  Reik 
referred  to  the  early  days  of  Dr.  Marvel’s  career: 

June  7,  1926. 

Dr.  Walt  P.  Conaway,  Chairman, 

Seott-Marvel  Dinner  Committee, 

Atlantic  City,  New  Jersey. 

My  dear  Dr.  Conaway: 

Seldom  have  I suffered  a keener  disappoint- 
ment than  accompanies  my  being  deprived  of  the 
pleasure  of  sitting  with  the  Atlantic  County  Medi- 
cal Society  this  evening  to  pay  tribute  of  respect 
to  your  honored  and  honorable  guests.  Unfortu- 
nately for  me,  duty  called  me  elsewhere  and  my 
friends  would  not  have  me  shirk  duty  even  to  do 
honor  unto  them.  So,  I would  beg  the  favor  of 
being  permitted,  in  absentio,  to  speak  through 
you  and  to  offer  congratulations  and  felicitations 
to  Dr.  Scott  and  Dr.  Marvel,  and  particularly  to 
address  the  latter,  whom  I have  been  privileged 
to  know  for  a longer  time  perhaps  than  any  other 
member  of  your  party. 

Much  longer  ago  than  he  cares  now  to  remem- 
ber, for  it  was  back  in  the  dark  ages  of  the  nine- 
teenth century,  Philip  Marvel  was  placed  in 
charge  of  a country  school  in  the  village  of  Fred- 
erica, Delaware;  a school  composed  largely  of 
bad  boys  and  mischievous  girls.  In  spite  of  the 
many  difficulties  encountered  there,  he  performed 
his  task  as  a teacher,  as  he  has  all  others  in  life 
— with  tact  and  skill  and  a singleness  of  purpose 
that  wins  success.  As  a country  lad,  I received 
from  him  my  first  inspiration  to  study  for  the  pure 
love  of  learning.  Throughout  the  many  years 
that  have  since  elapsed,  he  has  been  a constant 
source  of  inspiration  and  a living  example  of 
what  a member  of  our  profession  should  be: 


Learned  in  the  science  of  medicine;  skilled  in  the 
art  of  applying  that  knowledge;  devoted  to  the 
principles  and  ideals  of  the  great  physicians  of 
history;  earnest  in  the  performance  of  all  duties 
and  in  the  acquittance  of  obligations;  honest  in 
all  dealings  with  the  sick;  a seeker  after  truth 
but  always  dominated  by  humanitarian  impulses; 
above  all,  a man  that  loves  his  brother  as  him- 
self. To  the  country  boy  of  olden  days  Dr.  Mar- 
vel continues  to  be  the  admired  teacher  and  the 
beloved  friend. 

On  the  occasion  of  this  celebration  of  the  fact 
that  we  have  in  our  midst  two  such  distinguished 
physicians,  and  toward  your  society's  testimonial 
to  their  eminence  and  your  evidence  of  admira- 
tion of  and  respect  for  their  attainments,  I 
would  like  to  contribute  my  personal  greetings 
and  / give  expression  to  the  hope  that  they  will 
continue  with  us  for  many  more  years  as  guides 
and  exemplars. 

Sincerely  yours, 

Henry  O.  Reik. 

Dr.  Scott  expressed  his  sincere  gratitude  and 
profound  appreciation  to  the  members  of  the 
society  in  so  honoring  him,  further  stating  that 
th,e  members  of  this  association  have  always 
proved  to  be  a source  of  inspiration  to  him. 

Dr.  Marvel,  Sr.  expressed  himself  as  being 
profoundly  grateful  for  this  generous  friendship 
and  kindly  exhibition  of  friendliness.  He,  then, 
in  a most  interesting  fashion  outlined  his  early 
days  in  practice  in  Atlantic  City  and  its  environs, 
feeling  that  the  hardships  of  the  practice  of 
medicine  in  the  early  days  presented  no  insur- 
mountable obstacle  to  doing  one's  duty  to  man- 
kind. The  necessity  of  associating  himself  with 
younger  men  and  the  urgency  of  encouraging 
a wider  scope  in  the  practice  of  medicine  was 
recognized  by  him  at  a very  early  time  and  it 
is  surprising  to  note  that  Dr.  Marvel  has  up  to 
the  present  time  associated  with  him  a total  of 
25  physicians.  Dr.  Marvel  has  been  practicing 
medicine  for  42  years. 


CAPE  MAY  COUNTY. 

Eugene  Way,  M.D.,  Reporter. 

The  regular  semiannual  meeting  of  the  Cape 
May  County  Medical  Society  was  held  at  the 
Egg  Harbor  Inn,  Beesleys  Point,  on  Tuesday, 
June  7,  1926,  with  the  President,  Dr.  George  F. 
Dandois,  in  the  Chair.  The  occasion  being 
“Ladies’  Day",  16  of  the  fair  sex  were  present, 
while  the  men  numbered  but  15. 

Dr.  Arnold  J.  Friedland  and  Dr.  Ida  M.  Fried- 
land,  of  Woodbine,  were  elected  members  of  the 
Society. 

The  question  of  changing  the  present  form  of 
the  Board  of  Trustees  of  the  State  Society  was 
ta.ken  up  for  discussion,  the  consensus  of 
opinion  being  that  no  change  is  needed,  but 
under  the  circumstances  it  was  thought  best  to 
allow  our  Delegate  to  use  his  judgment  in  the 
matter  and  it  was  so  voted. 

Dr.  Clarence  W.  Way,  Delegate  to  the  meeting 
of  the  State  Society  for  19  25,  gave  a report  of 
the  meeting,  showing  its  wonderful  help  and 
inspiration  to  all  physicians  and  urged  every 
member  of  the  Society  to  attend  the  meeting 
this  year. 

Colonel  Charles  M.  Gandy  was  elected  Censor 
to  fill  the  vacancy  caused  by  the  death  of  Dr. 
V.  M.  D.  Marcy. 

The  President  then  introduced  Professor  Ed- 
ward J.  KIopp,  of  Philadelphia,  who  gave  an  in- 
teresting address  on  “Abdominal  Surgery  with 
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Special  Reference  to  Appendicitis  and  Extopic 
Gestation”.  Dr.  E.  J.  Beardsly,  of  Philadelphia, 
then  gave  an  able  address  on  ‘ Preventive  Medi- 
cine”, laying  great  stress  on  diphtheria  and 
syphilis.  Drs.  Klopp  and  Beardsly  were  voted 
the  thanks  of  the  Society. 

The  need  of  a Welfare  Home  in  the  county 
was  set  forth  by  Dr.  Julius  Way  and  a resolu- 
tion addressed  to  the  Board  of  Freeholders 
recommending  the  same  was  adopted. 

Dr.  H.  O.  Reik  addressed  the  Society  on  the 
work  of  the  State  Welfare  Committee. 

Voted  that  the  next  meeting  be  held  at  the 
Woodbine  Colony. 

ESSEX  COUNTY. 

Newark  Betli  Israel  Hospital  Clinical  Society. 

S.  J.  Soschin,  M.D.,  Reporter. 

The  regular  monthly  meeting  of  the  Newark 
Beth  Israel  Hospital  Clinical  Society  was  held  on 
May  5,  1926,  at  the  Academy  of  Medicine,  with 
Dr.  B.  Abrams  jmesiding. 

Dr.  E.  Parsonnet  reported  a case  of  dermoid 
cyst  in  the  sac  of  an  umbilical  hernia.  There  has 
been  no  parallel  found  in  the  literature.  The 
case  simulated  intestinal  obstruction  and  there 
was  a pulsion  diverticulum  of  the  ileum.  Dr. 
Soschin  read  a paper  on  the  “Management  of  the 
Acute  Traumatic  Abdomen”.  This  was  discussed 
by  Drs.  Danzis,  Robbins,  Abrams,  Rothenberg 
and  Polevski.  Dr.  H.  Reich  read  a paper  on 
“Treatment  of  Head  Injuries”.  This  paper  was 
discussed  by  Dr.  Danzis.  (Both  papers  will  be 
published  later  in  the  Journal).  This  was  dis- 
cussed by  Drs.  Danzis  and  Soschin.  The  follow- 
ing thoughts  were  brought  out.  The  hernial  sac 
should  be  dissected  out,  opened  and  sutured  over. 
The  fascial  ring  should  be  carefully  cleaned  off, 
and,  lastly,  care  should  be  exercised  in  hemo- 
stasis. 


MERCER  COUNTY. 

A.  Dunbar  Hutchinson,  M.D.,  Reporter. 

The  Mercer  County  Society  met  in  the  Car- 
teret Club  on  June  9. 

Unfinished  business  provided  sufficient  enter- 
tainment for  the  evening,  our  previous  meetings 
being  completely  filled  by  the  excellent  speakers 
secured  by  our  efficient  program  committee. 

The  committee  appointed  by  the  President  to 
draw  up  Resolutions  on  the  death  of  Dr.  Edward 
S.  Hawke,  submitted  a report  which  was  read 
and  adopted. 

Drs.  Scammell,  Haggerty  and  George  Williams 
were  appointed  as  a committee  to  confer  with 
the  Secretary  of  Middlesex  County  relative  to  a 
tricounty  meeting. 

The  Society  will  meet  in  Princeton,  Proctor 
Hall,  June  23,  at  which  time  Dr.  John  F.  An- 
derson. of  Squibbs  Laboratories,  New  Brunswick, 
will  talk  on  the  subject,  “The  Control  of  Strep- 
tococcic Infections,  with  Particular  Reference  to 
Scarlet  Fever,  Erysipleas  and  Puerperal  Fever”. 


MIDDLESEX  COUNTY. 

John  H.  Rowland,  M.D.,  Reporter. 

The  regular  quarterly  meeting  of  the  Middle- 
sex County  Medical  Society  was  held  in  the 
Nurses’  Home  of  the  Perth  Amboy  Hospital  on 
Wednesday  afternoon,  June  16,  1926.  The  meet- 
ing was  called  to  order  at  4 p.  m.  by  Dr.  J.  P. 
Schureman,  of  New  Brunswick.  After  the  regu- 
lar order  of  business  was  disposed  of,  the  speaker 


of  the  afternoon,  Dr.  William  S.  Bainbridge,  of 
New  York,  was  introduced,  and  he  gave  a very 
interesting  and  inspiring  talk  on  “Cancer”.  Dr. 
Hoffman,  of  New  Brunswick,  and  Dr.  F.  C.  Henry, 
Jr.,  of  Perth  Amboy,  entered  into  the  discussion 
which  added  much  to  the  program. 

Almost  45  members  were  present  to  enjoy  the 
meeting.  The  following  physicians  have  been 
elected  to  membership  since  January  1,  19  26: 
F.  M.  Clarke,  New  Brunswick;  G.  H.  Gehrman, 
Highland  Park;  J.  M.  Gusanti,  Perth  Amboy; 
M.  L.  Rona,  New  Brunswick;  W.  C.  Wilentz, 
Perth  Amboy;  Rothchild,  New  Brunswick; 
Walker,  Highland  Park;  W.  E.  Sherman,  New 
Brunswick,  and  Szolo,  Perth  Amboy. 


MORRIS  COUNTY. 

Marcus  A.  Curry,  M.D.,  Reporter. 

The  fourth  quarterly  meeting  of  the  year  1925- 
.2  6,  of  the  Morris  County  Medical  Society,  was 
held  on  Tuesday,  June  8,  at  the  Shongum  Sana- 
torium (Morris  County  Tuberculosis  Hospital); 
the  members  being  the  guests  of  the  management 
of  that  institution. 

President  Glazebrook  called  the  formal  meet- 
ing to  order  shortly  before  noon  on  the  sun 
porch  of  the  nurses'  home,  there  being  about  18 
members  and  guests  present;  among  the  latter 
were  Drs.  George  B.  McMurray,  R.  J.  Harquail 
and  George  W.  Comeau  of  the  State  Hospital  at 
Greystone  Park.  Routine  business  was  disposed 
of  expeditiously  and  evidenced  good  work  done 
by  the  officials,  including  the  Executive  Com- 
mittee. 

Dr.  Ackerman  transmitted  a communication 
from  an  insurance  agency  relative  to  “Group 
Insurance”,  to  the  effect  that  owing  to  an  in- 
sufficient number,  of  members  of  the  society  it 
could  not  be  arranged  directly  with  the  society; 
but  that  permission  had  been  granted  to  submit 
the  matter  to  the  State  Society  and  expressing 
the  hope  of  support  from  the  County  Society. 
President  Glazebrook  observed  that  he  thought 
they  were  going  at  the  matter  of  insurance  in 
the  right  way  and  saw  no  reason  why  group 
insurance  could  not  be  arranged  for,  if  thought 
to  be  wise. 

Dr.  Mial,  chairman  of  the  Nominating  Com- 
mittee, reported  the  following  recommendation 
of  officials  for  the  coming  year  to  be  acted  on 
at  the  annual  meeting  in  September:  President: 
Clarence  A.  Plume,  Succasunna.  Vice-President: 
Samuel  C.  Haven,  Morristown.  Secretary: 

George  H.  Lathrope,  Morristown.  Treasurer: 

F.  Grendon  Reed,  Morristown.  Reporter:  Mar- 
cus A.  Curry,  Greystone  Park.  Historian:  H.  W. 
Ivice,  Wharton. 

Executive  Committee:  Francis  H.  Glazebrook, 
Morristown;  William  A.  McMurtrie,  Morristown; 
Ellery  N.  Peck,  Boonton. 

Annual  Delegates:  William  F.  Costello,  Dover: 
F.  Irwin  Krauss,  Chatham;  L.  E.  Williams,  Madi- 
son. 

Alternate  Delegates:  Edward  Ackerman.  Dover; 
Byron  G.  Sherman,  Morristown:  William  J.  Sum- 
mers, Boonton. 

President  Glazebrook  announced  that  this 
ticket,  read  by  the  chairman  of  the  Nominating 
Committee, . does  not  preclude  other  nominations 
at  the  time  of  the  annual  meeting  in  September; 
that  it  simply  is  a ticket  gotten  up  by  the  com- 
mittee appointed  to  make  nominations;  no 
action  is  necessary  at  this  time;  if  members  have 
any  suggestions  they  can  bring  them  up  at  the 
annual  meeting. 

James  K.  Pollock  of  the  State  Hospital  at 
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Greystone  Park  was  unanimously  elected  a mem- 
ber of  the  society. 

President  Glazebrook  announced  for  first  con- 
sideration, under  new  business,  the  place  of  hold- 
ing the  next  meeting,  the  annual  meeting  in 
September.  He  stated  that  the  society  has  been 
invited  by  Superintendent  'Curry  to  hold  the 
September  meeting  at  the  State  Hospital  at  Grey- 
stone  Park.  By  action  of  the  members  the  in- 
vitation was  unanimously  accepted. 

President  Glazebrook  and  Secretary  Lathrope 
spoke  on  matters  of  intimate  interest  to  the  dele- 
gates to  the  State  Society  annual  meeting  at  At- 
lantic City,  urging  a full  attendance  of  delegates 
and  a large  attendance  of  members  of  the  society. 

Adjournment  was  taken  and  the  members 
joined  with  the  management  of  the  sanatorium, 
county  officials,  members  of  various  health  or- 
ganizations and  other  guests,  including  Dr. 
Samuel  B.  English.  Superintendent  of  the  State 
Sanatorium  for  Tuberculosis,  at  Glen  Garden, 
for  the  open  exercises. 

President  Thomas  B.  Leonard,  of  the  Board 
of  Managers,  and  Superintendent  Miss  Katherine 
E.  Dandley  escorted  the  guests  through  a com- 
plete inspection  of  the  sanatorium.  Everything 
seemed  to  provide  good  reason  for  complete  sat- 
isfaction so  generously  expressed  with  the  ef- 
ficient operation  of  the  institution. 

The  inspection  being  over,  luncheon  served  by 
'•Piper”  of  Morristown,  was  relished  and  the 
guests  then  were  grouped  for  the  afternoon 
chapter. 

The  afternoon  session  was  opened  by  Presi- 
dent Glazebrook’s  saying:  My  excuse  for  being 
here  is  that  this  is  the  regular  quarterly  meeting 
of  the  Morris  County  Medical  Society  and  as 
President  of  that  organization  it  happens  to  be 
part  of  my  duties  to  introduce  Mr.  Leonard. 
President  of  the  Board  of  Managers  of  the  Sana- 
torium. I tried  to  back  out  but  Mr.  Leonard 
insists  upon  being  properly  introduced.  I am 
glad  to  have  the  opportunity  to  say  just  a word 
in  behalf  of  the  County  Medical  Society,  in  re- 
gard to  the  institution.  We  have  been  holding 
the  June  meeting  here  for  the  past  4 or  5 years 
and  there  is  no  question  that  the  combined  ar- 
rangement has  proven  very  beneficial  both  to  the 
institution  and  to  the  men  of  our  society.  I don’t 
think  we  knew  the  place  before  we  commenced 
coming  here  and  there  were  many  people  who 
should  have  been  here  as  patients  who  were  not 
sent  here;  but  since  the  society  has  been  coming 
to  these  meetings,  very  much  greater  interest 
has  been  shown  by  the  physicians  throughout 
the  county  and  they  are  very  much  more  alive 
to  the  situation  here,  and  patients  are  coming 
here  earlier,  which  means  better  results.  I want 
in  behalf  of  the  society  to  congratulate  the  Board 
of  Managers  and  Superintendent  Miss  Dandley 
of  the  sanatorium.  I think  everyone  of  you  who 
have  been  coming  here  will  agree  with  us  that 
great  strides  have  been  made  and  that  it  is  per- 
fectly extraordinary  what  has  been  accomplished 
in  this  place.  I wish  also  to  thank  you  for  the 
delightful  luncheon  that  has  been  served.  I now 
take  pleasure  in  turning  the  meeting  over  to  Mr. 
Leonard. 

Mr.  Leonard:  “My  friends,  it  is  a real  pleasure 
to  see  you  here  today  and  I greatly  appreciate 
what  Dr.  Glazebrook  has  said;  I feel  very  much 
pleased  with  his  point  of  view  with  regard  to 
Shongum  Sanatorium;  and  what  we  are  very 
anxious  to  do  is  to  get  this  well  before  the  people 
of  Morris  County,  not  only  the  physicians  but 
the  laymen  and  the  laywomen.  We  want  you 
all  to  come  here  at  any  time  and  go  through  the 


place  and  get  thoroughly  familiar  with  the  sana- 
torium. We  have  here  in  Morris  County  about 
8 3,000  people  and  this  county  institution  is  sup- 
ported in  its  entirety  by  the  county,  through  its 
Board  of  Chosen  Freeholders.  I want  to  say 
in  that  connection  that  we  have  accommodation 
for  44  patients,  that  is  44  beds.  Our  enrolment 
has  run  a little  under  that.  We  hope  that  we 
can  get  a larger  number  of  patients  here,  be- 
cause they  are  in  the  county  and  to  segregate 
them  would  be  to  benefit  them  and  their  families.” 

Director  Waters  of  the  Morris  County  Board 
of  Chosen  Freeholders  being  introduced  spoke 
in  superlative  terms  of  praise  of  the  sanatorium 
and  its  management,  stating  that  it  is  one  of  the 
institutions  managed  as  nearly  perfectly  as  is 
possible. 

Fletcher  Fritts  was  introduced  as  Chairman 
of  the  Tuberculosis  Committee  of  the  Board  of 
Freeholders  and  a friend  of  the  sanatorium.  He 
spoke  in  terms  of  high  compliment  of  the  effi- 
cient manner  in  which  the  sanatorium  is  conduct- 
ed and  said  that  physicians  are  a great  source 
of  assistance  as  they  are  in  touch  with  the  peo- 
ple and  can  do  a great  deal  to  advance  the  pur- 
pose of  the  institution;  that  they  have  been  a 
great  inspiration  to  those  connected  with  the 
sanatorium,  the  Board  of  Managers,  the  Super- 
intendent, and  the  Board  of  Freeholders,  who 
appreciate  it.  He  also  payed  tribute  to  the  work 
of  those  active  in  antituberculosis  associations 
for  what  they  do  for  Shongum  and  their  work 
for  children  in  sending  them  to  Farmingdale. 

Dr.  Frank  Pinckney,  attending  physician  of 
the  sanatorium,  gave  a lucid  history  of  the  sana- 
torium from  its  inception  in  1912  and  its  growth 
from  21  to  44  beds,  due  to  the  institution  be- 
coming better  known  largely  because  of  the  hold- 
ing of  the  County  Medical  Society  meetings  here, 
and  through  the  County  Antituberculosis  Associa- 
tion. 

Dr.  Dean  Abell,  President  of  the  Morris  County 
Tuberculosis  Association,  gave  an  intensely  in- 
teresting account  of  the  work  of  the  association, 
stating  as  its  basic  purpose,  to  do  everything 
within  its  power  to  eradicate  tuberculosis;  not 
only  attempting  to  discover  and  send  cases  to 
Shongum  but  to  other  institutions  and  to  spread 
education  in  the  homes  as  well;  also  investigat- 
ing the  homes  of  every  patient  in  the  county 
admitted  or  discharged  not  only  at  Shongum 
but  also  Glen  Gardner  and  any  other  institution 
in  the  State.  The  report  of  Dr.  Abell  indicated 
a vast  amount  of  ground  covered  and  work  done 
by  the  association,  with  many  difficulties  en- 
countered and  overcome. 

Dr.  Linsly  R.  Williams,  Managing  Director  of 
the  National  Tuberculosis  Association  and  Di- 
rector of  the  New  York  Academy  of  Medicine 
was  introduced  for  the  address  of  the  day,  his 
subject  being  “Tuberculosis  in  Relation  to  Pub- 
lic Health  Activities.” 

Dr.  Williams  nicely  attuned  his  address  to  the 
understanding  of  a mixed  audience  and  was  fas- 
cinating with  fundamentals  of  the  origin  and 
promotion  of  the  fight  against  tuberculosis.  It 
seemed  to  him  that  the  most  successful  and  im- 
portant movement  has  been  the  organization  of 
innumerable  associations  for  the  purpose  of  com- 
bating tuberculosis;  they  fiave  been  the  leaders 
in  starting  something  going  for  the  betterment 
of  the  care  of  tuberculosis  and  the  prevention 
of  other  cases  occurring;  crediting  these  organi- 
zations for  their  work  in  bringing  about  enabling 
legislation  to  make  possible  the  county  sana- 
torium; as  a result  of  the  energetic  work  that 
has  been  done  there  now  are  65,000  tuberculosis 


July,  1926 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


379 


beds  in  the  United  States;  the  death  rate  has 
diminished  one-half  in  the  past  2 0 years;  the 
number  of  cases  has  been  enormously  reduced; 
in  comparing  the  situation  of  today  with  that 
of  20  years  ago,  we  know  an  increased  number 
of  persons  have  been  warned  of  the  danger  of 
tuberculosis;  we  know  a larger  number  of  chil- 
dren have  been  given  instruction  with  regard  to 
tuberculosis;  there  has  been  a great  improve- 
ment in  housing  conditions;  the  average  work- 
ingman is  better  fed  and  has  shorter  hours  of 
work;  we  know  that  intelligence  has  been  ap- 
plied as  it  never  has  been  applied  before  in  this 
country;  wTe  know  these  various  factors  that  have 
improved  the  conditions  of  the  average  family 
have  resulted  in  an  increased  cost  of  living,  un- 
der which  we  groan  and  pay  taxes;  nevertheless 
it  has  been  a factor  in  improving  health  and 
happiness  so  that  it  has  made  this  country 
the  envy  of  all  the  other  nations  of  the  world; 
we  know  that  the  number  of  people  afflicted  with 
tuberculosis  is  only  half  of  what  would  have 
been  the  case  20  years  ago;  in  some  of  the  larger 
cities  in  Europe,  before  the  war,  when  tests  were 
made  with  tuberculin  to  see  the  number  of 
children  that  reacted,  nearly  every  child  reacted 
to  the  te^t,  showing  evidence  of  being  infected 
with  tuberculosis;  we  say  immunity  has  been 
conferred  in  association  with  persons  with  tuber- 
culosis, as  we  all  have  a small  amount  of  infec- 
tion; people  say  if  you  continue  the  tuberculosis 
work  until  the  tuberculosis  bacillus  is  completely 
eradicated  you  will  then  breed  a race  which  has 
no  tuberculosis  and  which,  if  brought  into  con- 
tact with  tuberculosis,  will  succumb  the  same 
as  the  Fiji  Islanders  succumb  to  measles;  that 
may  be  so,  but  it  will  be  many  decades  before 
tuberculosis  has  been  entirely  eradicated  from 
our  midst;  another  factor  has  been  most  help- 
ful in  tuberculosis  work  and  probably  as  im- 
portant as  any;  that  is  the  earlier  diagnosis 
and  the  better  treatment  of  patients;  2 5 or  35 
years  ago  it  was  not  uncommon  to  find  people 
treated  and  going  around  and  working,  their 
temperatures  not  being  taken, 'until  they  became 
so  weak  they  couldn't  go  any  further,  and  then 
they  were  put  to  bed  to  die  as  rapidly  and  as 
comfortably  as  possible;  the  medical  profession 
has  changed  that;  effort  is  made  to  see  that 
patients  are  treated  with  the  rest  idea  and  fresh 
air;  first,  rest;  then  some  more  rest;  I don't 
think  all  people  can  take  the  rest  the  physician 
recommends;  a patient  comes  down  with  hem- 
orrhage, which  means  no  talking,  no  raising  the 
hands  to  the  mouth,  and  being  fed  by  the  nurse; 
that  is,  complete  rest;  there  are  some  humans 
who  can’t  keep  quiet;  if  you  place  a patient  at 
complete  rest  in  bed  the  respirations  will  fall  to 
14  or  16  a minute  instead  of  24  or  26;  if  you 
can  reduce  respiration  by  half  you  are  giving 
nature  a chance  to  heal.  Among  the  questions 
being  investigated  are:  JWhy  does  the  tuberculosis 
bacillus  enter  an  individual  cell?  Why  does  the 
individual  cell  succumb  to  the  bacillus?  Why 
does  the  tuberculosis  bacillus  die  in  that  par- 
ticular cell?  There  are  men  who  actually  state 
that  there  are  one  individual  cell  and  one  indi- 
vidual bacillus;  we  always  thought  the  smallest 
number  of  bacilli  in  any  cell  was  several  millions. 
If  we  can  find  why  the  cell  dies  and  why  the 
bacillus  dies,  then  we  shall  have  some  basis  for 
trying  to  find  some  means  of  prevention  and  cure. 
In  25  years  we  have  noticed  a most  remarkable 
change  in  the  tuberculosis  situation,  in  the  de- 
cline of  the  death  rate  and  the  diminution  of  the 
group.  That  is  due  to  three  chief  factors:  First, 
education  as  a prophylaxis;  second,  earlier  diag- 


nosis and  care  in  institutions;  and  third,  im- 
provement in  the  general  standard  of  living.  The 
ratio  of  disease  varies  with  the  individual’s  in- 
telligence and  economic  status.  Periodic  health 
examinations  which  some  regard  as  a new  idea 
were  first  started  in  London  in  1861.  An  Eng- 
lishman puts  it  in  a graphic  way:  “No  fool  ever 
gets  well  of  tuberculosis.’’  It  is  a great  test  of 
character;  the  one  with  character  gets  well;  the 
one  with  ambition  gets  well. 

Dr.  Williams  delivered  his  address  with  much 
clarity  of  expression  and  treated  his  subject  ex- 
pansively from  the  inception  of  the  tuberculosis 
movement,  emphasizing  the  remarkable  progress 
made  and  its  collateral  beneficial  results  in  min- 
imizing other  diseases,  stressing  the  work  done 
by  the  lay  organizations,  the  clinics  and  sana- 
toria, the  keener  alertness  of  the  physicians  and 
the  advances  in  tuberculosis  surgery;  all  of  which 
combined  with  a recital  of  the  situation  replete 
with  allusions  to  the  past,  present  and  future,  was 
an  inspiration  to  his  attentive  audience  and  lent 
an  added  impetus  to  the  work  of  conserving  hu- 
manity in  a state  of  increased  health  and  hap- 
piness. 


PASSAIC  COUNTY. 

Donald  B.  Low,  M.D.,  Reporter. 

An  innovation,  in  the  form  of(a  “Dean’s  Din- 
ner”, was  established  by  the  county  medical  so- 
ciety when,  on  June  8,  in  lieu  of  the  regular 
monthly  business  and  scientific  session,  the  mem- 
bers met  at  the  North  Jersey  Country  Club  to  do 
honor  to  the  county’s  oldest  active  practitioner — 
Dr.  James  M.  Stewart,  of  Paterson.  With  Dr.  Chas. 
R.  Mitchell,  President  of  the  Society,  acting 
as  Toastmaster,  and  8 0 members  in  attendance, 
it  was  an  enjoyable  event  and  a splendid  tribute 
to  the  honored  guest. 

Members  of  the  association  spent  the  afternoon 
in  golf,  tennis  and  quoit  contests.  Dr.  Francis 
Todd,  having  piled  up  the  best  golfing  score, 
winning  the  box  of  golf  balls  which  was  offered 
by  President  Mitchell  to  the  winner  of  that  par- 
ticular contest. 

President  Mitchell’s  opening  remarks  after  the 
banquet,  in  the  course  of  which  he  paid  a glowing 
tribute  to  Dr.  Stewart  were  followed  by  a toast 
to  the  dean  of  the  active  physicians  of  the  county. 
He  stated  that  Dr.  Stewart,  beloved  by  all,  is  still 
actively  attending  to  the  duties  of  his  practice, 
although  he,  now  more  than  three  score  years 
of  age,  is  the  oldest  physician  in  the  county. 

When  the  honor  guest  of  the  evening  was 
reached  there  was  a noticeable,  lull  in  the  pro- 
ceedings, unusual  for  a banquet  and  it  was  evi- 
dent that  the  guests  were  expecting  to  hear  a 
poem  composed  for  the  occasion,  for  Dr.  Stewart 
has  been  noted  for  years  as  a master  of  rhyme 
and  he  has  been  called  upon  for  many  of  Pater- 
son’s leading  public  events  to  pen  some  appro- 
priate tribute.  However,  the  guests  were  to  be 
disappointed  on  that  score,  for,  modest  man  that 
he  is,  he  did  not  deem  a public  dinner  to  himself 
as  an  appropriate  place  for  poetry,  but,  instead, 
entered  into  the  prose  in  his  happiest  vein  and 
choicest  English,  so  that  his  auditors  were  not 
only  amused  but  delighted  with  his  diction.  His 
address  follows: 

“Today  the  Passaic  County  Medical  Society  is 
celebrating  the  advent  of  an  annual  medical  holi- 
day to  be  known  as  the  Dean's  day.  The  dean 
is  the  honored  guest  of  the  day.  He  is  the  one 
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apart,  alone,  on  an  eminence  where  his  merely 
average  fellows  see,  admire,  and  applaud  him 
for  his  continued  dexterity  in  dodging  death,  the 
ultimate  separator. 

“The  requirements  of  a dean  are  not  exacting. 
He  need  not  be  handsome  in  appearance,  digni- 
fied in  manner,  oracular  in  speach.  He  need  not 
be  possessed  of  the  wisdom  of  Solomon,  the  skill 
of  a scientist,  the  imagination  of  the  artist.  All 
he  needs  is  to  be  clothed  in  the  garment  of  the 
years  and  bask  in  the  admiration  and  envy  of 
his  younger  and  less  favored  contemporaries. 

“As  is  well  known,  your  initial  dean,  your  dean 
that  tops  the  list  of  all  succeeding  deans  is  in 
full  possession  of  all  these  non-requirements.  This 
admitted  fact  is  not  only  gratifying  to  his  innate 
modesty,  but  must  be  eminently  satisfactory  to 
the  society. 

“For  the  information  and  conduct  of  all  future 
deans,  it  is  perhaps  advisable  that  their  most  im- 
portant functions  should  be  definitely  stated.  To 
pose  as  a father  to  his  children;  as  a king  to  his 
subjects.  To  receive  with  patronizing  smile  any 
gifts — if  any  are  offered — unflavored  by  any  al- 
coholic suggestion.  To  demand  strict  obedience 
to  the  Volstead  act,  and  to  be  sure  that  pre- 
scriptions are  placed  only  in  the  hands  of  favored 
friends.  To  arbitrate  disputes.  To  accept  praise 
and  worship  as  his  due. 

“Let  me  remind  you  that  the  office  of  dean  is 
for  life;  no  civil  service  commission  can  interfere; 
no  legal  enactment  fix  an  age  limit.  Only  death 
can  remove  him.  That  suggests  the  thought  that 
at  each  annual  meeting  when  he  responds  as 
your  honored  guest,  such  a response  will  always 
be  a possible  ‘Hail  and  Farewell'.  That  such  a 
time  will  be  relegated  to  the-  remote  future  with 
your  present  dean  can  and  will  be  positively  as- 
sured by  Pat  Hagan  and  Tommy  Clay.  These 
two  credulous  members  of  our  society  are  the 
willing  receptacles  and  eager  distributors  of  the 
prevalent  Scottish  joke.  A characteristic  of  the 
Scotch  is  thrift.  The  joke  is  the  exaggeration  of 
this  characteristic.  Such  innocents  as  Pat  and 
Tommy  accept  the  joke  as  the  real  thing,  and 
I am  sure  they  are  anxious  to  prophesy  to  you 
that  if  one  Scotsman  in  order  to  take  advantage 
of  an  undertaker’s  reduction  in  prices,  com- 
mitted suicide,  another  Scotsman,  with  the 
greater  inducement  of  receiving  a dinner  that 
someone  else  pays  for,  will  fight  strenuously  to 
live  forever.’ 

“Such  occasions  as  this  give  us  pause;  a pause 
to  compare  notes;  to  wonder  and  rejoice  at  the 
progress  made  in  half  of  a century.  The  tri- 
umph of  antisepsis  in  surgery;  of  serum  treat- 
ment in  infectious  disease;  the  positive  help  of  the 
x-ray  in  assisting  accurate  diagnosis,  and  of  the 
laboratory  in  intelligible  pathology;  the  advances 
in  preventive  medicine,  and  our  better  knowledge 
of  hygienic  conditions.  The  improved  methods  in 
pharmacology  simplifying  our  chemical  treat- 
ment. A greater  sub-division  in  special  branches 
bringing  about  a more  exhaustive  understanding 
of  each  specialty  assisted  by  improved  instru- 
ments. 

“Such  are  some  of  the  most  important  indica- 
tions of  progress  in  medical  science.  We  are  to  be 
congratulated  that  we  are  living  in  this  genera- 
tion, but  let  us  not  forget  that  medical  science  is 
progressive,  and  that  there  are  yet  many  knotty 
problems  to  solve,  and  many  improvements  yet 
unaccomplished.’’ 


SOMERSET  COUNTY. 

A.  Anderson  Lawton,  M.D.,  Reporter. 

The  Somerset  County  Medical  Society  arranged 
that  its  spring  meeting  should  be  devoted  to  Pub- 
lic Health  work,  and,  in  consequence,  held  an 
open  session  at  the  Somerville  High  School,  on 
the  evening  of  June  10;  inviting  the  Visiting 
Nurses’  Association,  all  health  agencies  and  the 
public  in  general  to  attend.  Dr.  Henry  O.  Reik, 
Editor  of  the  State  Medical  Journal,  delivered  an 
address  upon  the  “Importance  of  Periodic  Physi- 
cal Examinations  in  the  Preservation  of  Health”, 
arid  this  was  followed  by  a moving  picture  film, 
demonstrating  the  “Inception  and  Progress  of 
Pulmonary  Tuberculosis” — a film  quite  under- 
standable by  the  intelligent  layman. 

The  attendance  was  small  but  those  present 
enjoyed  the  demonstration  and  will  aid  in  spread- 
ing the  gospel  of  health  protection. 


HEALTH  OFFICERS  ASSOCIATION. 


Discussions  Continued  from  June  Journal 

Mr.  Osborne:  It  is  a great  advantage  for  us  in 
this  vicinity  to  be  able  to  have  so  near  at  hand 
men  trained  in  health  work  and  experienced  in 
health  administration,  who  will  come  along  oc- 
casionally and  assist  us  in  orienting  ourselves  as 
to  where  we  should  put  emphasis  in  health  ef- 
forts. 

It  is  perfectly  true,  as  Dr.  Emerson  has  said, 
at  least  in  my  case,  that  if  I had  been  asked  off- 
hand whether  chronic  nephritis  is  increasing  or 
decreasing,  knowing  that  that  group  of  diseases 
has  tremendously  increased  over  what  it  was  10 
or  15  years  ago,  I would  have  said  of  course  it 
was  increasing.  That  chart,  which  shows  that 
in  New  York  City  it  is  very  difinitely  declining, 
will  send  me  back  to  East  Orange  bent  on  finding 
out  withing  24  hours  the  exact  facts  with  refer- 
ence to  that  disease,  in  our  community.  His  whole 
discussion,  I think,  was  a very  clear  lesson  to 
Health  Officers  of  the  value  of  statistical  studies 
and  is  most  suggestive,  taken  in  connection  with 
Dr.  Thomson’s  suggestion  that  we  prepare  for 
physicians  facts  in  the  field  of  preventive  med- 
icine and  public  health.  We,  as  Health  Officeis 
in  New  Jersey,  are  all  registrars  of  vital  statistics. 
We  all  have  at  our  hands  these  vital  facts  and  it 
means  merely  enough  clerical  force  or  enough  in- 
terest individually  to  assemble  them,  classify 
them,  study  them  accurately  and  pass  on  at  least 
that  amount  of  information  to  the  docors. 


Many  of  us,  being  laymen  in  health  work  in 
this  State,  lay  no  claim  to  medical  knowledge  of 
a curative  type.  ^Ve  do  know  something  with 
reference  to  preventive  medicine  and  that,  it 
seems  to  me,  is  one  of  the  easy  ways,  as  sug- 
gested by  Dr.  Thomson,  of  obtaining  the  coopera- 
tion of  the  doctor;  give  him  something  that  will 
be  useful  to  him,  some  information  that  he  as  a 
busy  practitioner  hasn't  had  time  to  discover  foi 
himself.  I was  particularly  pleased  with  Dr. 
Thomson’s  suggestion  in  that  connection;  a prac- 
tical one,  I believe,  of  how  we  can  secure  the  co- 
operation of  physicians.  It  is  not  easy  to  under- 
take to  teach  them.  They  already  know  dis- 
ease. They  claim,  many  of  them,  to  know  pre- 
ventive medicine,  though  as  a matter  of  actual 
fact  some  physicians  show  a disheartening  amount 
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of  indifference  to  certain  essential  parts  of  the 
program. 

I was  interested  recently  in  hearing  from  one 
who  has  been  lecturing  upon  the  value  of  per- 
iodic health  examinations  that  he  gets  far  greater 
appeal  and  much  more  interest  from  lay  groups 
than  he  gets  from  the  medical  men.  That  is  sig- 
nificant. It  is  also  discouraging.  It  means  that 
if  the  periodic  health  examination  program  is  to 
be  advanced,  the  Health  Officers  can  perhaps  do 
nothing  better  than  to  attempt  to  stimulate  the 
doctor  by  indirection,  by  creating  as  far  as  poss- 
ible real  interest  on  the  part  of  the  laymen  and 
have  the  interest  come  from  that  side.  As  more 
and  more  people  request  an  accurate  and  com- 
plete health  examination,  the  doctors  must,  as  a 
matter  of  self-preservation,  prepare  to  provide  it. 

Recently  I had  the  privilege  of  addressing  a 
group  in  a church  woman’s  club.  The  only  man 
in  the  audience  was  the  minister,  and  afterward 
he  came  up  and  asked:  “Osborne,  where  can  I 
get  a doctor  to  give  me  that  kind  of  an  examina- 
tion?” Well,  it  isn’t  our  province  to  tell  such 
persons  where  they  can  get  that  kind  of  an  ex- 
amination other  than  to  say  “your  family  physi- 
cian”. We  cannot  but  believe  that,  as  a result  of 
efforts  of  the  American  Medical  Association  and 
the  State  Medical  Societies  and  the  local  County 
Societies,  doctors  will  gradually  become  equipped 
to  give  what  is  known  by  a great  many  people, 
particularly  some  two  or  three  million  men  who 
were  physically  examined  in  the  Army,  as  a real 
physical  examination  and  a true  health  examina- 
tion. 

How  far  Health  Officers  are  justified  in  stim- 
ulating interest  in  that  direction  through  Medical 
Societies  and  by  the  organized  profession  is  not 
easy  to  know.  We  invited  8 or  10  physicians 

known  to  have  been  active  in  the  State  Medical 

Society’s  program  for  periodic  health  examina- 
tions to  attend  this  meeting.  I hope  some  are 
here,  I know  2 or  3 came.  I believe  an  advance 

from  them  in  the  nature  of  an  invitation  for 

Health  Department  officials  to  cooperate  with 
them  might  be  the  means  of  working  out  a prac- 
tical program  which  would  be  mutually  advan- 
tageous. We  might  even  supply  some  of  the  ser- 
vices which  Dr.  Thomson  has  enumerated  in  the 
way  of  personnel,  clerical  help  and  some  portion 
of  the  expense  of  popularizing  this  movement. 

Today’s  subject  is  somewhat  alien  to  what  we 
ordinarily  discuss  in  our  meetings  and  Dr.  Emer- 
son has  shown  that  health  departments  must  give 
attention  to  influences  affecting  the  higher  age 
groups.  I wonder  whether  Dr.  Josephine  Baker's 
reclassification  of  a health  department's  func- 
tions is  not,  after  all,  entirely  logical.  She  says, 
you  remember,  in  her  latest  book  on  Child 
Hygiene,  that  there  should  be  no  separate  func- 
tional bureaus  in  a Health  Department.  There 
should  be  only  2 divisions — that  of  Child  Hygiene 
and  that  of  Adult  Hygiene — the  whole  Department 
supplying  services  to  these  main  branches.  It 
does  seem  that  our  efforts  might  be  so  directed; 
for  instance,  statistical  studies,  disease  control, 
food  control  and  other  services  are  common  to 
both  age  groups.  It  might  be  an  advantage  to 
emphasize  the  ages  to  be  served  rather  than  the 
services. 


Dr.  Harvey  Brown:  There  seems  to  be  no  re- 
sponse from  the  medical  fraternity  concerning 
this  periodic  health  examination,  and  although  I 
don’t  differ  greatly  from  Dr.  Thomson,  I certainly 
do  in  some  respects. 


Geographically,  Kings  County  might  be  different 
from  Monmouth  County  and  it  certainly  is  dif- 
ferent for  the  health  officers  and  the  medical 
fraternity  are  not  in  the  habit  of  fully  cooperating 
in  the  latter  place.  It  seems  to  me  that  the  most 
intelligent  Health  Officer  in  Monmouth  County 
can  acquire  more  warm  enemies  and  cool  friends 
than  any  place  I know  of,  but  the  point  .is  that 
we  are  not  in  the  habit  of  cooperating  in  my 
community.  We  do  have  in  Monmouth  County  a 
practical  method  for  periodic  health  examinations, 
where  the  County  Medical  Society  has  formulated 
a fixed  program  for  that  purpose,  but  the  next 
problem  is  to  sell  it  and  it  is  mighty  difficult  to 
sell. 

It  seems  to  me  that  from  the  medical  stand- 
point the  periodic  health  examination  is  a mighty 
good  thing.  We  have  standardized  as  far  as  it 
was  possible  to  do  it  a program  whereby  every 
doctor  in  the  Medical  Society  could  make  a 
periodic  health  examination  and  we  con- 
vinced every  doctor  whether  he  was  a sur- 
geon, eye  specialist  or  whatever  he  was,  that  he 
was  qualified  to  do  it,  and  I think  that  they  are. 
This  program  was  formulated  with  the  idea,  as 
Dr.  Thomson  said,  of  protecting-  ourselves  in  a 
way  and  because  it  is  the  only  thing  to  do  and 
we  are  going  to  put  it  over. 

Now  it  seems  that  the  advice  I could  give  is 
that  there  must  be  some  cooperation  between  the 
doctors  and  Health  Officers  concerning  this  per- 
iodic health  examination  and  if  the  Health  Of- 
ficers can  sell  this  to  the  doctors,  it  is  going  to 
result  in  a more  friendly  feeling  between  them. 

Before  we  adjourn,  I would  like  to  make  a 
motion  concerning  the  type  of  meeting  that  we 
have  had  up  .until  this  time.  As  spokesman  for 
the  Health  Officers  Association,  those  that  are 
left  at  least,  I want  to  express  the  opinion  of  the 
Association  that  the  Chairman  of  the  Executive 
Committee  has  done  very  well  in  the  matter  of 
the  character  and  the  type  of  this  program.  I 
want  to  move  that  we  give  a vote,  by  acclamation, 
of  thanks  to  the  Prudential  Insurance  Company 
for  their  kindness  in  bringing  us  before  them  and 
also  that  the  Secretary  be  authorized  to  write 
such  a letter  to  the  Prudential  Insurance  Com- 
pany. 


Dr.  Crankshaw:  The  papers  by  Dr.  Patton  on 
cardiovascular  disease  and  by  Dr.  Emerson  on 
the  degenerative  diseases  are  rounded  out  by  the 
paper  of  Dr.  Thomson  on  periodic  health  exam- 
inations. 

In  these  days  when  we  contemplate  the 
aeroplane,  the  machinery  required  in  sea-going 
vessels,  the  locomotive,  the  automobile,  the  time- 
piece or  any  fine  piece  of  mechanism,  we  cer- 
tainly would  not  get  the  idea  that  such  mechan- 
ism could  go  far  without  very  minute  inspection, 
not  only  periodically  but  very  often,  and  I think 
one  of  the  biggest  things  today  in  medicine  is 
preventive  medicine.  What’s  the  use  of  waiting 
for  a person  to  get  down  in  bed  and  then  dose 
him  tremendously,  when  if  we  can  teach  people 
by  education  how  to  take  care  of  their  bodies, 
how  to  take  care  of  themselves,  and  request  a 
periodic  health  examination,  we  are  going  to  have 
longer  life,  we  are  going  to  have  more  health 
and  happiness  and  the  world  is  going  to  be  a 
better  place  to  live  in.  Isaak  Walton  said,  “If 
you  have  good  health,  thank  God:  and  value  it 
next  to  a good  conscience.” 

I have  used  the  expression  more  than  once  that 
life  is  not  only  to  live  but  to  be  well,  and  when 

(Continued  on  page  xxviii.) 
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On  the  main  line  of  the  Lehigh  Valley  and  the  Central  Railroad  of  New 
Jersey.  Three  and  one-half  hours  from  Philadelphia.  Four  hours  from 
New  York.  Eight  hours  from  Buffalo.  One  hour  from  Wilkes-Barre. 


SUNNYREST 

SANATORIUM 


White  Haven,  Pa. 

« 

A Private  Sanatorium  for  Incipient  Cases  of  Tuberculosis 

|^OCATED  high  in  the  Blue  Mountains  of  Pennsylvania,  1,300  feet  above 
sea  level,  you  have  at  your  very  doorstep  the  best  of  the  delightful  scen- 
ery of  a region  noted  for  its  natural  beauty  and  healthful  climate. 


There  are  both  cottages  and  individual 
bungalows.  All  rooms  are  private. 

For  patients  on  exercise,  there  is  a 
centrally-located  dining-room.  Bed 
patients  are  served  by  competent 
maids.  There  is  an  experienced  chef 
w'ith  a natural  appreciation  for  good 
and  wholesome  food. 

There  are  modern  facilities  for  the 
most  advanced  methods  of  treatment. 
There  are  specially  trained  graduate 
nurses  always  in  attendance. 

Patients  with  a natural  appreciation 
for  comfort,  service  and  amusement, 
will  find  Sunnyrest  a delightful  place. 
For  those  on  exercise,  there  is  a newly 
finished  miniature  outdoor  golf  course 
with  all  the  thrills  and  hazards  of  a 
full-length  course.  There  are  wide 


verandas  and  comfortable  chairs. 
There  are  charming  walks  through 
woods  of  spruce  and  pine  and  oak. 

Patients  are  under  the  direct  medical 
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RECENT  ADVANCES  IN  OBSTETRICS, 


P.  Brooke  Bland,  M.D., 

Department  of  Obstetrics,  Jefferson  Medical 
College,  Philadelphia. 

Read  at  the  regular  meeting  of  the  Gloucester 
County  Medical  Society,  Woodbury, 

N.  J.,  March  18,  1926.) 

The  title  of  this  paper  may  be  somewhat 
nisleading,  if  not  disappointing,  especially  if 
'ne  were  to  interpret  the  topic  as  an  indica- 
ion  that  advances  of  an  altogether  unusual 
ature  have  been  made.  The  words  of  the  title 
oust  be  used  in  a relative  sense,  since  much 
hat  may  appear  old  to  men  in  active  obstetric 
pork,  may  appear  new,  or  at  least  not  wholly 
amiliar,  to  men  in  general  practice. 

While  it  is  exceedingly  important  to  broad- 
ast  new  or  recent  events,  it  may  be  still  more 
nportant  to  direct  attention  to  and  emphasize 
!ie  conclusions  reached  regarding  certain 
measures  which  time  and  experience  have 
jemented  on  a logical  foundation.  It  is  only 
ly  the  crucial  test  of  time,  the  best  of  all  tests, 
iat  new  discoveries  or  methods  can  be  proper- 
r evaluated.  Obstetrics  verily  is  as  old  as  life 
self,  but  the  science  and  art  of  this  branch 
I medicine  one  may  regard  as  of  modern 
rigin.  No  other  department  of  medical  science 
■an  boast  of  or  rather  bewail  the  same  long- 
ark  centuries  through  which  it  has  passed  with 
|s  incomputable  toll  of  human  life. 

One  can  not  speak  of  the  revival  of  ob- 
:etrics  or  refer  to  an  obstetric  renaissance,  but 
lost  that  is  relatively  new  in  obstetrics  has 
eveloped  within  the  past  40  years. 


Modern  obstetrics  must  be  regarded  truly 
as  a real,  major  surgical  problem,  but  to  no 
other  problem  in  practice  have  such  minor,  if 
not  indifferent,  methods  been  applied.  In  re- 
cent years  prevention  has  occupied  a regal  po- 
sition in  all  branches  of  medicine,  so  much 
so  that  the  science  in  general  one  might  regard 
as  devoted  largely  to  preventive  means.  Gradu- 
ally, obstetrics  is  ascending  to  its  proper  place 
with  its  sister  branches  and  the  profession  at 
last,  though  tardily  enough,  is  beginning  to 
realize  that  in  obstetrics  one  finds  the  great- 
est of  all  opportunities  to  profit  by  prophy- 
latic  practice. 


Fetal  Mortality. 

During  the  year  1923,  138,259  babies  died 
in  this  country  before  they  reached  the  age  of 
1 year  and  the  majority  of  these  succumbed 
during  the  first  4 weeks  of  neonatal  life.  Dur- 
ing the  same  period  there  occurred  69,757 
still-births  or  a total  fetal  death  list  of  208,- 
016.  Some  writers  claim  the  mortality  of  new- 
born babies,  including  still-births,  will  total 
300,000  annually. 

From  a study  of  the  causes  of  fetal  mor- 
tality, it  is  obvious  that  more  than  50%  of  the 
deaths  are  wholly  unnecessary.  Eardley  Hol- 
land, in  an  examination  of  300  fetuses,  respect- 
ing fetal  death,  found  more  were  killed  by  the 
complications  of  labor  than  died  during  preg- 
nancy from  maternal  or  placental  disease.  In 
a rough  estimate  of  the  number  of  babies  who 
died,  Holland  claims  at  least  52%  might  have 
been  saved ; 20%  by  antenatal  treatment,  in- 
cluding- 16%  of  syphilitic  fetuses ; 20%  by 
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better  technical  means  in  treating  the  compli- 
cations of  labor,  and  12 % by  a combination 
of  improved  antenatal  and  intranatal  methods 
of  treatment. 

In  a study  of  the  causes  of  fetal  death, 
Holland  was  especially  impressed  by  two  con- 
ditions, namely : syphilis  and  excessive  cranial 
stress,  the  first  because  of  its  low  incidence 
and  the  second,  because  of  its  unexpected  im- 
portance. 

Among  the  300  fetuses  studied  there  were 
only  forty-two  cases  of  proved  syphilis  and 
six  of  probable  syphilis  or  sixteen  per  cent,  in 
all.  There  were  fourteen  cases  of  possible 
syphilis,  though  there  were  no  frank  signs  of 
this  disease  in  the  fetuses  or  in  the  placentae. 
Of  167  fresh  fetuses  examined,  the  tentorium 
was  found  larcerated  in  81,  or  48%,  and  this 
lesion  was  associated  with  laceration  of  the 
falx  cerebri  in  five  cases.  Sub  dural  hemor- 
rhage was  found  in  all  but  six.  Of  the  81 
fetuses  mentioned,  46  were  delivered  by  the 
head  and  35  by  the  breech. 

In  enumerating  the  causes  of  death  of  300 
cases  reported  by  Holland,  16%  of  which  were 
due  to  syphilis,  10%  to  toxemia  and  51%  to 
complications  of  labor,  including  antepartum 
hemorrage,  it  is  observed  that  nearly  80%  of 
the  deaths  may  be  included  in  the  realm  of 
prevention. 

M aternal  M ortality. 

The  obstetric  mortality,  unfortunately,  is 
not  limited  to  the  fetus  alone.  The  toll  taken  in 
maternal  deaths  is  almost  staggering,  to  say 
nothing  of  the  maternal  morbidity.  The  yearly 
maternal  death  rate  from  childbirth  in  this 
county  is  comparable  to  the  destruction  of  a 
city  of  considerable  size  and  of  a city  wholly 
composed  of  individuals  of  mature  and  use- 
ful years. 

It  is  estimated  that  16,000  women  die  every 
year  in  America  from  childbirth,  and  Asa  B. 
Davis  believes  this  estimate  is  far  too  low. 
DeLee  states  that  more  than  25,000  women 
die  in' this  country  every  year  from  the  effects 
of  pregnancy  and  labor  and  that  thousands 
of  others  are  compelled  to  seek  hospital  treat- 
ment for  the  correction  of  parturitional  dam- 
age. It  is  claimed  that  6000  women  die  from 
septic  infection,  5000  from  eclampsia  and  4000 


from  hemorrhage.  Is  it  not  safe  to  assert  that 
25%  or  more  of  these  should  be  protected 
from  serious  damage  or  saved  from  death? 
Asa  B.  Davis,  in  his  presidential  address,  read 
before  the  last  meetipg  of  the  American  As- 
sociation of  Obstetricians,  Gynecologists  and 
Abdominal  Surgeons,  stated  that  25%  of  the 
disabilities  and  deaths  incident  to  childbirth 
are  wholly  unnecessary. 

If  the  foregoing  statements  can  be  accepted, 
and  there  seems  no  valid  reason  why  they 
should  not  be,  it  is  obvious  that  the  obstetric 
morbidity  and  the  obstetric  mortality  are  due 
to  a weak  obstetric  policy.  From  a study  of 
published  figures,  it  is  evident  that  a weak 
policy  is  not  limited  to  any  country,,  but  is 
more  or  less  universal.  In  Great  Britain  the 
obstetric  death  rate  ranks  on  a par  with  that 
in  this  country.  In  America,  with  a birth  rate 
approaching  almost  two  million,  25,000  moth- 
ers succumb  every  year.  In  England  and 
Wales,  with  an  annual  birth  rate  of  700,000, 
about  3000  mothers  succumb.  During  the  past 
10  years  there  has  been  a material  reduction  in 
the  fetal  mortality,  but  the  maternal  mortality 
has  remained  unchanged.  Between  the  ages  of 
15  and  45  the  death  rate  from  childbirth  stands 
third,  and  one-half  of  these  deaths,  it  has  been 
found,  are  caused  by  sepsis. 

In  selecting  material  for  this  paper  I may 
be  accused  of  presenting  features  which  are 
generally  well  known,  but  from  the  manner 
of  certain  phases  of  obstetric  practice  one 
feels  that  some  of  the  material  which  I have 
included  is  not  known  at  all.  It  is  at  the  risk 
or  courting  criticism  that  I venture  on  a reiter- 
ation of  special  features  of  obstetric  work, 
features  generally  familiar,  though  not  gen- 
erally adopted  or  followed. 

Antenatal  Care. 

It  has  been  well  said  that  antenatal  care  is 
the  strategy  of  obstetrics  no  one  can  deny  that 
by  the  conscientious  observance  of  antenatal 
methods  one  may  greatly  reduce  intranatal 
complications.  I am  quite  sure  that  most  of  the 
complications  arising  intranatally  are  the  direct 
result  of  somebody  blundering  in  antenatal 
study. 

Studdiford,  from  studies  made  in  the  Ante- 
natal Clinic  of  the  Sloane  Hospital,  is  con- 
vinced that  prenatal  supervision  results  in  a 


August,  192  6 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


383 


great  saving  of  life  and  paves  the  way  for 
easier  and  safer  deliveries.  From  a study 
made  of  all  patients  passing  through  the  Sloane 
Antenatal  Clinic,  it  was  found  that  17%  requir- 
ed special  prenatal  care.  In  the  Sloane  Hos- 
pital there  were  delivered  consecutively  3640 
patients  with  157  still-births.  These  still- 
births emphasize  the  value  of  antenatal  treat- 
ment because  the  mothers  who  gave  birth  to 
the  still-born  babies  received  very  little,  if  any, 
prenatal  study.  An  analysis  of  these  patients 
discloses  that  61  were  admitted  as' emergencies, 
38  had  been  under  observation  less  than  2 
months,  and  57  were  under  observation  2 
months  or  more. 

Bourne  claims  that  the  tremendous  number 
of  women  disabled  by  pregnancy  and  labor, 
especially  by  the  first  labor,  can  be  prevented 
by  the  practice  of  antenatal  care.  This  writer 
also  believes  that  it  is  the  chief  office  of  the 
accoucheur  to  ensure  a woman  who  gives  birth 
to  a child  the  same  degree  of  health  she  en- 
joyed before  her  pregnancy  began.  Reference 
is  not  made  in  this  paper  to  antenatal  work 
because  it  is  new,  or  because  of  its  practical 
utility  in  obstetrics,  but  chiefly  because  sound 
obstetric  work  can  not  be  carried  on  without 
a substantial  guide.  This  is  provided  by  con- 
scientious antenatal  care  and  if  it  is  not  con- 
scientious it  is  worse  than  no  care  at  all. 
Simply  to  see  a prospective  mother  every  4 
weeks,  a mother  preparing  herself  for  one  of 
the  most  sublime,  yet  at  the  same  time  one  of 
the  most  trying  ordeals  of  the  human  body,  is 
not  enough  nor  anywhere  near  enough.  A 
general  physical  examination,  both  external  and 
internal,  should  be  made  every  4 weeks  (more 
frequently,  if  necessary)  during  the  first  28 
weeks  of  pregnancy,  and  thereafter  every  week 
up  to  the  thirty-sixth  week.  After  this  time 
unless  there  be  some  special  indication,  the 
examination  should  be  limited  to  the  abdomen 
and  rectum,  not  vagina.  Routine  blood 
pressure  readings  should  be  made  and  a rise 
above  140  systolic,  should  call  for  more 
scrutinizing  study.  This,  together  with  a con- 
science clear  urinalysis,  should  be  made. 
Failure  in  these  2 simple  expedients  may  ex- 
pose the  prospective  mother  and  her  baby  to 
real  danger  or  even  a double  fatality. 

The  “sink  test”,  so  often  referred  to  wag- 


gishly, is  a serious  indictment  against  the  in- 
dividual who  is  second  party  to  a serious  ob- 
ligation. He  is  only  protected  by  the  ethics 
of  the  profession,  an  ethical  standard  set  up 
largely  in  the  interest  of  a derelict  physician, 
rarely  in  the  interest  of  his  victim.  I have  had 
occasion  to  see  the  “sink  test”  in  operation, 
exemplified  in  an  array  of  decomposing  speci- 
mens decorating  a doctor’s  washstand.  A sink, 
according  to  Webster,  is  defined  as  “the  low- 
est part  of  a closed  basin  whence  the  water 
of  one  or  more  streams  escapes  by  evapora- 
tion”. To  practice  obstetrics  on  this  basis  or 
basin  is  not  good  practice  and  if  it  is  not  good, 
it  must  be  utterly  bad. 

I have  already  stated  that  5000  women,  at 
least,  die  every  year  in  this  country  from  tox- 
emia. I am  not  unmindful  of  the  fact  that  a 
small  percentage  of  toxemias  will  slip  by  de- 
spite any  known  method  of  antenatal  investi- 
gation, but  I am  equally  confident  that  the  ma- 
jority of  the  toxemic  deaths  reported  are  whol- 
ly unnecessary.  A simple  routine  study  of  the 
blood  pressure,  combined  with  a routine  urin- 
ary analysis  is  sufficient  to  cut  the  figures 
quoted  from  several  thousand  to  a few  hun- 
dred. The  fundamental  value  of  routine 
urinary  examinations  and  blood  pressure  stud- 
ies is  only  realized  when  a dire  calamity  re- 
sults. 

The  Wassefmann  Reaction. — This  method 
of  investigation  has  become  a recognized  pro- 
cedure of  obstetric  practice  and  it  has  been 
demonstrated  conclusively  that  the  reaction 
is  p®sitive  in  95%  of  mothers  delivered  of 
syphilitic  fetuses.  Brown,  according  to 
Bourne,  has  never  observed  a negative  maternal 
reaction  in  mothers  giving  birth  to  fetuses  in 
whom  the  spirochetes  were  found.  The  ex- 
amination should  be  made  in  all  cases  of  re- 
peated abortion  or  if  there  are  other  reasons 
to  believe  in  the  existence  of  maternal  syph- 
ilitic infection.  The  reaction  is  now  regularly 
practiced  in  all  well  conducted  maternity  hos- 
pitals and  it  is  probable  the  test  will  become 
a routine  examination  in  general  practice,  as 
well.  By  this  mode  of  investigation  combined 
with  appropriate  treatment,  Polak  has  been 
able  to  reduce  the  rate  of  still-births  in  the 
Long  Island  College  Hospital  to  almost  nil. 

Pelvimetry. — Pelvic  mensuration  has  been 
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taught  for  years,  but  this  essential  feature  of 
obstetric  art  is  so  woefully  ignored  as  to  make 
one  sometimes  wonder  if  it  ever  constituted  a 
part  of  obstetric  instruction.  To  practice 
scientific  obstetrics  without  routinely  deter- 
mining the  diameters  of  the  pelvis  is  com- 
parable to  an  attempt  to  navigate  the  seven 
seas  without  a compass.  It  is  here  too,  as  in 
acquiring  a liability  insurance  policy  after  a 
medical  disaster,  that  pelvic  mensuration  is 
not  appreciated  until  a lamentable  catastrophe 
occurs. 

The  value  of  discriminating  antenatal  care 
is  so  well  set  forth  in  a recent  contribution 
by  Bourne  that  it  will  pay  all  who  run  to 
read.  This  author  reports  409  cases  of  labor 
in  contracted  pelves  showing  a fetal  mortality 
of  52%  in  patients  not  receiving  antenatal 
care  and  a fetal  mortality  of  only  12%  in 
patients  in  whom  antenatal  care  was  instituted. 
Bourne  found  that  those  patients  coming  to 
labor  at  term  without  prenatal  study  carried 
a fetal  mortality  4 times  greater  than  those  in 
whom  antenatal  measures  had  been  adopted. 

One  of  the  outstanding  examples  of  the  im- 
portance of  antenatal  supervision  is,  already 
indicated,  the  recognition  and  treatment  of 
syphilis.  Investigation  has  proved  conclusive- 
ly that  the  prompt  recognition  and  equally 
prompt  treatment  of  syphilitic  disease,  even 
if  treatment  be  administered  in  the  latter 
weeks  of  gestation,  may  wholly  prevent  the 
disease  in  the  fetus.  As  regards  the  treatment 
of  syphilis  antenatally,  Studdiford  claims  that 
in  his  clinic  good  results  invariably  followed 
active  therapy  irrespective  of  the  time  in  preg- 
nancy the  treatment  was  instituted.  Bourne 
regards  this,  the  prenatal  treatment  of  syphilitic 
disease,  as  one  of  the  chief  triumphs  of  pre- 
ventive medicine  in  obstetrics. 

Antenatal  Care  and  the  Toxemias. — Refer- 
ence has  already  been  made  to  tbe  value  of 
antenatal  supervision  with  regard  to  the  recog- 
nition and  therapy  of  the  toxemias.  As  a mat- 
ter of  emphasis,  I shall,  at  this  time,  add  a 
few  words.  Occasionally,  owing  to  the  subtle 
nature  of  certain  forms  of  toxemia,  a few 
cases  may  elude  the  most  painstaking  physi- 
cian, but,  on  the  whole,  what  has  been  said 
regarding  conceptional  syphilis  applies  equally 
to  the  toxemias. 


Antisepsis  and  Asepsis. — It  may  not  sound 
euphonious  to  extol  the  virtue  of  Listerism, 
a measure  now  more  than  a half  century  old, 
in  its  application  to  obstetric  practice.  How- 
ever, I am  familiar  with  no  department  of 
medicine  in  which  antisepsis  and  asepsis  are 
more  imperatively  indicated,  yet  so  meagerly 
practiced. 

Prior  to  the  adoption  of  this  transcendent 
asset  of  the  obstetrician,  the  mortality  in  the 
maternity  hospitals  of  Paris  was  12%.  With 
the  adoption  'of  antisepsis,  in  1889  to  1898  the 
mortality  fell  to  0.69%  and  with  the  adoption 
of  asepsis  in  1898-1908,  it  decreased  to  0.29%. 

Antenatal  Care  and  Intranatal  Complica- 
tions.— Certainly  no  one  will  question  the  value 
afiforded  by  antenatal  examination  in  aiding 
one  in  recognizing  disproportion  and  malposi- 
tion and  in  enabling  one,  therefore,  to  adopt 
proper  antenatal  or  intranatal  methods  (the 
tactics  of  obstetrics),  effecting  safe  delivery. 

Obstetric  practice  is  a major  surgical  prob- 
lem, but  rarely  in  general  obstetric  work  are 
sound  major  surgical  principles  adopted  and 
rigorously  followed.  It  is  estimated  that  in 
this  country  6000  women  die  annually  of  sep- 
ticemic infection.  The  vast  number  who  be- 
come infected  but  do  not  die,  though  rendered 
more  or  less  physically  disabled,  is  almost 
beyond  estimation.  With  regard  to  mortality 
and  morbidity,  septic  infection  stands  in  the 
foremost  rank.  It  is  only  when  the  extra- 
ordinary susceptibility  of  parturient  women 
to  infection  is  appreciated,  combined  with  the 
institution  of  an  antiseptic  and  aseptic  regime 
and  the  routine  use  of  the  rubber  glove,  liter- 
ally the  hand  maiden  of  the  obstetrician,  pro- 
vided by  Halsted  33  years  ago,  will  the  trage- 
dies of  septic  infection  be  overcome. 

Rectal  Examination. — I am  confident  most 
observers  agree  that  the  common  practice  of 
routine  vaginal  examination,  is  not  only  dan- 
gerous but  rarely  necessary.  I am  persuaded 
also  that  one  is  able  to  garner  all  necessary 
knowledge  by  abdominal  and  rectal  examina- 
tion. The  rectal  method  of  manipulation, 
moreover,  affords  as  much  information  as  the 
vaginal  procedure  without  the  dangers  this 
method  entails.  In  the  last  300  consecutive 
deliveries  in  the  Jefferson  Maternity  only  1 
vaginal  examination  was  made.  Even  in  this 
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case,  I believe,  the  measure  was  not  an  ad- 
vantage, but  an  encumberance.  Rectal  exam- 
ination, advocated  100  years  ago,  according 
to  Meigs,  by  Velpeau,  was  resurrected  in  this 
country  by  Ries  in  1893,  and  about  the  same 
time  by  Kronig,  of  Freiberg,  Germany.  Vel- 
peau, in  the  fourth  edition  of  his  textbook 
on  midwifery,  translated  by  Charles  D.  Meigs 
in  1831,  said:  “Among  other  thing  I have  en- 
deavored to  show  the  advantages  of  touching 
by  the  rectum,  as  well  as  of  abdominal  ex- 
ploration, in  a vast  number  of  cases”.  It  was 
not  until  the  introduction  of  the  rubber  glove, 
however,  that  wider  interest  in  the  method  was 
aroused.  Here  in  the  east,  rectal  examination 
has  not  been  given  due  recognition,  but  in  the 
middle  west,  and  beyond,  it  is  the  examination 
of  choice.  In  certain  maternity  hospitals  bor- 
dering on  the  Pacific  slope  vaginal  examina- 
tions are  not  permitted,  especially  by  the  resi- 
dent interns.  In  no  patient  is  the  vaginal  ex- 
amination made  outside  of  the  delivery  room 
and  then  only  after  the  most  careful  prepara- 
tion of  both  patient  and  attendant.  Thus  far 
I have  said  very  little,  it  anything  new,  re- 
garding “recent  advances  in  obstetrics”.  I 
have  only  tried  to  reiterate  or  reemphasize  old 
truths,  but  truths  nevertheless,  which  are  not 
fully  appreciated  and  less  tardily  practiced. 


Chemical  Analysis  of  the  Blood  and  Urine. 

A great  deal  of  investigation  of  the  blood  and 
urine  has  been  carried  on  with  respect  to  the 
early  recognition  of  pregnancy  and  its  com- 
plications. In  this  paper  reference  will  be 
made  only  to  certain  procedures  of  proved 
practical  utility. 

As  a means  of  diagnosis,  especially  with  re- 
gard to  the  toxemias,  chemical  examination 
of  the  blood  has  evoked  wide  spread  interest, 
but,  except  in  a few  instances,  thus  far  no 
logical  deductions  have  been  forthcoming.  The 
test  devised  by  Van  den  Bergh  is  of  real 
diagnostic  value  and,  when  positive,  indicates 
definite  biliary  obstruction  or  altered  hepatic 
function  and  structure.  This  test  we  have 
found  of  real  worth  in  the  diagnosis  of  toxe- 
mias of  hepatic  origin.  The  Rosenthal  test 
designed  to  determine  liver  derangement  has 
also  proved  of  real  value  in  differentiating 
neurotic  from  true  organic  vomiting  of  preg- 


nancy. In  the  study  of  a large  series  of  cases, 
Krebs  and  Dieckman  claim  the  Rosenthal 
method  will  reveal  impending  toxemia  and 
that  it  is  of  unusual  value  as  a method  of 
differentiating  neurotic  from  pernicious  vomit- 
ing. I hey  find  it,  also,  of  value  as  a means  qL 
determining  the  functional  capacity  of  the-, 
liver  under  the  stress  of  pregnancy. 

It  has  long  been  known  that  in  pregnancy- 
carbohydrate  metabolism  is  in  some  way  d&s— 
turbed,  but  the  precise  factors  influential  in 
the  alternation  are  not  understood.  Meta- 
bolic imbalance  with  the  tendency  to  glyco- 
suria m pregnancy  has  been  employeed  as  a 
means  of  diagnosis  in  the  early  weeks  of  ges- 
tation, especially  in  those  patients  in  whom  the 
clinical  signs  are  not  clear.  Investigation  has 
shown  that  the  metabolic  phenomena  which 
provoke  glycosuria  occur  early  in  pregnancy, 
so  much  so  that  the  biochemist  regards  glyco- 
suria as  one  of  the  earliest  changes  taking 
place  in  this  condition.  It  has  been  demon- 
strated conclusively  that  glycosuria  will  arise 
in  a large  number  of  pregnant  women  during 
the  earliest  weeks  of  gestation,  if  50  to  100 
gm.  of  glycose  are  administered.  Crook,  ac- 
cording to  Bourne,  studied  548  patients,  and 
found  that  166,  or  30%,  had  sugar,  other  than 
lactose,  in  the  urine. 

The  Toxemias.— At  this  time,  I should  like 
to  refer  to  the  toxemias  of  pregnancy,  par- 
ticularly to  the  so-called  preeclamptic  toxemia 
and  to  eclampsia  itself.  Reference  has  al- 
ready been  made  to  eclampsia  as  a prevent- 
able disease  and  this  type  of  toxemia  is  now 
described  in  all  text-books  as  preeclampsia, 
(including  cases  of  albuminuria,  edema,  hyper- 
tension, blurred  vision,  scanty  urine)  and 
eclampsia  proper.  I have  already  stated  that 
an  occasional  case  of  fulminant  eclampsia  with 
prodromes  of  an  exceedingly  subtle  type  or 
no  prodromes  at  all  may  evade  the  most 
conscientious  study,  but  the  majority  of  cases 
present  a clinical  picture  of  distinction  and 
hence  should  not  slip  by.  It  has  been  demon- 
strated that  by  a simple  conservative  plan,  in- 
cluding rest,  simple  feeding,  moderate  fluid 
intake,  free  elimination  and  a salt-free  diet, 
the  convulsive  stage  of  this  obstetric  tragedy 
can  be  almost  wholly  eliminated.  Heretofore, 
the  therapy  of  eclampsia  itself  has  been  of 
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an  exceedingly  variable  character  and  even 
today  there  is  not  an  unanimity  of  opinion 
respecting  the  course  to  be  adopted.  Opinion 
gradually  is  crystalizing  in  the  form  of  the 
conservative  plan  and  no  longer  is  the  disease 
regarded  as  an  obstetric  emergency  or  treat- 
ed as  such.  There  still  exist  two  schools, 
however,  one  with  a small  corps  and  the  other 
with  a large  and  growing  corps  of  teachers, 
the  one  advocating  prompt  and  rapid  termina- 
tion of  pregnancy  and  the  other  favoring  an 
expectant  medical  course.  From  a study  of  the 
most  recent  literature,  it  is  obvious  that  the 
school  advocating  conservatism  is  most  popu- 
lar. Personally,  if  I were  asked  to  join  forces 
with  either,  I should  without  hesitation  ma- 
triculate in  the  conservative  school. 

Recently,  de  Wesselow  and  Wyatt  reported 
2000  collected  cases  of  eclampsia.  The  differ- 
ent types  of  treatment  with  the  results  ob- 
tained thereby  are  shown  in  the  following 
table : 


Mortality 

Treatment 

Mild  Cases 

Natural  delivery 

4.5% 

Assisted  delivery 

5.6% 

Induction 

6.6% 

Cesarean  section 

11.3% 

Accouchement  Force 

18.1% 

Mortality- 
Severe  Cases 
36.9% 
31.7% 
26.4% 
46.3% 
63.1% 


The  figures  presented  in  this  table  confirm 
the  growing  conviction  that  the  less  done  to 
hasten  delivery  the  better  the  prognosis.  The 
table  also  shows  that  accouchement  force,  no 
longer  practiced  in  America,  should  be  definite- 
ly eliminated  as  a therapeutic  recourse. 

Stander  says  the  mortality  of  eclampsia  in 
the  Obstetrical  Department  of  Johns  Hopkins 
Hospital  has  been  reduced  50%  by  the  ex- 
pectant'plan.  Wilson  'refers  to  247  cases  of 
eclampsia  treated  in  the  Johns  Hopkins  Hos- 
pital from  its  opening  in  1894  to  1924. 

The  cases  are  divided  into  2 groups.  The 
first  comprised  1 10  cases  and  they  were  treated 
by  the  methods  in  vogue  at  that  time,  with 
21  deaths  or  a mortality  of  24.8%.  The 
second  group,  treated  along  more  conservative 
lines,  comprised  137  cases  with  14  deaths  or 
a mortality  of  12.8%.  Wilson  claims  that  the 
end-results  under  the  conservative  plan  are 
twice  as  good  as  the  more  radical  forms  of 
treatment  formerly  practiced. 

De  Wesselow  and  Wyatt  refer  to  another 
series  of  2000  cases  treated  by  expectant  means 


with  a mortality  of  9.8%.  These  writers  in- 
cluded in  their  analysis  230  cases  last  recorded 
by  Stroganoff,  with  a death  rate  of  1.7%  and 
also  204  cases  treated  in  the  Rotunda  Hospital, 
Dublin,  with  a mortality  of  10.29%.  Profes- 
sor Stroganoff  reports  his  last  series  of  80  cases 
without  a single  death. 

For  some  time  there  has  appeared  in  the 
literature  repeated  reference  to  the  value  of 
magnesium  sulphate  in  the  treatment  of 
eclampsia,  administered  either  intramuscularly, 
intravenously  or  intraspinally.  All  the  reports 
presented  seem  to  indicate  that  magnesium 
sulphate  is  of  real  service.  It  is  administered 
in  from  25  to  50%  solution  and  as  much  as 
100  c.c.  have  been  given  within  20  hours  with- 
out disquieting  effects.  It  is  claimed  that  the 
material  will:  (a)  control  convulsions,  (b) 
provide  relaxation,  (c)  decrease  intracranial 
pressure  by  overcoming  edema,  (d)  stimu- 
late diuresis,  (e)  diminish  general  edema. 

Quite  recently  Dorsett  reported  38  cases  of 
eclampsia  treated  with  magnesium  'sulphate 
with  2 maternal  deaths,  one  on  the  tenth  day 
from  cerebral  hemorrhage  and  the  other  in  a 
patient  moribund  on  admission  to  the  hos- 
pital. In  the  series  there  were  9 fetal  deaths. 
1 from  forceps  trauma,  4 fetuses  were  ma- 
cerated, and  4 were  premature,  weighing  under 
1300  gm.  The  convulsions  in  the  series  of 
cases  reported  ranged  from  1 to  28  and  these 
were  wholly  controlled  in  10  patients  and  re- 
duced from  50  to  75%  in  the  remainder. 
Dorsett  administers  the  drug  intramuscularly 
and  he  uses  a 25%  solution.  His  average  dose 
is  15  c.c. 

Lazard  treated  17  cases  of  ante,  intra  and 
postpartum  eclampsia  by  the  intravenous  in- 
jection of  20  c.c.  of  a 10%  solution  of  mag- 
nesium sulphate,  and  he  states  the  results  were 
uniformally  successful.  Lazard  claims  that 
this  form  of  therapy  will  control  “convulsions”, 
clear  up  “coma",  promote  “diuresis”  and  over- 
come “edema”.  From  1 to  3 injections  were 
made  and  at  intervals  of  from  2 to  4 hours. 
After  the  adoption  of  this  method  of  treat- 
ment. supplementary  therapy,  like  gastroin- 
testinal lavage,  phlebotomy  and  catharsis  was 
gradually  abandoned. 

Alton  and  Lincoln,  working  along  the  lines 
suggested  by  Haubold  and  Meltzer,  used  mag- 


August,  192  6 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


387 


nesium  sulphate  intraspinally  in  a small  number 
of  cases  and  the  results,  they  claim,  were  most 
encouraging.  They  recommend  a 25%  solu- 
tion and  the  administration  of  1 c.c.  to  each 
25  fb.  of  body  weight.  In  case  of  respiratory 
failure  following  an  overdose  of  magnesium 
sulphate,  10  c.c.  of  a 25%  solution  of  calcium 
chlorid  should  be  given  intravenously.  This 
is  said  to  have  a balancing  effect  on  the  mag- 
nesium salt. 

The  Obstetric  Forceps. — Of  all  utility  in- 
struments, the  forceps  is  by  far  most  widely 
used.  It  might  be  said  that  in  some  hands  it 
is  used  too  widely,  while  in  others  it  may  not 
be  used  widely  enough.  The  instrument  had 
its  conception  in  the  brain  of  Peter  Chamber- 
len,  a London  physician  of  Huguenot  ancestry, 
in  the  latter  part  of  the  sixteenth  or  very- 
early  in  the  seventeenth  century.  Owing  to 
the  invention  being  kept  a family  secret,  it 
did  not  become  widely  known  until  100  years 
later,  or  in  1813,  when  3 forceps  were  found 
in  an  old  chest  in  a house  in  which  members 
of  the  Chamberlen  family  at  one  time  resided. 
These  3 implements,  it  is  believed,  belonged 
to  the  Chamberlens  and  were  the  forceps 
which  the  various  members  of  the  family  had 
employed.  After  the  design  of  the  instrument 
became  public  property,  modification  began 
and  it  has  been  modified,  metaphorically,  by 
almost  every  obstetrician,  both  great  and  small, 
ever  since.  Recently,  2 modifications  have 
been  placed  before  the  profession,  1 in  1915 
by  Kielland,  of  Norway,  and  1 in  1923,  by 
Barton,  of  Plattsberg,  New  York.  These  im- 
plements are  said  to  be  of  special  value  in 
application  to  the  head  high  in  the  pelvis  and 
presenting  in  the  transverse  or  nearly  trans- 
verse diameter  of  the  inlet.  The  Kielland  in- 
strument is  also  used  by  some  accoucheurs 
in  posterior  rotation  of  the  occiput  and  it  is 
said  to  be  of  real  service  with  the  occiput  in 
this  position.  The  general  feeling  regarding 
the  application  of  forceps  to  the  head  “high” 
m the  pelvis  is  not  one  of  approval.  Person- 
ally, I regard  a high  forceps  delivery  one  of 
the  most  difficult,  as  well  as  one  of  the  most 
dangerous  operations  for  both  mother  and 
child.  I look  upon  this  procedure  as  so  dan- 
gerous, that  I adopt  the  recourse  only  under 
the  most  exceptional  circumstances.  With 


the  mother  and  child  in  good  condition,  an 
elective  cesarean  section,  I feel,  offers  in- 
finitely more  for  both.  The  “high”  applica- 
tion of  the  obstetric  forceps  should  have,  in 
my  judgment,  a very  limited  field  of  useful- 
ness in  obstetric  practice. 

More  and  more  dangers,  both  maternal  and 
fetal,  of  this  operation  are  becoming  realized. 
Unquestionably  the  forceps  operation  should 
be  limited,  on  the  whole,  to  the  medium  or  low 
application.  Even  the  frequency  of  the  medium 
operation  may  be  greatly  reduced,  if  one  only 
remembers  that  a head  able  to  reach  midpelvis 
is  likewise  able  to  reach  the  pelvic  floor.  Hence, 
in  the  great  majority  of  cases,  the  application 
of  forceps  may  be  restricted  to  the  low  oper- 
ation. 


Cesarean  Section.  . v ■ i T.  ) 

This  paper  I would  regard  incomplete  with- 
out referring  to  a method  of  delivery  which 
has  gained  wide  popularity,  perhaps  too  wide 
a popularity,  within  the  past  few  years.  I al- 
lude to  the  operation  of  cesarean  section.  The 
operation  dates  back  to  antiquity,  though  it  did 
not  become  an  established  obstetric  procedure 
until  the  early  part  of  the  fifteenth  century. 
In  even  mentioning  this  operation  I may  be 
accused  of  going  far  afield  in  search  of  mater- 
ial for  a paper  which  is  supposed  to  embody 
mcent  advances  in  obstetrics.  The  operation 
of  cesarean  section,  first  placed  on  a rational 
basis  by  Sanger  in  1882,  and  developed  to  a 
standard  of  modernity  during  the  life  time  of 
most  men  here  assembled,  may  be  regarded, 
therefore,  as  of  comparatively  recent  origin. 
My  excuse  for  including  this  phase  of  obstetric 
surgery  in  this  paper  is  founded  on  the  fallaci- 
ous assumption  that  abdominal  delivery  is  not 
fraught  with  more  danger,  both  from  the  as- 
pect of  morbidity  and  mortality,  than  the  or- 
dinary clear  abdominal  section.  I am  familiar 
with  no  conception  so  erroneous  or  one  that  is 
less  substantiated  by  sound  surgical  exper- 
ience. A competent  surgeon  may  (perform 
several  hundred  clean  abdominal  operations 
without  an  alarming  morbidity  or  even  without 
a fatality.  Deaver  has  performed  several  hun- 
dred consecutive  appendectomies  without  a 
death,  and  Montgomery  lias  performed  his 
method  of  shortening  the  round  ligaments 
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more  than  400  times  consecutively  with  similar 
results. 

No  figures  relating  to  the  morbidity  and 
mortality  of  cesarean  section  of  a like  nature 
have  ever  been  reported  and  it  is  altogether 
likely  no  figures  ever  will.  That  the  operation 
is  associated  with  a mortality  infinitely  greater 
than  that  following  simple  abdominal  surgery 
is  confirmed  by  the  investigation  of  the  com- 
mittee on  infant  welfare  of  the  Massachu- 
setts Medical  Society.  A report  submitted  by 
this  committee  discloses  that  the  maternal  mor- 
tality in  the  state  of  Massachusetts  in  1920 
was  greater  than  in  1910,  and  that  as  a 
cause  of  death  cesarean  section  ranked  sec- 
ond to  septic  infection.  Holland  reports  the 
mortality  figures  of  37  British  hospitals  with 
a series  of  4197  sections  carrying  a mortality 
of  4%.  Eden  and  Holland  present  a table  in 
which  the  operation  was  performed  for  con- 
tracted pelvis  as  follows: 


When  Performed 

Total  Cases 

Mortality 

Not  in  labor .... 

. ...  1189 

1.4  % 

Early  in  labor.  . . 

384 

1.08% 

Late  in  labor. . . . 

213 

9.4  % 

After  induction.. 

35 

14  % 

After  attempts  at 

for- 

cepts  delivery. 

etc . . 102 

26.5  % 

Perhaps  no  operation  in  obstetric  surgery 
is  performed  on  so  slight  a pretext. 


Septic  Infection. 

1 wish'  to  refer  briefly  to  the  present  con- 
ception regarding  the  etiology  and  the  therapy 
of  puerperal  sepsis.  It  is  now  generally  con- 
ceded that  in  a small  percentage  of  cases,  in- 
fection may  arise  from  within.  In  the  vast 
majority  of  cases  the  source  of  the  infection 
organism  is  indubitably  from  without  and 
hence,  in  the  vast  majority  septic  infection  is 
a preventable  disease.  To  the  preventive 
measures  brief  reference  has  already  been 
made. 

Recently  a great  deal  of  attention  has  been 
given  to  the  revival  of  sterilization  of  the  blood 
stream  by  the  intravenous  administration  of 
antiseptics.  Of  the  many  antiseptics  used  rner- 
curochrome  is  the  most  recent  and  has  gained 
widest  popularity.  Unfortunately  this  drug, 
like  other  antiseptic  preparations  administered 
intravenously  during  the  past  25  years,  has 


not,  as  it  was  cherishingly  hoped,  increased 
our  optimism  regarding  the  successful  treat- 
ment of  puerperal  infection.  Extended 
investigation  has  not  supported  the  view  of  the 
sponsors  of  this  method  of  medication.  The 
most  efficient  recourse  seems  to  reside,  first 
in  the  means  of  prevention,  and  second,  in 
giving  the  infected  patient  a chance  to  get  well 
without  too  much  meddlesome  therapy. 

Koehler,  who  has  recently  presented  a sur- 
vey of  the  subject  in  an  excellent  monograph 
covering  more  than  200  pages,  expresses  the 
opinion  that  a rational  therapy  of  puerperal 
infection  is  not  forthcoming.  In  his  hands 
curative  methods,  based  on  the  introduction 
of  antiseptics,  foreign  proteins  or  sera  into 
the  blood,  have  proved  unavailing.  Convinc- 
ingly good  results,  he  says,  can  not  be  proved 
for  any  form  of  therapy  so  far  suggested  and 
tried.  From  a careful  study  of  his  own  exper- 
ience combined  with  a critical  study  of  the 
literature,  Koehler  says  that  at  present  we  are 
unable  to  cure  patients  suffering  with  puer- 
peral infection  by  specific  means. 
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MASKED  TUBERCULOSIS. 


B.  S.  Pollak,  M.D.,  F.A.C.P., 

Medical  Director,  Hudson  County  Tuberculosis 

Hospital  and  Sanatorium;  Chief  of  Tuber- 
culosis Division,  Jersey  City  Hospital; 

Consultant  Phthisiologist,  Christ  Hos- 
pital, Jersey  City,  and  St.  Mary’s 
Hospital,  Hoboken,  N.  J. 

For  some  time  past,  the  medical  profession 
has  been  the  target  for  lay,  and  semi-lay,  or- 
ganizations, which  have  contended  that  the  in- 
different and,  more  often,  careless  examina- 
tion of  patients  has,  in  many  instances,  been 
the  cause  of  much  unrecognized  tuberculosis. 
As  a matter  of  fact,  we  have  been  called  upon, 
very  frequently,  to  emphasize  the  position  the 
profession  has  occupied  in  relation  to  the  now 
very  popular  movement  of  tuberculosis  control. 

That  tuberculosis  is  very  frequently  un- 
recognized is,  of  course,  a well  known  fact  for 
which  the  profession,  as  a whole,  cannot  be 
held  responsible.  The  hospitals  and,  we  might 
add,  the  medical  schools  of  our  country,  have, 
to  a large  extent,  helped  to  create  this  situa- 
tion; the  one,  for  failing  to  teach  its  students 
the  essentials  and  fundamentals  in  the  etiology, 
diagnosis  and  personal  touch ; the  other,  by 
perpetuating  a “closed  door  policy”,  that  is, 
by  having  different  standards  for  admission 
of  the  tuberculous  and  the  syphilitic ; thus,  the 
intern  and  the  medical  student  have  no  oppor- 
tunity to  come  in  contact  with  tuberculosis  at 
the  critical  part  of  their  medical  career. 

We  have  selected  for  our  discussion  this 
evening  a subject  which  practical  experience 
has  taught  us  to  be  most  important  in  con- 
nection with  the  diagnosis  of  tuberculosis ; we 
have  decided  to  discuss  the  symptomatology 
of  conditions,  that  are  often  the  cause  of  our 
apparent  inability  to  promptly  recognize  tuber- 
culosis. 

Patients  who  come  to  us  with  the  classical 
symptoms,  to  wit,  night  sweats,  pain  in  chest, 
cough  and  the  other  well  known  symptoms 
of  pulmonary  tuberculosis,  will,  of  course,  im- 
mediately direct  our  attention  to  the  possi- 
bility of  the  existance  of  tuberculosis,  but,  we 
have  in  mind,  rather,  that  type  of  case  so 
frequently  seen  where  the  predominating 
symptoms  are,  directly  or  indirectly,  associated 
with  or  related  to  other  conditions  or  organs 


than  the  existing  symptoms  would  indicate, 
and  where  the  possibility  of  existence  of  tuber- 
culosis is  overlooked  entirely.  This  condition 
might  best  be  described  as  “masked”,  or  “con- 
cealed” tuberculosis,  and  in  order  that  this 
subject  might  be  best  presented,  permit  us 
to  consider  such  symptoms  in  groups,  that  is, 
appertaining  to  systems  or  organs.  First 
among  these  symptoms  are  the  fevers,  of 
which  there  are  2 distinct  types : 

(a)  Fever,  which  may  mask  a beginning 
tuberculosis;  continued  or  typhoid  fever  type. 
It  can,  of  course  be  readily  understood,  how 
difficult  a differential  diagnosis  between 
typhoid  fever  and  certain  types  of  acute  miliary 
tuberculosis  may  become.  We  have  been  con- 
fronted with  such  difficulty  in  a series  of 
cases ; in  the  first  instance,  the  positive  Widal 
reaction  is  of  material  assistance ; if  however, 
such  test  is  negative  and,  after  a week  of 
continued  fever,  no  roseola  appears,  hidden  or 
masked  tuberculosis  might  be  considered ; this 
occurs  very  frequently,  even  though  typhoid 
fever  is  now  relatively  rare. 

'(b)  Intermittent,  or  cyclic  fever  (pseudo- 
malarial). 

In  phthisis,  depending  upon  the  extent  and 
severity  of  the  lesion,  of  course,  we  have  more 
or  less  fever  of  prolonged  character.  This, 
however,  very  frequently  escapes  attention 
of  the  medical  attendant,  particularly  where 
thermometric  observations  are  not  made  the 
rule ; which  is  so  often  the  case  in  private 
practice  where  nursing  service  is  not  available. 
This  intermittent  type  of  fever  is  very  fre- 
quently mistaken  for  malaria;  in  fact  malaria 
and  rheumatism  are  the  2 conditions  men- 
tioned (according  to  their  relative  frequency) 
which  are  the  most  common  cause  for  errors 
in  relation  to  the  diagnosis  of  tuberculosis. 
When  histories  are  carefully  observed,  the  type 
of  fever  which  is  so  characteristic  of  malaria 
will  help  to  make  the  diagnosis  without  resort- 
ing to  the  laboratory,  where,  of  course,  the 
presence  or  absence  of  the  plasmodium  will 
definitely  settle  the  question.  In  territories 
where  little  real  malaria  is  known  to  exist, 
we  should  have  little  difficulty,  but  the  fre- 
quent diagnosis  of  malaria,  prompts  the 
stressing  of  this  point. 

In  the  second  group  heart  symptoms  pre- 
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vail.  These  may  be  subjective  or  objective 
and  are  developed  because  of  the  existence 
of  hidden  foci  of  tuberculosis.  Most  impor- 
tant among  these  symptoms  are  the  palpita- 
tions. The  patient  consults  his  physician  be- 
cause of  these  embarassing  palpitations  and  is 
most  anxious  to  ascertain  the  type  of  cardiac 
disease  responsible  for  said  symptomatology. 
Careful  physical  examination  does  not  reveal 
any  organic  (cardiac)  disturbance;  what  then? 
We  have  an  absolutely  normal  heart,  pulsating 
against  an  inflamed  or  greatly  thickened  pleura 
and  pericardium,  which  hinder  or  embarass 
the  regular  function  of  the  heart ; an  apparent 
cardiac  lesion  caused  by  tuberculosis.  In  this 
connection,  it  is  well  to  remember  that  pain 
in  the  precordia,  which  is  sometimes  as  severe 
as  in  a true  angina  pectoris,  often  owes  its 
origin  to  tuberculosis,  for  tuberculosis  peri- 
carditis is  by  no  means  a rare  condition  and 
is  the  cause  of  these  very  painful  symptoms 
that  have  been  alluded  to. 

We  next  find  the  condition  where  a be- 
ginning tuberculosis  is  masked  as  an  affection 
of  the  digestive  and  alimentary  tract.  This 
is,  perhaps,  one  of  the  most  frequent  and 
intensely  interesting  conditions  which  confront 
us.  Here,  we  have  in  mind  the  patient  who 
refers  his  entire  syndrome  to  gastric  and  intes- 
tinal disturbances — pain  in  the  abdomen — and 
such  symptoms  have  very  often  caused  the 
diagnosis  of  ulcer  (gastric  or  duodenal)  or 
even  appendicitis  or  cholecystitis,  whereas  a 
careful  examination  might  reveal  a rather  com- 
mon glandular  mesentery  tuberculosis.  In 
these  cases  we  have  to  be  very  careful  in  our 
examination  and  deductions  and  resort  to  all 
agencies  and  facilities  that  might  help  us  to 
exclude  the  existence  of  ulcer ; to  wit,  examina- 
tion of  secretions,  motility  of  the  stomach, 
presence  or  absence  of  occult  melena  and, 
finally,  the  use  of  the  x-rays.  If  there  is  no 
evidence  of  ulcer,  we  must  seriously  consider 
the  possibility  of  tuberculosis,  particularly  if 
there  be-  suspicion  of  a pulmonary  lesion. 
This  is  important  to  the  physician,  for  if  there 
is  no  ulcer  we  need  not  be  careful  of  the  kind 
of  diet ; quite  to  the  contrary,  if  tuberculosis 
is  present,  we  permit  our  patient  a most  liberal 
and  generous  diet.  In  passing,  we  must  pay 
our  respects  to  those  annoying  dyspepsias 
which  are  so  frequently  treated  as  such,  when, 


as  a matter  of  fact,  they  are  really  manifesta- 
tions of  tuberculous  toxemias.  These  are 
very  often  met  with  and  are  the  cause  of  send- 
ing many  of  our  tuberculous  patients  to  the 
gastro-enterologist  who  treats  such  cases  for 
years,  at  times,  only  to  find,  greatly  to  his 
chargin,  the  cause  to  be  in  the  toxins  of  the 
tubercle  bacillus. 

We  next  come  to  consider  rheumatism. 
When  we  speak  of  rheumatism,  we  have  not  in 
mind  that  type  which  is  so-called  because  of 
painful  conditions  of  bones  or  joints  that  have 
not  been  classified  or  diagnosed,  but  simply 
for  convenience  sake  thus  designated,  but  the 
typical  rheumatism,  with  pain,  redness,  tender- 
ness, and  swelling  of  the  joints,  which  very 
frequently  mask  a tuberculous  origin.  There- 
fore, in  every  case  of  rheumatism,  particularly 
where  there  is  no  evidence  of  endocardial 
complications,  we  must  think  of  the  possi- 
bility of  existing  tuberculosis.  In  this  con- 
nection, we  must  remember  at  the  same  time 
that  syphilis  may  present  the  same  sort  of 
clinical  picture  and  we  must  be  prepared  to 
differentiate. 

In  our  systemic  consideration  we  next  come 
to  the  group  of  nervous  symptoms  and  mani- 
festations, behind  which  there  often  lurk  evi- 
dences of  hidden  or  masked  tuberculosis ; most 
notable  among  them  is  neurasthenia,  which 
owes  its  origin  to  a weakened  central  nervous 
system  (to  which  human  flesh  may  be  heir) 
or  else  is  caused  by  reason  of  strain  of  body 
or  mind,  through  overwork,  worry  or  disturbed 
sleep.  If  the  anamnesis  does  not  indicate  any 
of  the  above  named  circumstances,  one  must 
consider  the  various  other  conditions  which 
may  be  responsible.  Such  symptoms  may  be 
the  accompaniment  of  syphilis,  carcinoma  or 
diabetes,  but  are  very  frequently  early  mani- 
festations of  a beginning  tuberculosis. 

May  we,  in  passing,  call  attention  to  recent 
observations  which  would  indicate  that  a sub- 
ject with  what  might  be  called  neurasthenic 
tendencies  may  become  an  easy  prey  to  tuber- 
culosis. It  is  a common  observation  that  these 
so-called  “nervous  manifestations”  assert 
themselves  in  the  early  stages  of  tuberculosis. 
It  might  have  been  mentioned  that  this  so- 
called  “less  resistant  nervous  system”  has 
caused  the  German  school  to  ascribe  to  it  the 
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'reason  fot  the  more  frequent  occurrence  of 
juvenile  tuberculosis  in  the  female. 

Another  prominent  nervous  manifestation, 
deserving  mention  in  this  connection,  is  head- 
ache ; frequently  a beginning  serous  tuber- 
cular meningitis  is  heralded  in  with  headache ; 
this  may  be  due  to  miliary  tuberculosis  of  the 
meninges  or  to  absorption  of  toxins  through 
the  meninges. 

We  cannot  discuss  all  of  the  nervous  mani- 
festations in  connection  with  tuberculosis  but 
we  do  feel  that  this  chapter  would  not  be 
complete  without  emphasizing  the  frequency 
of  the  connection  of  tuberculosis  with  demen- 
tia praecox.  In  a very  exhaustive  study,  by 
Loew,  it  has  been  shown,  in  one  of  the  large 
hospitals  for  the  insane,  that  tuberculosis 
occurs  with  dementia  praecox  in  59%,  with 
epilepsy  in  27.1%,  with  progressive  paralysis 
in  11.3%,  and  with  senile  dementia  in  10%  of 
the  cases  that  come  to  autopsy. 

We  cannot  discuss  this  subject  without 
calling  attention  to  the  relation  of  the  endocrin 
glands  and  tuberculosis.  The  teachings  of 
Neuser,  of  Vienna,  but  a short  time  ago  were 
■that  the  presence  of  goiter  negatived  the 
existence  of  tuberculosis.  This,  of  course,  was 
a most  important  declaration,  particularly  when 
we  consider  a certain  similarity  of  some  of  the 
subjective  symptoms;  to  wit,  sweating,  sub- 
normal temperature  and  loss  of  weight,  exist- 
ing for  instance  in  Basedow’s  disease.  Thus 
it  was,  for  a time  at  least,  that  we  taught  that 
tremor  or  positive  Goetsch  reaction  confirmed 
the  presence  of  goiter  and  negatived  the 
existence  of  tuberculosis.  You  probably  re- 
member that  but  a few  years  ago  we  injected 
0.5  c.c.  of  adrenalin,  for  the  purpose  of  diag- 
nosis ; if  thyrotoxic  symptoms  were  exag- 
gerated, hyperthyroidism  was  diagnosed.  But 
recent  observations  have  changed  the  opinion 
then  held,  for  now  we  know  of  the  co- 
existence of  tuberculosis  and  goiter  and,  fur- 
thermore, we  have  observed  that  the  presence 
of  tuberculosis,  makes  the  prognosis  in  dis- 
eased goiter  more  favorable,  if  anything. 

Other  tuberculous  manifestations  are  found 
in  connection  with  the  adrenals.  We  have  had 
the  rare  opportunity  of  seeing  tubercle  in  the 
hypophysis,  at  autopsy.  Whether  glycosuria, 
which  is  frequently  seen  in  conjunction  with 


tuberculosis,  has  any  connection  with  these 
glands,  the  hypophiseal  thyroid  or  the  pan- 
creas, we  cannot  definitely  determine.  We  do 
know  that  we  frequently  find  glycosuria  that 
suddenly  disappears  and  the  patient  does  not 
feel  well,  and  careful  examination  reveals 
manifest  tuberculous  disease ; this  is  a very 
frequent  circumstance. 

Finally,  there  are  the  gonads,  in  which  we 
frequently  have  evidence  of  marked  tubercu- 
losis. Here  we  recall  the  fact  of  the  peculiar 
pigmentation  of  a certain  type  of  woman  that 
remind  us  of  choloasma  uterinum. 

In  our  survey,  we  come  next  to  this  ob- 
servation, briefly  stated,  that  there  exists  a 
tuberculous  albuminuria  and  that  the  appear- 
ance of  this  albumin  in  the  urine  is  periodic, 
disappearing,  very  frequently,  when  a thor- 
ough rest  cure  is  instituted ; the  albumin  dis-* 
appears  but  is  called  forth  again  upon  pro- 
longed bodily  exertion.  But  not  alone  al- 
buminarias  without  casts  but  some  types  of 
nephrititis  which  owe  their  origin  to  a tuber- 
culous focus,  which,  in  their  early  stages  do 
not  show  any  traces  of  bacillary  invasion,  are 
mentioned  because  their  tuberculous  origin  is 
frequently  not  considered. 

Our  'observations,  likewise,  lead  us  to  the 
inevitable  conclusion  that  what  is  ordinarily 
recognized  as  a symptom  complex  of  a simple 
anemia  will  very  frequently  harbor  a masked, 
or  beginning  tuberculosis.  The  story  is  like 
this,  particularly  in  the  young.  The  child  be- 
comes pale  and  listless,  refuses  to  play,  refuses 
to  eat,  becomes  picky,  complains  of  headache 
and  malaise.  The  child  is  sent  to  the  country 
or  sanatorium  and  there,  very  frequently,  re- 
cuperates ; upon  its  return  is  lively,  and  ap- 
parently, all  is  well ; the  explanations  there- 
fore, are  various ; either  school  anemia,  or 
else  over  taxation  because  of  attendance  at 
school,  or,  perhaps,  it  may  be  ascribed  to  a 
moody  child.  This  condition  has  often  been 
designated  as  a pretuberculous  state  (whatever 
that  might  mean)  but  very  rarely  is  the  real 
diagnosis  made,  or,  if  made,  is  pronounced 
bronchial  gland  or  hilus  tuberculosis. 

Again,  at  a later  period,  among  females, 
a diagnosis  of  chlorosis  is  often  made,  because 
they  exhibit  anemia  together  with  a peculiar 
pasty  appearance.  Internally,  we  find  abnor- 
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malities  of  growth,  infantilism,  late  appear- 
ance of  menstrual  period,  or  otherwise,  a fre- 
quent absence  of  the  same.  They  exhibit 
physical  and  psychic  sexual  retrogression  and 
development  and  with  an  underdeveloped 
uterus,  which,  if  impregnated  at  such  a time 
very  often  causes  spontaneous  abortion,  for, 
next  to  syphilis,  tuberculosis  is  the  most  fre- 
quent cause  for  spontaneous  abortion.  We 
know  that  absence  of  menstruation  is  indica- 
tive of  markedly  advanced  condition  (in  tuber- 
culosis) of  the  female.  Then,  too,  it  might 
be  borne  in  mind  that,  in  the  female,  where 
there  is  no  gynecologic  evidence  for  the  sud- 
den appearance  of  amenorrhea,  a tuberculosis 
ought  to  be  suspected  and  a thorough  physical 
examination  is  indicated. 

Menorrhagia  is  very  frequently  the  fore- 
runner of  tuberculosis  of  the  kidney;  it  occurs 
when  all  other  symptoms  are  wanting,  there- 
fore, in  the  presence  of  menorrhagia,  one 
ought  not  to  satisfy  himself  with  a single  ex- 
amination of  sedimented  urine,  for  frequent 
examinations  of  such  urine  will,  with  a sur- 
prising frequency,  demonstrate  the  presence  of 
the  tubercle  bacillus.  A most  interesting  ob- 
servation was  made  by  Novak,  who  reported 
curetting  in  30  cases  of  amenorrhea  and  the 
existence  of  tubercle  bacilli  in  the  endometrium 
of  6 of  these. 

Thus,  we  have  noted  groups  of  various 
manifestations  of  illness  which  may  mask  a 
tuberculous  condition.  Time  did  not  permit 
of  more  that  a casual  mentioning  of  the  more 
important  conditions.  We  have  endeavored 
to  bring  to  notice  some  conditions  that  are 
fairly  well  established  and  to  keep  free  from 
speculative  diagnosis.  We  have  been  thinking 
of  physical  signs,  in  our  ability  to  make  a sure 
diagnosis  and  we  have  endeavored  to  show 
that  physical  signs  are  frequently  not  in  keep- 
ing with  the  pathologic  development  and  that 
lesions  cannot  always  be  recognized  by  physi- 
cal signs.  The  important  thing  for  us  to  re- 
member is  that  tuberculosis,  as  it  manifests 
itself  clinically,  has  usually  been  present  for 
a long  time  without  having  any  manifestations 
which  have  been  recognized,  but  that  if  we 
find  something  in  the  individual  patient  which 
is  somewhat  suspicious,  if  we  go  into  the  his- 
tory, we  will  often  be  able  to  locate  the  paths 


of  infection.  In  other  words  tuberculosis  is 
a chronic  illness,  a relapsing  infection,  with 
periods  of  activity  and  periods  of  quiesence, 
stretching  over  a period  of  months  and  years 
when,  finally,  it  is  recognized. 

In  discussing  occult  or  hidden  tuberculosis 
we  have  purposely  discussed  this  problem 
from  the  symptomologic  point  of  view,  having 
indicated  many  manifestations  in  connection 
with  systems  or  organs  and  we  have  purposely 
avoided  pulmonary  tuberculosis,  so  that  the 
question  of  physical  signs  as  an  aid  in  the 
diagnosis  of  the  respective  conditions  has  not 
entered  into  this  considerteion.  We  desire  to 
reiterate  our  belief  in  the  oft-repeated  affirma- 
tion concerning  the  Ghon  theory — which,  as 
you  know,  is  based  on  the  respiratory  tract  as 
the  medium  of  transmitting  into  the  paren- 
chyma of  the  lung  the  primary  foci — for 
we  are  very  apt,  in  considering  diagnosis  of 
such  conditions,  to  lay  much  stress  on  physical 
signs  only  to  find  that  they  are  misleading 
and  that  bronchiectasis,  pneumonia  and  tumors 
of  the  lung  very  frequently  present  physical 
findings  that  might  correspond  to  those  found 
in  tuberculosis.  Our  object  is  to  inquire  why 
diagnoses  are  not  more  frequently  made  earlier 
in  the  progress  of  the  disease.  Our  belief  is 
that  if  the  symptomatology  which  predomi- 
nates cannot  be  satisfactorily  explained,  then 
the  laboratory  is  resorted  to,  but  only  too  fre- 
quently negative  opinions  result  because  the 
microscopist  has  been  unable  to  demonstrate 
the  tubercle  bacillus.  This  method  has  been 
largely  responsible  for  our  inability  to  diag- 
nose early  lesions,  for  we  must  remember  when 
we  consider  the  pathology  that  there  is  a wide 
gap  from  the  stage  of  infiltration  and  the 
stage  of  consolidation  to  that  period  where 
caseation  occurs  and  the  bacillus  has  an  op- 
portunity to  escape  and  make  its  appearance 
so  that  the  laboratory  may  demonstrate  its 
presence.  In  other  words,  the  minimal  stage 
has  been  overlooked  and  we  find  ourselves 
seriously  handicapped  in  the  management  of 
the  case ; much  valuable  time  has  elapsed  and, 
instead  of  an  early  lesion,  we  find  ourselves 
face  to  face  with  advanced  disease. 

In  our  effort  to  make  a plea  for  earlier  diag- 
nosis, we  have  considered  the  masked  features 
of  this  disease  so  as  to  be  able  to  present  an 
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argument  'for  the  correlation  of  symptoms, 
for  instance,  with  x-ray  findings.  There  has 
been  a great  deal  said  and  written  concerning 
the  aid  of  the  x-rays.  The  clinician  has  em- 
phasized his  superiority  and,  perhaps,  justifi- 
ably, but  the  objection  to  artificial  means  must 
not  be  compared  for  the  x-ray  will,  in  very 
early  stages,  give  evidence  of  minimal  dis- 
ease, when  the  microscope  will  fail  to  bring 
results  so  that  the  symptoms  which  have  been 
discussed  will,  in  a considerable  number  of 
cases,  find  a satisfactory  explanation  in  the 
scientific  study  of  x-ray  findings.  Thus,  we 
hope,  with  the  aid  of  the  films,  that  we  will 
have  the  pleasure  of  demonstrating  our  conten- 
tion and  so  bring  before  your  mind’s  eye  the 
importance,  the  prominence  and  the  place  of 
x-rays  in  the  diagnosis  of  tuberculosis.  Our 
aim  is  to  diagnose  the  trouble  much  earlier 
than  we  have  hitherto  been  able  to  do. 

In  20  years  of  active  service,  we  have  seen 
thousands  upon  thousands  of  patients  who  have 
come  to  us  ignorant  of  existence  of  the  dis- 
ease. We  realize  that  a large  number  of  these 
people  never  consulted  a medical  man,  but  we 
realize,  likewise,  the  odium  that  has  been  ours, 
from  time  to  time ; sometimes,  because  we 
have  been  too  sympathetic  to  pronounce  the 
diagnosis  and  sometimes  we  have  called  a 
thorn  a rose,  and  a rose  a thorn. 

At  the  outset,  we  called  attention  to  the  at- 
titude of  the  sociologist  toward  the  medical 
profession.  Tuberculosis  is,  undoubtedly,  a 
sociologic  problem.  We  have  called  attention 
to  many  phases  in  the  diagnosis  of  tuberculosis 
that  are,  by  reason  of  obscurity,  occasionally 
overlooked,  or  that  because  of  their  masked 
features  have  become  a rather  difficult  problem. 
We  have  likewise  endeavored  to  prove  that  the 
whole  subject  is  not  particularly  one  for  the 
specialist,  but  rather,  because  of  the  multi- 
tudinous character  of  its  symptomatology,  it 
has  become  a medical  problem  that  embraces 
the  entire  realm  of  medicine.  It  is  not  he 
who,  perhaps,  is  able  to  percuss  with  accuracy 
the  apical  lesion  of  a pulmonary  tuberculosis, 
that  is  the  tuberculosis  specialist ; it  is  rather, 
the  man  with  broad  vision  and  concept,  who 
recognizes  tuberculosis  as  an  affection  of  the 
entire  system.  Such  men  we  find  in  the  realm 
of  medicine  and  we  hope  that  within  the  realm 


of  our  honored  profession  there  will  be  found 
the  salvation  of  the  problem ; diligent  applica- 
tion, much  more  thorough  investigation,  co- 
operation from  schools,  colleges  and  hospitals, 
will  further  aid  us  in  bringing  down  this 
dreaded  foe  of  human  society. 

Twenty  years  ago,  the  mortality  rate  in  our 
county  was  214;  today  it  is  about  75. 

To  those  who  have  throw'll  the  challenge 
wre  say:  Koch,  the  physician,  discovered  the 
cause,  and,  if  we  are  to  judge  by  the  signs  of 
the  times,  if  we  are  to  interpret  the  messages 
that  are  coming  from  the  laboratories  and  the 
research  workers,  if  we  are  to  give  a proper 
estimate  to  the  work  that  is  now  being  done 
by  Krause  and  White,  at  New  Haven,  at  Den- 
ver and  elsewhere,  and,  if  we  are  to  consider 
the  efforts  of  Calmettee  and  the  possibilities 
involved  in  his  proclamation  relative  to  vac- 
cination, which  theory  has  been  substantially 
approved,  and,  in  the  animal,  at  least,  con- 
firmed by  our  own  Parks ; if  we  are  to  take 
into  consideration  that  the  long  experience  of 
the  research  worker  hhs  indicated  that  the 
point  of  attack  most  promising  of  success  is 
the  waxy  capsule  of  the  tubercle  bacillus  and 
it  needs  our  concentrated  efforts  to  bring  forth 
the  anticipated  results,  and  that  efforts  are 
now  being  made  in  that  direction ; we  may 
claim,  with  more  or  less  impunity,  that  it  will 
be  some  painstaking,  conscientious,  honored 
member  of  our  profession  who  will  join  the 
ranks  of  those  heroes  and  martyrs  who  have 
met  and  conquered  yellow  fever,  cholera, 
smallpox  and  a host  of  other  diseases,  who 
wfill  add  tuberculosis  to  the  diseases  that  will 
no  more  decimate  the  population  of  the  world. 


FRACTURES  OF  THE  FEMORAL 
SHAFT. 


Henry  Klaus,  M.D., 

Union  City,  N.  J. 

Inasmuch  as  the  treatment  of  fractures 
of  the  femoral  shaft  in  adults  presents  an 
entirely  different  problem  as  compared  with 
the  treatment  of  fractures  of  the  shaft  of 
the  femur  in  children,  this  group  of  24  cases 
of  femoral  shaft  fractures,  15  in  adults  and 


394 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


August,  1926 


9 in  children,  admitted  to  our  service  from 
August,  1923,  to  November,  1925,  will  be 
considered  separately. 

Previously  to  the  World  War  the  results 
in  the  treatment  of  femoral  shaft  fractures 
were  exceedingly  poor,  in  fact  recovery  of 
the  affected  limb  without  shortening  was  the 
exception  and  a good  result  was  recorded 
if  union  occurred  with  good  alinement  and 
without  more  than  1 in.  of  shortening.  Since 
that  time,  although  the  principles  of  trac- 
tion and  countertraction  have  remained  the 
same,  the  introduction  of  direct  or  skeletal 
traction  has  so  improved  results  that  re- 
covery without  shortening  is  now  the  rule. 

For  the  purpose  of  classification  we  have 
grouped  the  15  cases  of  femoral  shaft  frac- 
tures occurring  in  adults  according  to  the 
method  of  treatment  employed : ( 1 ) indi- 

rect skin  traction,  3 cases;  (2)  direct  or 
skeletal  traction,  11  cases;  (3)  primary  re- 
duction and  application  of  plaster  cast,  0 
cases;  (4)  open  reduction,  2 cases.  One 
case  included  under  skeletal  traction  came 
to  operation  for  interposition  of  soft  parts 
between  the  fragments. 

Indirect  or  skin  traction. — This  method 
consists  in  the  application  of  long  strips  of 
adhesive  plaster  fastened  to  the  thigh  as 
far  down  as  the  knee  if  the  latter  is  kept 
in  flexion,  or  down  to  just  above  the  ankle 
when  the  knee  is  kept  extended.  The  leg  is 
suspended  in  a Pearson  or  Thomas  splint 
hanging  from  a balkan  frame,  the  arrange- 
ment being  an  improvement  over  the  old 
Buck’s  adhesive  extention  method.  The  lat- 
ter method  has,  in  our  experience,  shown  itself 
to  be  of  limited  use  and  should  be  employed 
only  in  those  cases  where  over-riding  is  slight 
and  only  sufficient  traction  is  necessary  to 
maintain  a proper  alinement  and  position  of 
the  fragments  until  some  callus  is  thrown  out, 
within  a few  weeks,  when  a long  hip  and  chest 
plaster  spica  can  be  applied.  It  is  impossible, 
by  means  of  adhesive  plaster  traction,  to  main- 
tain a great  degree  of  traction  for  any  consid- 
erable period  of  time,  or  traction  sufficient  to 
pull  down  the  fragments,  without  a constant 
slipping  of  the  plaster  and  readjustment  and 
injury  to  the  skin.  Even  with  the  most  care- 
ful and  detailed  arrangement  of  the  plaster, 


it  has  been  shown  so  often  that  when  the 
necessary  amount  of  weight  was  added  to 
pull  down  the  fragments  the  plaster  slipped 
and  the  deformity  remained  the  same.  Often 
considerable  and  prolonged  disability  has  re- 
sulted from  immobilization  of  the  knee 
when  kept  in  extention  by  the  Buck  method. 
Although  this  method  in  the  3 cases  men- 
tioned proved  satisfactory,  it  will  be  noted 
that  there  was  little  over-riding  of  the  frag- 
ments and  little  traction  required  to  correct 
the  deformity. 

Inasmuch  as  this  method  has  been  found 
so  unsatisfactory  in  the  past  it  has  now 
been  entirely  discarded  in  favor  of  skeletal 
traction,  with  the  exception  of  the  special 
indications  mentioned  above.  In  one  of  the 
cases  in  this  group,  an  extensive  comminut- 
ed supracondylar  gunshot  fracture  with 
some  over-riding  and  posterior  displacement 
of  the  lower  fragment,  the  method  of  trac- 
tion as  described  by  Santee,  was  used;  trac- 
tion in  the  long  axis  of  the  thigh  to  correct 
the  shortening  and  traction  upward  on  the 
lower  fragment  to  correct  the  posterior  dis- 
placement, the  knee  being  kept  in  flexion. 
The  case  reported  by  Santee  showed  much 
greater  deformity  and  required  skeletal 
traction,  although  the  same  was  accomplish- 
ed in  this  case  by  indirect  traction.  It  has 
repeatedly  been  shown  in  fractures  of  the 
lower  third  of  the  femur  simple  flexion  of 
the  knee  with  traction  in  the  long  axis  of 
the  thigh  is  insufficient  to  correct  the  pos- 
terior displacement  and  that  traction  up- 
ward is  necessary  to  bring  lower  fragment 
forward. 

Direct  or  skeletal  traction. — Direct  trac- 
tion on  the  bone  is  mechanically  sound,  and 
experience  shows  that  full  length  and  aline- 
ment can  be  obtained  uniformly.  The  knee- 
joint  is  kept  free  for  active  motion.  As  with 
adhesive  plaster  traction,  the  same  method 
of  suspension  in  a Pearson  splint  and  Bal- 
kan frame  was  used.  Full  length  and  aline- 
ment were  obtained  in  7 of  the  11  cases  and 
it  is  of  interest  to  note  these  were  all  in 
young  muscular  adults  where  callus  is 
thrown  out  early.  In  2 cases  the  calipers 
had  to  be  removed  before  union  was  firm 
enough  to  hold  the  fragments  in  position. 
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Both  were  in  adults  past  50  years  of  age. 
The  calipers  were  removed  in  the  first  case 
because  of  a localized  infection  about  the 
site  of  the  tongs,  which  infection  immedi- 
ately cleared  up  upon  removal  of  the  tongs 
and  incision  into  the  soft  parts,  though  the 
deformity  recurred.  In  the  second  case  the 
patient  insisted  on  being  moved  to  her  home, 
and  although  there  was  no  shortening  and 
alinement  was  good  after  the  application  of 
a long  hip  spica,  the  deformity  recurred. 
The  end-results  in  both  these  cases  was  no 
worse  than  is  usually  seen  with  skin  trac- 
tion; there  being  1 in.  shortening  in  each 
case.  In  a third  case,  one  of  supracondylar 
fracture  with  comminution,  although  the 
shortening  was  overcome,  some  posterior 
displacement  of  the  lower  fragment  remain- 
ed, and  could  not  be  improved  with  any 
change  in  the  degree  of  flexion  of  the  knee. 
It  is  necessary  in  these  cases  to  apply  trac- 
tion upward  on  the  lower  fragment,  by  means 
of  calipers,  as  well  as  traction  in  the  long 
axis  of  the  leg  by  means  of  a Steinman  pin 
through  the  head  of  the  tibia,  as  described 
by  Santee.  The  fourth  case  came  to  oper- 
ation after  2 weeks  trial  with  calipers.  In 
this  case  the  shortening  was  overcome  but 
alinement  was  impossible  and  the  sharp 
edges  of  the  upper  fragment  could  be  felt 
beneath  the  skin.  Open  operation  showed 
interposition  of  muscle. 

Certain  observations  were  made  from  the 
use  of  tongs  in  these  cases.  Excellent  re- 
sults were  obtained  in  70%  of  the  cases  and 
from  the  added  experience  gained  in  the 
earlier  cases  the  results  in  the  later  group 
have  been  much  better.  The  length  of  time 
the  tongs  were  left  in  place  varied  from  10 
days  to  Al/2  weeks.  It  was  observed  that  in 
individuals  over  50  years  of  age,  the  cal- 
ipers must  be  left  in  for  at  least  4 weeks, 
as  callus  is  slowly  thrown  out,  and  if  re- 
moved sooner  the  deformity  is  likely  to  re- 
cur. It  can  safely  be  said  that  the  calipers 
should  be  allowed  to  remain  until  callus  has 
become  sufficiently  strong  to  hold  the  posi- 
tion and  alinement  when  a hip  spica  is  ap- 
plied. 

Infection. — This  occurs  surprisingly  seldom. 
It  is  best  to  place  an  occlusive  dressing 


over  the  site  of  the  tong  holes  in  the  skin 
and  allow  it  to  remain  till  the  tongs  are  re- 
moved, Occasionally  (once  in  this  series) 
a little  secretion  occurs  about  the  site  of 
the  tong  holes  but  this  is  simply  due  to  me- 
chanical irritation  and  quickly  clears  up 
after  removal  of  the  tongs.  In  older  pati- 
ents there  is  liable  to  be  more  secretion 
about  the  site  of  the  tong  holes  as  the 
tongs  are  left  longer  in  place  ; this  requires 
careful  attention  but  not  too  frequent  a 
change  in  dressing  lest  this  may  incite  in- 
fection. 

Placement  of  the  tongs.— The  tongs  should 
generally  be  placed  about  Yi  in.  above  the 
adductor  tubercle  and  slightly  forward  on 
the  outer  condyle,  parallel  with  the  inner 
arm  of  the  caliper  which  is  just  above  the 
broadest  portion  of  the  condyle ; this  avoids 
entering  the  joint  or  injuring  the  epiphyseal 
line.  It  is  best  to  radiograph  the  knee  after 
applying  the  tongs,  to  see  that  they  are  in 
good  position  and  secured  in  the  bone.  We 
have  not  attempted  the  use  of  calipers  in 
children  because  the  epiphysis  is  not  united 
with  the  shaft  and  if  the  calipers  should  slip 
there  would  be  danger  of  causing  separa- 
tion of  the  epiphysis.  Moreover,  coopera- 
tion in  children  is  so  slight  and  the  suspen- 
sion and  traction  method  requires  such  close 
observation  and  inspection  at  best,  that  the 
method  seems  inadvisable  in  this  class  of 
cases.  A Steinman  pin  inserted  through  the 
shaft  of  the  femur  just  above  the  epiphyseal 
line  seems  preferable  in  cases  of  excessive 
over-riding. 

Open  Operation. — In  the  2 cases  mention- 
ed in  this  report,  the  indications  for  open 
operation  were,  in  the  first,  interposition  of 
muscle  between  the  fragments,  and,  in  the 
second,  a marked  displacement  of  the  upper 
fragment  forward  and  outward  in  an  upper- 
third  fracture.  The  use  of  calipers  in  the 
first  case,  failed  after  2 weeks  trial  to  im- 
prove the  position,  because  of  the  interposi- 
tion of  muscle.  In  one  case  a beef-bone 
plate  was  used  for  internal  fixation  of  the 
fragments,  while  in  the  other  we  used  a 
medullary  peg  and  a beef-bone  plate.  In  the 
latter  the  beef-bone  plate  was  removed  one 
year  later,  having  become  loose  and  a source 
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of  irritation.  In  both  cases  excellent  posi- 
tion and  alinement,  with  solid  union,  were 
obtained. 

A serious  objection  to  all  open  opera- 
tions, as  was  shown  in  one  of  these  cases, 
is  the  marked  disability  and  stiffness  that 
occurs  in  the  knee-joint.  This  is  such  a 
common  occurrence  in  these  operations  that 
some  operators  have  dispensed  with  im- 
moblization  of  the  limb  following  open  re- 
duction. This  stiffness  of  the  knee-joint  is 
due,  first,  to  the  large  exposure  necessary 
and  the  extensive  separation  of  muscles 
from  their  attachment  to  the  shaft,  and  the 
long  period  of  immobilization  with  result- 
ing fibrosis.  If  an  open  operation  is  decided 
upon  it  should  be  done  early,  before  any  callus 
is  thrown  out.  This  is  important  because 
the  callus,  in  these  cases  with  over-riding, 
is  often  excessive,  holding  down  the  frag- 
ments as  well  as  being  adherent  to  the  soft 
tissues,  making  it  difficult  to  aline  the  frag- 
ments, adding  considerably  to  the  amount 
of  trauma,  and  inducing  constant  bleed- 
ing into  the  field  of  operation.  With  the  in- 
troduction of  skeletal  traction,  open  opera- 
tions will  be  reduced  to  a minimum,  being 
limited  practically  to  compound  fractures 
and  to  those  cases  where  there  is  interposi- 
tion of  soft  parts. 

Primary  reduction  and  application  of  plas- 
ter cast. — Inasmuch  as  primary  reduction 
on  a Hawley  table  with  application  of  a long 
plaster  of  Paris  hip  and  chest  spica  has 
proven  unsuccessful  in  former  cases,  the 
method  was  not  used  in  any  cases  in  this 
series ; it  is  only  suitable  in  transverse  frac- 
tures and  in  cases  where  the  fragments  can 
be  locked.  We  have  used  the  method  more 
often  in  children  but  even  in  most  of  these 
the  results  were  far  from  satisfactory.  By 
this  method  it  is  easy  enough  to  correct  the 
shortening  but  often  impossible  to  obtain 
a good  approximation  and  alinement.  Re- 
duction of  a femoral  shaft  fracture  appar- 
ently good  on  a traction  table  will  not  often 
remain  so.  It  is  impossible  to  hold  this  trac- 
tion by  a cast  and  unless  the  fragments 
are  securely  locked  the  deformity  found  at 
the  time  of  fracture  tends  to  recur.  A good 


result  today  may  be  a bad  result  a week 
hence. 

Treatment  of  Femoral  Shaft  Fractures 
in  Children.  \ 

Although  there  has  been  a decided  im- 
provement in  the  results  of  treatment  of 
femoral  shaft  fractures  in  adults  the  treat- 
ment in  children  is  still  limited  to  reduction 
and  application  of  a cast,  overhead  suspen- 
sion with  countertraction  by  body  weight, 
as  discribed  by  Bryant,  or  Buck’s  adhesive 
plaster  traction  with  suspension  in  a Thomas 
splint  with  the  leg  in  flexion.  Anatomically, 
these  methods  leave  much  to  be  desired  and 
seldom  does  one  obtain  an 'end-to-end  ap- 
position. These  methods  nearly  correct  the 
excessive  over-riding  but  do  bring  about  in 
most  cases  an  excellent  alinement  of  the 
fragments,  with  an  end-result  of  from  to 
1 in.  of  shortening.  Notwithstanding  these 
results  the  work  of  Cole,  Burdick  and  David 
has  shown  that  a compensatory  overgrowth 
of  the  femur,  and  often  the  tibia,  occurs  in 
these  cases  and  that  after  2 years  shortening 
of  1 in.  or  less  is  scarcely  noticable  or  to  be 
detected  by  actual  measurements  of  the 
femur.  This  is  of  extreme  importance  in 
further  limiting  operative  procedures  in 
growing  children.  Athough  end-to-end  ap- 
position is  desirable  it  is  of  far  greater  im- 
portance to  obtain  good  alinement.  In  older 
children,  with  excessive  over-riding,  a Stein- 
man  pin  inserted  above  the  epiphysis  is  often 
desirable. 

The  9 cases  reported  in  this  series  were 
divided  into  the  following  groups : Bryant’s 
method,  4;  adhesive  plaster  traction,  2;  re- 
duction and  cast,  3 ; open  operation,  2. 

Bryant’s  .over  head  suspension  and 
countertraction  by  the  body  weight,  was 
found  suitable  in  only  the  very  young  chil- 
dren, 2 of  them  being  under  one  year.  After 
the  age  of  4 yr.  the  method  seems  undesir- 
able as  the  body  weight  is  insufficient  to 
correct  the  shortening.  In  only  1 of  the 
group  was  end-to-end  apposition  obtained, 
while  in  the  others  some  degree  of  over- 
riding persisted,  varying  from  to  Y\  in., 
while  in  the  fourth,  a boy  of  7 yr.  with  1/ 
in.  shortening,  an  open  operation  was  done. 

Of  the  2 cases  in  which  suspension  traction 
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in  a Thomas  splint  was  employed,  this 
method  proved  successful  in  1 but  left  a 
j shortening  due  to  over-riding  of  £4  in.  This 
case  examined  and  radiographed  1 year  later 
showed  by  actual  measurement  of  the 
femurs  on  the  plate  a shortening  of  % in. 
The  boy  walked  perfectly  normally,  without 
a limp  and  without  any  tilting  of  the  pelvis 
or  curvature  of  the  spine.  This  case  shows 
an  actual  compensatory  lengthening  of  the 
femur.  The  second  case  in  this  group,  after 
a thorough  trial  with  the  suspension  and 
traction  method  and  forcible  reduction  on 
the  Hawley  table,  was  subjected  to  an  open 
reduction  and  beef-bone  plating.  At  no 
time  was  one  able  to  obtain  a proper  aline- 
ment  of  the  fragments  and  at  operation  in- 
terposition of  muscle  was  found. 

Of  the  3 cases  in  the  group  receiving  pri- 
mary reduction  and  application  of  cast  on 
Hawley  table,  2 were  supracondylar  frac- 
tures; 1 being  a separation  of  the  epiphysis 
with  marked  displacement.  In  both  of  these 
cases  a primary  reduction  was  done  under 
anesthesia  and  fluoroscope,  and  a cast  ap- 
plied. In  both  cases  the  position  and  aline- 
ment  were  excellent  and  the  end-results 
good  with  no  shortening.  In  the  third  case 
the  alinement  was  good  but  about  in. 
shortening  persisted.  This  method  was  em- 
ployed in  several  of  the  cases  above  report- 
ed but  in  only  these  3 did  it  prove  of  value. 
The  shortening  can  easily  be  corrected  on 
the  Hawley  table  but  the  alinement  often 
remains  poor,  especially  in  upper  and  lower 
third  fractures,  and  the  shortening  is  likely 
to  recur  within  the  cast  unless  the  frag- 
jments  are  securely  locked. 

In  both  cases  of  open  operation  men- 
tioned above  an  open  reduction  was  done ; 
■in  one  a beef-bone  plate  was  inserted, 
|and  removed  at  the  end  of  5 weeks,  when 
the  position  and  alinement  were  good;  a 
slight  stiffness  of  the  knee  remains  at  this 
late.  In  the  second  case  an  inlay  Albee  graft 
was  used  for  fixation ; alinement  and  posi- 
tion were  good  with  no  disability  of  the 
knee.  No  infection  occurred  in  either  case. 

Summary. 

(1)  Skeletal  traction  remains  the  most 
suitable  method  of  treatment  of  fractures 


of  the  shaft  of  the  femur  in  adults  and  will 
reduce  operative  procedures  to  a minimum. 

(2)  Indirect  or  adhesive  traction  has  a 
limited  use  in  those  cases  only  where  little 
traction  is  necessary  to  overcome  the  short- 
ening and  hold  the  fragments  in  favorable 
position  till  some  union  occurs. 

(3)  Primary  reduction  and  application  of 
a cast  is  unsatisfactory  except  in  a most 
favorable  case. 

(4)  In  children,  correction  of  the  aline- 
ment is  of  more  importance  than  correction 
of  the  over-riding  although  the  latter  is 
desirable.  Compensatory  overgrowth  takes 
place  and  will  compensate  for  1 in.  or  less 
of  shortening. 

(5)  Bryant’s  method  is  most  suitable  for 
cases  under  4 yr.  of  age,  while  the  Buck’s 
suspension  is  applicable  in  cases  up  to  12  yr. 

(6)  In  cases  with  excessive  over-riding 
the  Steinman  pin  rather  than  the  calipers 
can  be  used. 


GASTRO-INTESTINAL  CANCER  DIAG- 
NOSIS BY  RADIOLOGY. 


Frank  Devlin,  M.D., 

773  Broad  St.,  Newark,  N.  J. 

(Read  at  the  Scientific  Meeting  of  St.  James’ 
Hospital  Staff  during  Special  Week  for 
the  Control  of  Cancer.) 

The  use  of  Roentgen  rays  in  diagnosis  of 
cancer  of  the  gastro-intestinal  tract  is  one  of 
the  most  important  means  we  have  at  the 
present  day.  I he  method  of  Wolff,  which  is 
about  the  latest  in  the  chemical  examination, 
is  not  to  be  depended  upon  as  a diagnostic 
help.  In  the  serum  test  for  cancer,  such  as 
the  modified  Abderhalden  reaction,  even  if 
positive,  there  is  no  hint  of  the  location  of  the 
new  growth.  The  possibility  of  making  an 
early  diagnosis  of  gastric  or  gastro-intestinal 
cancer  from  chemical  data  alone  is  hopeless. 

With  the  roentgenogram  we  have  at  our 
disposal  a method  which  has  already  shown 
itself  to  be  of  distinct  value  in  detecting  early 
carcinoma.  The  method  is  not  an  absolutely 
positive  one,  nor  can  every  case  be  detected  in 
its  incipiency. 

Recognition  of  early  cancer  is  of  distinct 
value  to  both  patient  and  surgeon.  In  this 
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type  of  cancer  there  are  some  symptoms  but 
they  are  obscure  and  with  few  of  gastric 
character.  There  is  usually  no  obstruction ; 
the  acidity  may  be  practically  unchanged ; 
there  may  be  no  blood  in  the  stools  or  gastric 
contents.  These  lesions  are  often  quite  small 
and  are  situated  at  the  pyloric  or  prepyloric 
site.  They  may  be  primarily  cancer,  or  the 
result  of  malignant  degeneration  of  an  old 
ulcer,  which  is  the  most  common  cause.  Ex- 
tension of  the  growth  is  from  the  pyloric  and 
is  not  annular  in  character.  In  this  class  of 
cases  we  may  have  retention  and  dilatation, 
or  we  may  have  a wide  open  pyloric  orifice 
and  the  meal  leaving  the  viscus  very  rapidly. 
We  often  have  the  latter  condition  with  chronic 
inflammation  of  the  appendix,  but  in  this  form 
we  lack  the  small  filling  defect  that  is  patho- 
gnomonic of  early  cancer. 

The  screen  method  in  these  cases  is  not  to 
be  depended  upon.  The  only  exact  method  is 
by  the  direct  demonstration  of  the  lesion  upon 
the  plate.  It  is  well,  before  a positive  diag- 
nosis is  made,  to  demonstrate  the  lesion  upon 
the  plate  taken  in  a way  to  rule  out  any  pres- 
sure -by  the  liver  or  gall-bladder.  When  the 
defect  or  growth  is  annular,  radical  surgery 
should  be  urged.  The  appearance  of  advanced 
carcinoma  is  merely  a more  extensive  and  pro- 
nounced picture  of  the  early  cancer. 

The  early  and  most  common  symptoms  of 
cancer  of  the  intestinal  tract,  from  my  case 
records,  have  been  obstinate  constipation  with 
acute  pains,  usually  general  through  the  ab- 
dominal cavity,  followed  by  attacks  of  diarrhea. 
If  plates  are  taken  by  both  the  ingested  meal 
and  enema,  and  we  find  a constriction,  these 
are  the  cases  that  call  for  surgical  intervention, 
if  we  expect  to  offset  the  intervention  of  a 
more  serious  problem  later ; we  should  not 
wait  until  we  have  severe  hemorrhage  with  the 
typical  filling  defect  and  usually  an  inoperable 
condition. 

Sir  Berkeley  Moynihan  in  his  address  be- 
fore the  Radiologic  Congress  in  England  last 
year  pointed  out  particularly  the  value  of 
x-rays  in  abdominal  conditions,  where  in  many 
cases  the  diagnosis  depends  on  the  x-rays 
alone.  In  gastric  disease,  he  pointed  out,  we 
owe  almost  everything  to  the  radiologist.  The 
obscurities  surrounding  the  diagnosis  of  gas- 


tric ulcer  have  been  completely  dispelled  by 
radiology.  In  cancer  of  the  stomach,  Sir 
Berkeley  said,  the  radiologist  is  now  our 
strength ; he  is  able  to  make  the  diagnosis  long 
before  we  could  in  the  least  degree  be  confident 
by  any  other  means  at  our  command. 


PRELIMINARY  INSTRUCTIONS  TO 
HOSPITAL  INTERNS. 


William  J.  Carrington,  M.D., 

Chairman  of  Intern  Committee  of  the  Staff  of 
the  Atlantic  City  Hospital. 

Success  in  the  practice  of  medicine  depends 
upon  knowledge  made  usable  by  the  person- 
ality of  the  practitioner.  You  have  enough 
medical  knowledge  already  to  succeed.  Dur- 
ing your  fifth,  or  hospital,  year  you  will  de- 
velop your  medical  personality.  Successful 
doctors  almost  without  exception  testify  that 
their  hospital  year  contributed  more  to  their 
success  than  the  other  4 years  of  their  training. 

Personality  is  the  reflection  of  character 
and  grows  and  develops  as  you  grow  and  de- 
velop. It  is  an  abstract  thing  which  cannot  be 
seen  under  the  microscope  but  it  can  be  dis- 
sected, analyzed  and  studied.  The  following 
outline  is  suggested  to  you  as  a basis  of  self 
analysis.  Only  by  constant  self  study  can  your 
medical  personality  be  developed. 

1.  Integrity. 

The  life  and  health  of  patients  are  now  in 
your  hands.  During  the  hospital  year  estab- 
lish a reputation  for  absolute  truth.  A his- 
tory prepared  inaccurately  or  one  drawn  from 
your  imagination  may  mean  an  unnecessary 
operation  or  even  the  life  of  a human  being. 
Some  years  ago  a hurried  and  harassed  in- 
tern examined  a specimen  of  urine  by  the 
light-sink  test.  He  held  it  up  to  the  light  and 
poured  it  in  the  sink,  and  reported  no  sugar. 
Subsequent  operation  based  upon  that  false- 
hood proved  fatal. 

When  you  make  mistakes  own  up  to  them. 
If  you  do  not  make  mistakes  you  will  be  ab- 
solutely unique  in  the  practice  of  medicine. 
If  you  try  to  cover  up,  you  will  succeed  only 
in  being  ludicrous ; but  if  you  own  up  to  your 
mistakes,  like  a man,  your  chiefs  will  protect 
you  and  think  all  the  more  of  you  for  it. 
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2.  Sincerity. 

Your  knowledge  may  be  extensive  but  un- 
less your  patient  is  convinced  that  you  are  sin- 
cere you  will  fail  to  inspire  confidence.  Your 
fellow  interns,  the  nurses,  and  the  patients 
soon  come  to  know  whether  you  are  sincere, 
whether  you  are  really  trying  to  make  a diag- 
nosis, and  to  apply  every  rational  remedial 
agent  indicated.  Your  interest  in  patients 
must  be  personal.  In  making  rounds  with  a 
chief  do  not  speak,  within  earshot  of  the  pa- 
tients, of  that  heart  case  in  the  corner  bed, 
rather  report  about  Mrs.  Doe’s  heart.  In  the 
rush  of  a busy  service  you  will  be  tempted  to 
neglect  this  personal  touch.  Do  not  fall  into 
this  pernicious  impersonal  attitude  because  it 
will  carry  on  with  you  in  private  practice. 

3.  Loyalty. 

You  owe  loyalty  to  the  hospital.  From  now 
on  it  is  your  hospital.  Every  word  of  dis- 
credit against  it  is  a challenge  to  you,  whether 
from  patients,  visitor  or  physician.  It  is  good 
psychology  to  remind  the  public,  when  oppor- 
tunity offers,  of  the  indispensibility  and  Class 
A-Plus  standing  of  our  institution. 

You  owe  loyalty  to  your  chiefs.  Never  re- 
port the  mistakes  or  failures  of  one  chief  to 
another.  The  man  to  whom  you  carry . tales 
will  soon  size  you  up  as  a tale-bearer  not  to 
be  trusted.  Loyalty  brings  manifold  rewards. 
The  loyal  intern  is,  in  times  of  trouble,  secure 
in  the  friendship  of  his  chiefs;  the  loyal  in- 
tern gets  the  cream  of  each  service ; it  pays. 
While  on  duty  in  the  wards  or  in  private  rooms 
your  demeanor  towards  the  chief  should  be 
one  of  dignified  military  courtesy. 

4.  Confidence. 

Your  self-confidence  will  grow  in  the  next 
12  months  as  you  become  oriented  in  the  prac- 
tice of  medicine.  When  you  make  a state- 
ment to  a patient  or  one  of  his  family  the 
spoken  word  carries  less  weight  than  your 
manner  of  confidence.  The  best  way  to  gain 
confidence  is  to  work  hard  and  study  each 
case.  Stokes-Adams  disease  takes  on  new 
significance  and  absorbing  interest  when  seen 
in  vivo  in  your  patient  in  the  ward  and  studied 
in  your  room  from  your  text-books. 

Avoid  over-confidence.  You  do  not  know 
it  all ; probably  never  will.  The  swell-headed 


intern  gets  far  less  to  do  around  the  hospital 
than  the  fellow  who  shows  a capacity  for  fur- 
ther instruction. 

5.  Good  Nature. 

The  cheerful  intern  makes  friends  and  dis- 
pels grief.  Humorous  plays  and  books  and 
the  comic  page  are  popular  because  they  chase 
gloom. 

The  doctor’s  cheerful  “Good  Morning’’  has 
more  therapeutic  virtue  than  half  the  drugs  in 
the  pharmacopeia.  Do  not  confound  good  hu- 
mor with  buffoonery  or  intimacy.  But  dig- 
nity, which  you  must  have,  may  well  be  mixed 
with  good  nature. 

6.  Friendships. 

Cultivate  the  friendship  of  the  members  of 
the  staff.  Select  the  kind  of  men  among  them 
who  bring  out  your  own  best  qualities  and  cul- 
tivate them.  No  chief  in  this  hospital  wears 
a high  hat. 

7.  Language. 

Develop  an  easy  flow  of  technical  language 
in  discussing  your  cases  with  your  fellow  in- 
terns and  chiefs,  but,  in  discussing  medical 
cases  with  the  laity,  particularly  in  courts,  use 
the  plainest  possible  English. 

8.  Personal  Appearance. 

It  is  unnecessary  to  point  out  the  import- 
ance of  a clean  shave  and  a clean  shirt  each 
morning. 

9.  Habits. 

In  the  profession  there  are  too  many  un- 
fortunates who  have  become  addicted  to  the 
use  of  narcotics  or  alcohol.  If  you  are  sick 
or  in  pain  call  in  a doctor.  Never  prescribe 
for  yourself.  Smoking  in  the  hospital  is  per- 
mitted only  in  your  rooms,  in  the  doctor’s  of- 
fice and  in  the  scrub-up  room. 

10.  Broadmindedness. 

Doctors  are  proverbially  narrow  minded. 
Intensive  application  to  their  profession  makes 
them  so.  They  are  prone  to  criticize  each 
other.  If  a doctor  starts  to  criticize  a fellow 
practitioner  in  your  presence  it  is  a wise  pol- 
icy to  withdraw  as  soon  as  possible  without 
attracting  attention.  If  a doctor  refers  a case 
of  appendicitis  to  the  hospital  and  you  dis- 
cover that  it  is  really  a case  of  typhoid  fever, 
remember  that  he  may  not  have  had  labora- 
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tory  facilities.  Before  criticizing  him  apply 
the  Goden  Rule. 

Of  such  elements  are  your  medical  person- 
alities composed:  Integrity,  sincerity,  loyalty, 
confidence,  good  nature,  friendships,  lan- 
guage, personal  appearance,  habits  and  broad- 
mindedness. 

If  you  check  up  on  yourselves  from  time  to 
time  you  will  make  a success  of  the  practice  of 
medicine.  The  younger  you  are  in  practice 
the  greater  the  necessity  for  frequent  self- 
analysis.  The  next  12  months  will  determine 
your  success  in  after  life,  because  your  medi- 
cal habits  are  now  in  the  moulding. 

There  are  some  other  points  for  you  to  con- 
sider which  concern  conduct  rather  than  char- 
acter. The  fact  that  you  all  are  graduates  of 
high  class  medical  schools  means  that  you  are 
ambitious.  All  of  you,  I am  sure,  want  to  be 
good  interns.  Here  are  some  suggestions 
which  may  help  you  realize  that  ambition : 

1.  Relations  with  the  Superintendent. 

Your  attitude  toward  the  Superintendent 
will  be  friendly  and  courteous  because  she  is 
a woman,  and  respectful  because  she  is  the 
representative  of  the  Board  of  Governors  of 
the  institution.  This  hospital  is  not  a city 
hospital,  although  it  receives  an  annual  dona- 
tion from  the  city,  but  is  a priviate  institution 
managed  by  an  elective  Board  of  Governors. 
The  Superintendent  understands  the  relations 
between  the  hospital  and  the  public,  the  po- 
lice, the  coroner,  and  the  accident  bureau.  If 
in  doubt  about  your  course  call  on  her  for 
help. 

2.  Superintendent  of  Nurses. 

It  is  a fine  and  gentlemanly  thing  to  do  to 
rise  when  either  the  Superintendent  or  the 
Superintendent  of  Nurses  enters  a ward  where 
you  are  engaged.  It  costs  little  but  it  engen- 
ders a fine  spirit.  It  is  a deference  to  which 
the  position  of  each  entitles  her. 

3.  Chief  Resident. 

When  in  doubt  ask  the  Chief  Resident.  It 
is  his  duty  to  examine  all  cases  upon  admission 
and  refer  them  to  the  proper  department.  He 
will  arrange  your  time  off  and  your  relief.  In 
your  work  lean  heavily  on  him,  for  he  is  sym- 
pathetic and  has  just  travelled  the  road  which 
to  vou  is  new. 


4.  Intern  Committee. 

The  intern  committee  of  the  staff  is  always 
ready  to  help  you  in  any  way  possible. 

5.  Staff. 

In  public  ward  work  you  are  the  physician 
or  surgeon  in  charge. 

The  responsibility  is  all  yours.  Every  day 
there  will  be  a more  experienced  man  around 
for  consultation,  but  you  are  the  doctor.  The 
chief  will  do  his  best  to  make  his  daily  rounds 
at  a certain  fixed  time  and  will  expect  you  to 
make  rounds  with  him.  The  telephone  opera- 
tor will  call  you  as  soon  as  the  chief  comes 
into  the  house.  Meet  him  promptly.  Report 
threatening  or  dangerous  symptoms  to  the  at- 
tending surgeon  or  physician  promptly.  If  in 
doubt,  err  in  the  side  of  over-caution,  and 
notify  him. 

The  staff  of  the  hospital  holds  regular 
monthly  meetings,  each  one  of  which  you  are 
expected  to  attend,  unless  you  are  on  duty. 
You  are  obliged  to  report  at  least  one  case  in 
full  to  the  staff  during  the  year.  This  will 
prove  valuable  training  for  medical  society 
work  later  in  life.  In  addition  you  are  ex- 
pected to  prepare  a paper  for  some  medical 
journal,  either  reporting  a case  or  series  of 
cases.  This  too  is  for  your  development. 

7.  Relations  with  Nurses. 

Never  neglect  an  opportunity  for  instruct- 
ing or  demonstrating  interesting  phenomena  to 
nurses.  If  the  nurse  has  made  a mistake,  tell 
her  about  it  in  private  and  not  in  the  presence 
of  other  nurses  or  patients.  Well  deserved 
commendation  gives  a nurse  more  confidence  in 
you  than  a clever  diagnosis.  Nurses  may  not 
know  as  much  medicine  as  you  do,  but  they 
know  more  about  a particular  case  than  you 
do.  Cooperate  with  them.  A friendly  nurse 
can  help  and  an  unfriendly  nurse  can  hinder 
you  more  than  you  now  realize.  The  rules  of 
the  hospital  forbid  all  social  relationships  be- 
tween interns  and  nurses. 

8.  Anesthesia. 

May  I admonish  you  to  be  prompt  when 
you  are  to  administer  an  anesthetic  and  to 
watch  the  patient  rather  than  the  operation. 

9.  Operations. 

It  is  impossible  to  tell  you  how  to  become 
good  assistants.  After  18  years  of  observa- 
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tion  I have  noticed  that  the  interns  who  were 
faithful  in  little  things  get  the  big  things  to  do. 
It  would  seem  unnecessary  to  urge  you  to  scrub 
for  each  operation  as  though  your  own  sister 
were  on  the  table.  If  the  operator  swears  at 
you  and  cracks  your  knuckles,  remember  that 
he  is  under  a heavy  strain  and  that  it  is  not  a 
personal  matter.  You  will  understand  this 
better  when  you  are  operating  surgeons  your- 
selves. 

10.  Histories. 

By  their  histories  shall  ye  know  them!  Well 
written  histories  promptly  prepared,  are  the 
unfailing  mark  of  a good  intern.  Postponed, 
slovenly,  careless  histories,  by  the  same  token, 
are  the  mark  of  a loafer.  Your  histories  are 
the  most  important  part  of  your  work  in  the 
hospital ; and  in  private  practice  for  that  mat- 
ter. It  will  probably  take  you  8 months  to 
realize  this  but  it  is  true.  When  the  supervis- 
ing nurse  on  a floor  calls  you  for  a hurry-up 
history  do  not  take  it  as  a personal  affront. 
It  is  her  duty.  No  anesthetic  can  be  adminis- 
tered without  a physical  examination  and  no 
patient  can  be  discharged  without  a history  no 
matter  how  short  the  patient’s  stay  in  the  in- 
stitution. Accident  ward  records  are  highly 
important  in  industrial  and  compensation 
cases  and  in  cases  involving  litigation. 

11.  Ambulance. 

Answer  ambulance  calls  promptly.  If  the 
patient  is  dead  in  a private  home  call  the  coro- 
ner. If  death  has  occurred  in  a public  place 
or  on  the  street,  bring  the  case  into  the  hospi- 
tal because  there  is  no  morgue  in  Atlantic 
City.  When  on  the  ambulance,  if  there  is  a 
patient,  ride  inside  with  the  patient  rather 
than  with  the  driver.  Have  the  colored  order- 
ly ride  out  front  with  the  driver.  In  going  to 
fire  calls  have  an  oxygen  tank  ready  and  in 
answering  poison  calls  have  the  stomach  tube 
in  working  order.  Indeed,  go  over  your  am- 
bulance kit  as  soon  as  you  go  on  that  service. 
If  a patient  ought  to  come  to  the  hospital  but 
refuses,  have  him  sign  a slip  of  paper  releas- 
ing you  and  the  hospital  from  responsibility. 

12.  Dispensary. 

This  service  is  one  of  the  most  important  of 
the  year,  both  from  your  standpoint  and  from 
the  standpoint  of  the  hospital.  The  reputation 


of  the  institution  is  absolutely  in  your  hands 
while  you  are  on  that  service.  You  will  treat 
10  times  as  many  cases  as  the  chiefs  in  the 
house.  In  other  words,  the  public  will  have  10 
times  as  many  contacts  with  the  hospital 
through  the  intern  as  through  the  staff.  It, 
therefore,  behooves  you  to  use  tact  and  diplo- 
macy. Dispensary  patients  will  often  be  un- 
just and  unreasonable,  because  they  are  ignor- 
ant and  poor ; ignore  their  insults.  Nowhere 
else  will  you  need  so  much  tolerance  and  for- 
bearance. ^ 

Do  not  do  major  surgery  in  the  dispensary 
For  example,  the  clinic  is  not  the  place  to  su- 
ture muscles  and  tendons.  In  lacerations  of 
the  face  use  horse  hair  sutures.  In  all  punc- 
tured wounds  of  the  palm  and  sole  and  in  all 
gunshot  wound  cases  use  antitetanic  serum. 
The  clerk  and  nurse  in  charge  of  the  dispen- 
sary have  been  instructed  by  the  Superintend- 
ent to  report  accident  cases  to  the  prosecutor’s 
office  or  the  accident  bureau.  This  is  a mat- 
ter of  hospital  routine  which  need  not  concern 
you.  It  is  of  the  greatest  importance,  however, 
for  you  to  have  adequate  accident  records  for 
all  compensation  cases  and  for  cases  which  are 
likely  to  come  to  trial.  If  there  is  the  slightest 
question  of  fracture  do  not  allow  the  patient 
to  go  away  without  an  x-ray  examination. 
\\  hen  the  dispensary  is  crowded  with  patients, 
remove  those  with  shock  or  with  serious  in- 
juries, to  the  ward,  or  you  will  soon  have  Bed- 
lam let  loose. 

13.  Obstetrics. 

Do  not  deliver  abnormal  cases  without  con- 
sultation with  the  chief.  This,  of  course,  in- 
cludes forceps  and  breech  extractions. 

14.  Pine  Rest. 

Your  service  at  Pine  Rest  starts  at  9 o’clock- 
each  morning.  You  are  expected  to  attend  the 
monthly  staff  meeting  of  that  institution. 

15.  Postmortems. 

Another  criterion  of  a good  intern  is  the 
number  of  postmortems  he  secures ; a high 
percentage  means  an  interested  intern.  If  you 
can  convince  the  relatives  of  the  deceased  that 
a thorough  but  not  a multilating  examination 
ought  to  be  made  for  their  personal  benefit 
there  is  less  difficulty  in  obtaining  posts  than 
if  you  ask  for  an  autopsy  as  a favor  to  you 
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or  the  hospital.  Explain  how  much  everyone 
is  interested  and  how  for  this  reason  you  can 
arrange  it  without  cost.  And  never  quit  trying ! 

16.  Pediatrics. 

When  taking  the  history  of  an  infant  be 
sure  to  get  a thorough  feeding  history  from 
birth.  All  infants  and  children  should  receive 
Mantonx  tests.  The  intern  on  pediatric  service 
should  attend  the  Child  Welfare  Clinic  on 
Thursday  afternoons  at  3 :30  in  City  Hall  an- 
nex. 

17.  Time  Off 

The  better  interns  take  little  time  off.  The 
profession  is  too  engrossing;  the  time  to  gain 
experience  too  short.  Before  leaving  the  hos- 
pital arrange  with  the  Chief  Resident  for  re- 
lief and  sign  out  in  a book  provided  for  that 


purpose.  If  you  think  you  are  over-worked 
you  are  a round  peg  in  a square  hole,  because 
in  private  practice  you  will  work  harder  than 
ever  an  intern  worked. 

18.  Meals. 

Let  me  urge  you  to  be  regular  and  prompt 
at  meals  both  for  the  sake  of  your  stomach 
and  for  the  routine  of  the  dining  room. 

In  closing  let  me  remind  you  that  these  are 
not  a lot  of  rules,  but  are  suggestions  meant 
to  be  helpful.  It  is  the  earnest  desire  of  every 
member  of  the  staff  to  be  of  real  genuine  help 
to  you  men.  It  is  the  worthy  ambition  of  the 
members  of  the  staff  of  the  Atlantic  City  Hos- 
pital to  graduate  each  one  of  you  a year  hence, 
successful  practitioners  of  the  high  and  holy 
art  of  healing,  adept  in  the  art  of  meeting, 
treating,  influencing  and  directing  patients. 


SOMEWHERE  LAND. 


Tell  me  not  of  the  dreary  Poles 

In  the  trackless  regions  that  lead  men's  souls 

Through  desolate  seas  to  shadowy  goals; 

My  heart  recoils  from  these  fields  of  ice, 

Whose  clasp  is  death.  In  their  frigid  vice 
Perish  the  bold  whom  their  lures  entice. 

Nor  bid  me  away  to  the  sun-parched  South, 
Where  all  is  torpor,  and  heat  and  drouth, 

And  the  great  boa  lurks  by  the  river’s  mouth; 

Where  lost  men  die  in  the  jungles  dark, 

And  the  blue  seas  swarm  with  the  fearsome  shark, 
To  none  of  these  realms  would  I embark. 

Then  where  shall  my  restless  soul  find  rest, 

My  heart  with  its  cares  and  its  fears  oppressed? 
Perhaps  if  I seek  in  the  sunset  West, 

In  the  gloaming  land,  where  the  mountains  throw 
Their  purple  shades  o’er  the  untrod  snow, 

I'll  find  the  land  that  I long  for  so! 


Yret  there  might  my  soul,  from  its  load  released, 
Faring  forth  in  the  morn  find  its  cares  increased, 
And  longingly  look  toward  the  rose-hued  East, 

Toward  the  morning  land,  where  the  long  night 
breaks, 

And  the  golden  light  of  the  dawning  makes 
Another  day  as  the  world  awakes. 

And  my  soul  might  sigh  for  it  over  There, 

And  my  heart  be  sad  in  my  West  so  rare, 

With  its  towering  height  and  its  crystal  air. 

Yea,  a restless  longing  would  haunt  my  mind, 
Still  seeking  that  Somewhere  undefined 
Wherever  my  wandering  path  might  wind. 

So  I’ll  bide  at  home,  where  my  soul  may  cheer 
Away  by  labor,  each  care  and  fear; 

Then  lo,  shall  my  Somewhere  Land  be  Here! 


R.  S.  Cone. 
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GROUP  INSURANCE. 

The  Chairman  of  the  special  committee  on 
Group  Life  Insurance,  Dr.  Pinneo,  and  the 
Recording  and  Executive  Secretaries,  have, 
during  July,  presented  to  3 county  societies 
the  insurance  plan  discussed  at  the  Annual 
Convention  in  June,  and  with  interesting  re- 
sults. At  the.  Monmouth  County  meeting, 
which  was  in  reality  a “picnic”  and  not  a reg- 
ular business  session,  the  members  showed 
marked  interest  and  asked  a number  of  per- 
tinent questions ; no  formal  action  was  taken, 
as  this  informal  presentation  by  Dr.  Morrison 
took  place  in  an  interval  between  the  serial 
pleasures  of  a “clam  bake”  on  the  riverside. 
The  Cumberland  County  Society  promptly  en- 
dorsed the  plan  and  authorized  its  member  of 
the  special  committee  to  proceed  with  efforts 
to  enroll  the  members.  At  the  Union  County 
meeting,  after  endorsement  of  the  plan,  the 
committeeman  asked  those  who  were  really, 
seriously  interested  in  the  project  to  show  their 
hands,  and  almost  all  those  present  indicated 
a desire  to  take  this  insurance. 

If  these  experiences  may  be  taken  as  an  in- 
dication of  what  may  be  expected  over  the 
state,  it  would  appear  likely  that  the  necessary 
75%  of  membership  subscriptions  will  be  read- 
ily obtained.  ' • 

Every  member  of  the  Society  has  already 
received  2 preliminary  explanations  of  the  pro- 
posed group  insurance  plans ; the  first  appeared 
in  the  July  Journal,  page  356,  and  the  second 


was  in  the  form  of  a reprint  sent  by  the  com- 
mittee. In  addition  to  these  notices,  each  mem- 
ber will  be  called  upon  by  his  county  represen- 
tative on  the  Insurance  Committee  and  given 
an  opportunity  to  ask  questions.  Be  prepared 
to  consider  the  subject  seriously  and  prompt- 
ly. Your  immediate  decision  will  help  to  pro- 
mote or  dispose  of  the  plans.  Your  delay  will 
handicap  the  committee  and,  perhaps,  jeopar- 
dize the  success  of  these  plans  to  benefit  all 
the  members  of  the  Society. 


AUTOMOBILE  INSIGNIA. 

Did  you  read,  in  the  July  Journal,  our  note 
concerning  Commissioner  Dill’s  request? 

The  Commissioner  of  Motor  Vehicles  has 
offered  to  place  a distinguishing  mark  upon 
the  automobiles  of  physicians  and  to  instruct 
his  men  to  extend  special  privileges  to  physi- 
cians— under  proper  conditions,  of  course — 
provided  previously  issued  state  insignia  be 
surrendered  and  all  other  special  insignia  be 
abandoned.  This  is  a courteous  effort  to 
recognize  the  exigencies  of  our  professional 
work  and  to  extend  favors  on  the  road  when 
doing  so  will  aid  in  relieving  suffering  human- 
ity. Extension  of  such  courtesies  would  be 
greatly  facilitated  by  adoption  of  one  char- 
acteristic insignia;  a multitude  of  different 
devices  only  serves  to  confuse  the  officers  of 
traffic  control.  It  would  seem  wise  to  accept 
the  Commissioner’s  offer  and  to  show  apprecia- 
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tion  thereof  by  promptly  applying  for  the  new 
marker.  We  are  told  that  up  to  the  moment 
a very  small  percentage  of  our  members  have 
responded  to  the  request,  and  there  is  reason 
to  fear  that  it  will  be  withdrawn,  and  all  simi- 
lar privileges  abolished,  unless  a much  larger 
number  of  physicians  show  an  active  interest 
in  the  problem  in  the  near  future. 


ARE  YOU  UNKNOWNINGLY  TAKING 
MEDICATED  FOOD? 

If  self-preservation  is  the  first  law  of  nature, 
and  community  health  preservation  the  first 
law  of  our  professional  conduct,  we  have  con- 
fronting us  a doubly  important  demand  upon 
our  attention — in  the  possible  necessity  for 
action  to  prevent  the  indiscriminate  use  of 
iodised  table  salt. 

In  “Observations  from  the  Lighthouse”  we 
have  this  month  discussed  a situation  that 
threatens  to  become  serious.  It  has  probably 
not  yet  reached  alarming  proportions  in  this 
region,  but  there  is  unquestionably  need  for 
immediate  action  to  safeguard  our  own  per- 
sonal health  and  the  welfare  of  the  general, 
public.  If  the  grocer  can  force  us  to  take  iodin 
with  our  salt,  regardless  of  our  needs  or  wish- 
es, what  may  he  not  administer  to  us  next  ? 

Scientific  investigation  seems  to  have  proved 
that  a small  amount  of  iodin  in  the  food  or 
drink  is  harmless  to  young  children  and  may 
even  be  beneficial  for  the  vast  majority  of  them, 
but,  on  the  other  hand,  that  it  is  far  from 
harmless  for  adults  and  may  be  really  danger- 
ous to  girls  passing  through  adolescence.  Cer- 
tain it  is  that  neither  iodin  nor  any  other  drug 
should  be  fed  to  the  people  without  medical 
authorization.  Yet,  it  would  not  be  surprising 
to  find  that  you  are  yourself  taking  iodized 
salt  at  the  dictation  of  your  groceryman. 

We  would  respectfully  suggest  that  you  in- 
quire into  your  home  supplies ; that,  if  this 
condition  exists,  you  shall  individually  advise 
your  grocer  to  sell  the  medicated  salt  only  to 
those  who  request  it — not  to  supply  it  indis- 
criminately upon  all  orders  for  salt  ; that 
you  discuss  the  matter  at  the  next  meeting  of 
your  county  society,  so  that  concerted  action 


may  be  taken  in  the  interest  of  public  health ; 
and,  that  you  aid  the  Health  Department  in 
any  action  taken  to  correct  the  public  misun- 
derstanding of  the  iodin-goiter  prevention 
problem. 


VACATION  TIME. 

There  are  few  workers  in  greater  need  of 
prolonged  annual  vacations  than  are  physicians, 
and  probably  few  who  are  more  deserving. 
The  wear  and  tear  of  active  practice  is  heavy. 
The  conscientious  physician  or  surgeon,  not 
only  meets  the  physical  strain  of  the  day’s 
work  but  has  to  carry  the  double  mental  bur- 
den of  dealing  with  the  scientific  problems 
presented  and  of  bearing  the  responsibility  for 
his  decisions  and  acts.  In  consequence  even 
those  who  have  only  a comparatively  small 
number  of  patients  endure  a constant  nervous 
strain,  need  frequent  short  periods  of  rest, 
and  should  take  a more  prolonged  recreation 
period  at  least  once  each  year. 

For  most  of  us  the  summer  months  are  the 
available  ones  for  this  purpose  and  it  behooves 
all  who  can  to  take  advantage  of  the  oppor- 
tunity. Now  is  the  time  to  consider  it,  if  your 
plans  have  not  already  been  made.  Go  away 
from  hqme;  change,  as  complete  in  character 
as  possible,  is  one  of  the  main  factors  in  rest. 
Travel,  especially  into  strange  territory,  is 
beneficial  in  many  ways;  it  is  restful,  stimu- 
lative, recreative  and  educational.  An  ocean 
voyage  and  European  scenery,  not  to  mention 
the  possibilities  of  new  ideas  to  be  gained  from 
casual  visits  to  foreign  clinics,  appeal  strongly 
to  many.  But.  these  great  United  States  offer 
a thousand  attractive  trips — the  National 
Parks,  the  desert  or  mountain  or  lake  regions, 
the  vast  expanse  of  seashore — and  many  of 
the  most  delightful  resorts  are  within  a few 
hours  ride  of  any  New  Jersey  physician. 

Do  not  delude  yourself  with  the  argument 
that  you  cannot  afford  it  this  year.  The  fact 
is  that  you  probably  cannot  afford  not  to  take 
some  kind  of'  a vacation  trip.  The  most  ex- 
pensive ones  are  not  necessarily  the  most  valu- 
able. Roughing  it,  getting  “back  to  Nature”— 
can  be  accomplished  inexpensively  and  will 
do  you  “a  world  of  good". 


August,  192  6 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


405 


ATTENDANCE  AT  ANNUAL 
MEETING. 

We  are  wondering  whether  we  have  any 
right  to  feel  proud  of  the  attendance  record  of 
the  recent  state  convention,  or  if  we  should 
really  feel  somewhat  ashamed  of  its  poor  show- 
ing. The  report  posted  at  the  final  session,  to 
the  effect  that  total  registration  reached  827 
looked  rather  good,  but  when  opportunity  to 
analyze  those  figures  was  afforded,  the  satisfied 
feeling  dwindled  to  almost  the  vanishing  point ; 
for  it  was  then  disclosed  that  there  were  only 
355  members  present,  and  that  with  the  excep- 
tion of  12  visiting  physicians  from  other  states 
and  countries,  the  total  was  made  up  mainly 
of  registered  “guests”  and  exhibitors. 

Our  total  membership,  according  to  figures 
presented  at  the  convention  by  the  Recording- 
Secretary,  was  2267  at  the  time ; the  figures 
used  in  the  accompanying  chart  (2113)  being 
of  date  of  February  first.  That  only  355  of 
these  appeared  at  the  meeting  shows  an  at- 
tendance of  but  15%.  How  this  would  com- 
pare with  the  records  of  other  state  medical 
societies,  we  do  not  know ; the  only  figures  at 
hand  at  this  moment  are  those  of  the  last  New 
York  state  meeting  and  we  suffer  no  shame 
from  that  comparison  because  our  neighbor 
mustered  an  attendance  of  but  11.3%.  The 
impression  is  with  us  that  some  other  states 
make  a better  showing  but  it  would  probably 
be  futile  to  compare  the  figures,  even  were 
they  at  our  command,  since  so  many  and  so 
varied  elements  enter  into  the  comparison. 

It  is  reasonable,  however,  to  feel  that  we 
might  and  should  do  better,  and  that  we  ought 
to  consider  the  reasons  for  such  small  atten- 
dance and  the  possible  ways  of  inproving  the 
record  at  future  meetings.  Through  the  cour- 
tesy of  the  Corresponding  Secretary,  Dr.  Car- 
rington, who  supplied  us  with  the  map  and 
statistical  figures,  we  are  able  to  present  a 
graphic  picture  of  the  membership  and  at- 
tendance by  counties.  Even  a cursory  inspec- 
tion of  this  picture  will  permit  of  some  inter- 
esting deductions.  If  we  omit  Atlantic  County, 
because  most  of  her  members  live  in  or  very 
close  to  Atlantic  City,  the  meeting  place,  and 
she  consequently  made  a showing  of  50%,  the 
total  attendance  was  only  292,  or  14%  of  the 


membership  of  the  other  20  counties.  Of 
the  larger  counties,  Union  made  the  best  re- 
cord, 23%;  while  Essex,  Hudson  and  Mercer 
approached  the  general  average,  with  a 13% 
record  for  each.  Distant  Warren  county  did 
not  do  so  badly,  comparatively  speaking,  with 
10%,  but  why  did  Bergen  and  Middlesex 
show  but  9%  and  Monmouth  but  8%  ? The 
counties  within  easiest  reach  of  the  meeting 
place  made  comparatively  good  percentage 
records — Cape  May  30%,  Cumberland  20%, 
Gloucester  25%,  and  Camden  22% — but  it 
does  seem  that  a still  better  showing  might 
reasonably  have  been  expected  of  them. 
Cumberland  with  40  members  had  but  8 of 
them  in  attendance;  Cape  May  with  20  mem- 
bers contributed  6;  Gloucester  sent  7 out  of 
27 ; and  Camden  with  more  than  100  mem- 
bers, had  but  23  present,  though  travel  facili- 
ties from  all  parts  of  that  county  to  Atlantic 
City  are  excellent. 

What  is  the  explanation  of  this  general  lack 
of  interest  ? The  place  of  meeting  was  con- 
venient and  accommodations  were  available 
at  any  price  to  suit  one’s  taste.  Meeting  at  a 
seaside  resort  would  seem  to  have  an  appeal 
because  it  permits  of  a coincident  vacation, 
to  some  extent.  The  scientific  program  was 
a good  one ; at  least  it  appeared  so  to  us,  and 
we  heard  no  serious  criticism  of  it.  The  busi- 
ness matters  to  be  discussed  by  the  delegates 
were  surely  of  considerable  import  to  every 
member  and  every  member  should  have  suf- 
ficient active  interest  in  his  own  professional 
welfare  to  make  him  anxious  to  participate 
in  these  annual  conferences  where  matters 
affecting  his  success  are  to  be  decided.  It 
may  be  said,  with  reference  to  society  legis- 
lation, that  every  member  was  represented  by 
a delegate;  that  is  true,  but  the  wiser  man 
knows  that  the  individual  who  looks  closely 
after  his  own  interests  fares  best. 

How  can  we  ascertain  what,  if  anything, 
is  wrong,  and,  how  can  we  devise  a plan  for 
improvement?  We  feel  cbrtain  the  State  So- 
ciety Officers,  and  especially  the  committees 
charged  with  the  responsibility  of  preparing 
programs  and  general  arrangements  would 
like  to  have  answers  to  these  questions.  We 
suggest  that  those  of  you  who  did  attend  shall 
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submit  suggestions  for  bettering  conditions, 
and  that  those  members  who  remained  at  home 
shall  write  us  explanations  of  their  absence 
and  present  suggestions  for  changes  that 
would  induce  them  to  come  out.  Honest,  not 


carping,  criticism  will  have  a healthy  effect, 
and  all  suggestions  will  receive  the  merited 
consideration.  A few  open  letters  for  our 
correspondence  column  may  be  productive  of 
good  results. 


Total  Mem- 

Permanent 
Delegates 
present  at 
the  160th 
Annual 

Annual 
Delegates 
present  at 
the  160th 
Annual 

Members 
present  at 
the  160th 
Annual 

Guests 
present  at 
the  160th 
Annual 

Counties 

bership 

Convention 

Convention 

Convention 

Convention 

Atlantic 

118 

9 

3 

51 

108 

Bergen  

109 

4 

3 

5 

8 

Burlington  

39 

4 

2 

1 

12 

Camden 

101 

11 

2 

10 

23 

Cape  Mav  

20 

2 

1 

3 

7 

Cumberland  . . . . 

40 

4 

1 

3 

10 

Essex  

532 

36 

21 

19 

71 

Gloucester  '. 

27 

4 

1 

2 

7 

Hudson 

338 

27 

12 

2 

34 

Hunterdon  

25 

1 

1 

- 

2 

Mercer  

130 

11 

5 

1 

14 

Middlesex  

78 

4 

3 

1 

2 

Monmouth  

66 

2 

2 

1 

5 

Morris  

62 

2 

3 

4 

7 

Ocean  

15 

2 

1 

1 

13 

Passaic  

175 

13 

3 

4 

18 

Salem  

18 

2 

1 

2 

5 

Somerset  

35 

3 

1 

1 

4 

Sussex  

17 

- 

1 

2 

11 

Union  

136 

15 

6 

10 

15 

Warren  

32 

3 

- 

- 

3 

2113 

159 

73 

123 

379 

Total  Registration  160th  Annual  Convention  (1926) 827 

Total  number  of  Doctors 367 

Exhibitors  62 

Guests  from  outside  New  Jersey 19 

Doctors  from  outside  New  Jersey 12 


New  York  City  4 

Los  Angeles,  Cal 2 

Philadelphia,  Pa.  1 

Joplin,  Mo 1 

Baltimore,  Md 1 

Shanghai,  China  1 

Nauroppin,  Germany  1 

Czecho- Slovakia  ] 
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JAMES  MINOR  MAGHEE,  M.  D., 
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MAGHEE,  James  Minor. — A career  rounded  out  in  years,  attainments 
and  conspicuous  public  service  was  closed  when  in  the  early  morning  of  June 
22,  1926,  the  spirit  of  Dr.  James  Minor  Maghee,  of  West  Orange,  drifted 
quietly  and  tranquilly  into  the  shadowy  river  that  flows  forever  to  the  un- 
known sea.  As  it  is,  his  life  seems  all  too  short  to  those  who  have  been 
privileged  to  know  the  remarkable  charm  of  his  personality,  the  joy  of  his 
cheerful  comradeship  and  his  genuine  worth. 

Dr.  Maghee  was  born  in  Evansville,  Indiana,  on  August  23,  1865,  of 
Gillison  and  Jacqueline  Minor  Maghee.  When  he  was  3 years  old  the  family 
moved  to  East  Orange.  His  early  education  was  obtained  in  the  Dearborn 
Morgan  School  and  in  the  East  Orange  Public  Schools.  He  entered  Yale 
and  was  graduated  with  the  Class  of  ’84  and  from  the  College  of  Physicians 
and  Surgeons,  New  York,  in  the  Class  of  ’87.  He  was  a member  of  the  Chi 
Phi  Fraternity,  of  the  Orange  Chapter  No.  23  Royal  Arch  Masons  and  of  the 
Royal  Arcanum. 

Dr.  Maghee  was  married  June  3,  1891,  to  Emma  Louise  Ricker  of  Boston, 
Massachusetts,  by  whom,  and  a sister,  Mrs.  Emma  Snow  of  West  Orange,  he 
is  survived. 

Dr.  Maghee  began  the  study  of  Medicine  under  the  preceptorship  of  the 
late  beloved  Dr.  William  Pierson  of  Orange,  the  Nestor  of  New  Jersey  Medi- 
cine. After  his  graduation,  he  served  as  intern  for  18  months  in  Charity 
Hospital,  New  York,  studied  a year  abroad  and  then  settled  in  West  Orange, 
where  he  practiced  his  chosen  profession  up  to  the  time  of  his  death. 

Dr.  Maghee  was  a member  of  the  Orange  Memorial  Hospital  staff  for 
35  years,  a Director  in  the  West  Orange  Bank,  a member  of  the  Advisory 
Board  of  the  West  Orange  Community  League,  of  the  William'  Pierson 
Medical  Association,  the  Orange  Mountain  Medical  Society,  a Member,  Trus- 
tee and  Permanent  Delegate  of  the  New  Jersey  State  Medical  Society,  a 
member  of  the  Essex  County  Medical  Society,  and  for  23  years  a devoted 
member  of  the  Essex  County  Medical  Milk  Commission.  Dr.  Maghee  was 
for  20  years  Medical  Inspector  of  the  West  Orange  Schools  and  for  7 years 
was  Health  Officer  of  West  Orange. 

When  a man  like  James  Minor  Maghee  goes  on  ahead  of  us  from  this 
earthly  school,  we  know  that  something  real  has  gone  and  that  something 
of  abiding  weight  and  worth,  has  left  us.  The  true  gold  we  get  in  life  is 
the  love  of  such  men.  It  is  a priceless  heritage  to  have  been  counted  among 
his  friends.  His  activities  covered  about  all  the  channels  in  the  life  of  a 
valuable  man.  He  was  conspicuous  in  the  cause  of  education  and  in  the 
work  of  his  chosen  profession,  unselfishly  gave  his  efforts  to  numerous 
charities  and  institutions  to  relieve  human  suffering  and  more  particularly 
steadfastly  devoted  himself  to  the  progress,  development  and  furtherance  of 
the  Essex  County  Medical  Milk  Commission,  which  he  loved  so  well. 

He  couldn’t  help  having  a host  of  friends.  He  ennobled  his  calling.  He 
has  ever  stood  for  the  best  things  in  life  and  he  fought  for  them  fearlessly 
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and  tirelessly.  No  good  cause  ever  lacked  his  support  and  he  gave  unspar- 
ingly of  his  time,  of  his  substance  and  of  his  great  gifts  to  promote  and 
enhance  every  public  good. 

His  career  was  distinguished  in  many  ways  but  there  was  that  about 
Dr.  Maghee  himself  that  was  more  distinguished  than  anything  that  he 
ever  did. 


PATTON,  Gordie  C.,  of  588  Benson  Street,  Camden,  New  Jersey,  died 
suddenly  at  his  home.  June  28,  1926.  During  the  afternoon  of  that  day  he 
had  complained  of  feeling  badly  and  went  to  bed  believing  that  he  was  suffer- 
ing an  acute  gastro-intestinal  upset  which  would  soon  pass  over.  About 
10  p.  m.,  some  friends  calling  to  inquire  about  his  condition  found  him  dead. 
Dr.  Patton  was  only  39  years  old,  was  more  than  6 feet  in  height  and  pro- 
portionately developed.  During  his  service  with  the  A.  E.  F.,  while  at  Coblenz, 
he  contracted  an  obstinate  eczema  of  the  hands  that  required  x-ray  treat- 
ment and  while  this  controlled  the  initial  condition  is  caused  a severe  kera- 
tosis of  both  hands.  This  limited  and  interfered  with  his  professional  work 
to  a marked  degree  but,  though  painful  and  disfiguring,  he  was  never  heard 
to  complain  of  it. 

Dr.  Patton  was  born  in  West  Virginia,  received  his  medical  degree 
from  Jefferson  Medical  College  in  1915,  served  an  internship  at  the  Phila- 
delphia Polyclinic,  and  commenced  his  active  practice  as  Surgeon  for  the 
Dupont  Company  at  Kearny,  New  Jersey.  When  the  United  States  entered 
the  World  War  he  volunteered  for  service  and  was  soon  sent  over-seas. 
He  reorganized  the  Medical  Detachment  of  the  114th  Infantry,  N.  J.  N.  G., 
and  became  Commanding  Officer  with  the  rank  of  Major.  He  remained  with 
the  Army  of  Occupation  until  the  summer  of  1919,  and  when  he  returned 
home  and  established  himself  in  practice  at  Camden. 

Dr.  Patton  was  appointed  to  the  Cooper  Hospital  Staff  in  1921  as  Out- 
Patient  Physician,  and  later  became  Physician  to  the  Home  for  Friendless 
Children,  and  to  the  Veteran’s  Bureau.  He  was  a member  of  the  Camden 
City  and  Camden  County  Medical  Societies,  and  of  the  Association  of  Mili- 
tary Surgeons. 


WITT,  George  B.,  of  99  Shanley  Avenue,  Newark,  died  July  10,  1926, 
at  St.  James  Hospital,  of  which  institution  he  was  Chief  of  Staff  of  the 
Clinical  Department.  The  cause  of  death  was  intestinal  obstruction. 

Dr.  Witt  was  42  years  old  and  had  practiced  medicine  in  Newark  for 
15  years,  since  his  graduation  from  New  York  University  and  Bellevue  Hos- 
pital, devoting  himself  especially  to  diseases  of  the  stomach. 
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(Esthetics; 

THE  FRUIT  OF  THE  FAMILY  TREE. 

Albert  Edward  Wiggam. 

(A  Synopsis.) 

(For  the  man  who  said,  “It's  all  right  to 
have  a family  tree  provided  it’s  not  too  shady”, 
this  book  was  doubtless  primarily  written.  It 
conveys,  in  vivid  everyday  talk,  him  to  the 
astounding  scientific  fact  that,  whether  he  wills 
it  or  no,  every  man  has  a family  tree  whose 
quality  he  daily  exhibits  to  the  world  in  face, 
form  and  behavior.  No  tendency,  no  thought, 
no  act  is  so  insignificant  that  it  does  not  reveal 
his  heredity. 

Professor  Franklin  Giddings,  of  Columbia, 
regards  this  volume  as  “the  most  important 
contribution  to  popular  education  that  has  been 
made  in  America  in  50  years”. 

Every  physician  should  read  it  from  cover 
to  cover,  not  only  for  its  treasure  of  informa- 
tion, which  will  be  an  asset  to  him  profes- 
sionally, but  for  the  wealth  of  illustrative 
reference  and  anecdote  which  will  be  a keen 
pleasure  to  him  personally. 

This  synopsis  follows  the  author  verbatim 
for  the  most  part.  Of  necessitv.  however,  it 
lacks  the  almost  raconteur  style  which  lifts  a 
near  scientific  treatise  from  the  dead  level  of 
a laboratory  log  to  the  enthusiasm  of  a gos- 
pel.— Editor’s  note.) 

Unless  a man  understands  heredity  he  can 
not  possibly  understand  human  life.  Without 
a knowledge  of  heredity  there  are  very  few 
problems  of  life  which  one  can  approach  in- 
telligently because  he  is  in  total  ignorance  of 
one  of  the  largest  forces  that  enters  every 
moment  into  human  character  and  social  des- 
tiny. It  would  seem,  therefore,  one  of  the 
highest  duties  of  the  citizen  to  learn  what 
scientists  have  discovered  about  this  force — 
what  it  is,  how  it  operates,  what  it  does  to  a 
man,  to  his  familv,  to  his  race  and  to  his  nation. 
To  explain  heredity  is  the  first  object  of  this 
book;  the  second  is  to  indicate  what  heredity 
means  to  all  mankind. 

Nearly  every  one  believes  that  “blood  will 
tell”  in  plants  and  animals,  but  when  it  comes 
to  the  human  family  many  people  expect  good 
children  to  be  born  from  bad  parents,  and 
healthy  offspring  from  weak  ancestry.  The 
well  known  history  of  the  Ivallikak  family 
demonstrates  dramatically  how  even  splendid 
hereditv  can  be  swamped  by  mismating,  and 
how  the  union  of  two  streams  of  great  blood 
of  similar  character  begets  great  blood.  From 
the  union  of  Martin  Ivallikak,  a soldier  in  the 


Revolutionary  War,  with  a feeble-minded  girl 
were  born,  in  the  course  of  6 generations,  480 
decendants,  who  have  cost  society  hundreds  of 
thousands  of  dollars  in  the  restraint  of  their 
evil  tendencies  and  the  care  of  their  feeble 
minds  and  bodies.  Martin’s  later  marriage 
with  a healthy  Quaker  woman  has  given  to  the 
world  496  decendants  of  highest  respectability 
and  social  usefulness. 

It  must  not  be  inferred  that  all  the  great- 
ness displayed  for  generations  in  certain  fami- 
lies was  due  to  the  direct  influence  of  the  origi- 
nal heredity.  The  direct  influence  of  any  one 
distinguished  ancestor  is  soon  lost,  owing  to 
the  fact  that  as  the  germ-cells  divide,  the  great 
qualities  get  scattered ; also  new  marriages 
bring  other  factors  into  the  line  of  descent. 
Genius  is  due  to  the  fortunate  concentration  in 
one  germ-cell  of  a large  number  of  the  great 
human  qualities.  Another  element  which 
maintains  the  high  level  of  a family  strain  is 
known  as  “assortative  mating”,  the  tendency 
of  like  to  marry  like.  In  degenerate  breeds 
where  like  marries  like,  the  human  cess-pool 
is  constantly  widened. 

What  Heredity  Tells  and  How  It  Tells  It. 

On  the  evening  of  February  8,  1865,  the 
great  drama  of  man’s  discovery  of  the  laws 
that  govern  his  own  heredity  began.  A young 
man,  Gregor  Mendel,  a Catholic  monk  and  a 
teacher  in  Briinn,  Austria,  read  a paper  before 
a company  of  his  neighbors  which  related  the 
results  of  his  experiments  with  common  gar- 
den peas.  The  audience  probably  dozed 
through  most  of  it,  unaware  that  they  were 
listening  to  the  first  announcement  of  one  of 
the  greatest  discoveries  in  the  history  of  man- 
kind. What  a pity  Charles  Darwin  was  not 
there ! 

Mendel  died  in  1884,  unknown  outside  his 
little  city.  Yet  in  November,  1922,  scientific 
men  gathered  from  all  over  the  world  in  the 
little  garden  where  the  peas  were  grown,  in 
order  to  dedicate  a tablet  to  his  memory. 
Mendel’s  little  paper  has  now  grown  into  sev- 
eral thousand  volumes,  and  reports  of  special 
investigations,  and  Professor  William  Bateson, 
of  England,  says  that  the  knowledge  which  has 
grown  out  of  Mendel’s  experiments  will  prob- 
ably have  more  to  do  with  man’s  destiny  on 
this  earth  than  any  other  scientific  knowledge 
which  we  can  now  foresee. 

Three  definite  facts  in  reeard  to  heredity 
have  been  confirmed  by  millions  of  experi- 
ments. First,  that  many,  possibly  all,  charac- 
ters in  plants  and  animals  (color  of  flowers, 
flavor  of  fruits,  speed  of  animals,  insanity  or 
genius)  are  due  to  genes  (determiners)  in  th - 
germ-cells  from  which  plants  and  animals  ar e 
born.  Second,  that  the  determiners  for  the  e 
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characters  exist  throughout  the  plant  and  ani- 
mal world  in  pairs  (tallness  being  paired  with 
dwarf  ness,  straight  hair  with  curly,  etc.),  and 
it  is  believed  that  no  two  members  of  any  pair 
of  contrasting  factors  ever  go  into  the  same 
mature  "erm-cell.  Third,  that  these  determi- 
ners assort  freely  on  the  laws  of  chance,  and 
that,  as  a result,  the  characteristics  of  the  par- 
ents will  reappear  in  fairly  predictable  grouos 
of  combinations  in  the  offspring. 

Mendel  suggested  that  in  crosses,  where  one 
parent  bore  one  character  and  the  other  parent 
bore  its  contrasting  character,  both  characters 
might  be  present  in  the  body-cells  of  the  off- 
spring, one  showing  more  plainly  than  the 
other.  The  character  which  showed  the  more 
plainly  he  called  the  dominant  quality,  and  the 
one  which  disappeared  altogether  or  partly, 
the  recessive  quality.  The  suggestion  that 
made  his  name  immortal,  however,  was  that 
when  these  hybrids  came  to  form  their  repro- 
ductive cells  (pollen  grains  and  ovules)  the 
dominant  quality  went  into  only  one-half  of 
the  germ-cells  while  the  recessive  quality  went 
into  the  other  half. 

Thomas  Hunt  Morgan  and  his  colleagues, 
writing  on  the  Mechanism  of  Mendelian  He- 
redity, say: 

“Its  fundamental  principle  is  very  simple.  The 
units  contributed  by  two  parents  separate  in  the 
offspring  without  having  had  any  influence  on 
each  other.  For  example,  in  a cross  between 
yellow-seeded  and  green-seeded  peas,  one  parent 
contributes  to  the  offspring  a unit  for  yellow  and 
the  other  parent  contributes  a unit  for  green. 
These  units  separate  in  the  ripening  of  the  germ- 
cells  of  the  offspring  so  that  half  of  the  germ- 
cells  are  yellow-bearing  and  half  are  green-bear- 
ing. This  separation  occurs  both  in  the  eggs 
and  in  the  sperm 

“The  sperm  of  every  species  of  animal  or  plant 
carries  a definite  number  of  bodies  called  chro- 
mosomes. The  egg  carries  the  same  number. 
Consequently,  when  the  sperm  unites  with  the 
egg,  the  fertilized  egg  will  contain  the  double 
number  of  chromosomes.  For  each  chromo- 
some contributed  by  the  sperm  there  is  a cor- 
responding chromosome  contributed  by  the  egg, 
that  is,  there  are  two  chromosomes  of  each  kind, 
which  together  constitute  a pair.’’ 

Chromosomes  (it  is  explained  for  the  un- 
initiated) are  small  bodies  inside  every  cell  of 
every  living  plant,  so  called  because  they  take 
a stain  while  the  balance  of  the  cell  remains 
clear.  Professor  Morgan  has  proved  that 
these  chromosomes  are  “the  sole  bearers  of 
heredity”.  In  them  are  stored  the  determi- 
ners. The  chromosomes  in  the  body-cells  de- 
termine one’s  life  characteristics  (height, 
weight,  form,  temperament,  etc.),  while  those 
in  the  reproductive  cells  carry  these  character- 
istics on  in  the  line  of  heredity.  Chromosomes 
are,  therefore,  as  Woods  has  said,  “the  most 
important  things  for  their  size  in  the  whole 


world.”  Every  cell  in  the  human  body  con- 
tains 48  chromosomes,  exactly  half  having 
come  from  the  mother  and  the  remaining  24 
from  the  father.  The  way  these  chromosomes 
behave  in  the  cells,  the  marvelous  and  still 
mysterious  way  in  which  they  move  with  all 
the  precision  of  planets,  the  way  they  divide 
and  grow  and  sort  themselves  out  in  Mendel- 
ian proportions  and  thus  distribute  the  various 
characteristics  of  the  ancestry  among  the  de- 
scendants— all  this  is  to  the  mind  of  the  author 
of  this  book  the  most  inspiring  and  exciting 
series  of  events  which  it  has  ever  been  the 
privilege  of  the  human  mind  to  contemplate. 

One  important  point  to  which  Wiggam  re- 
peatedly calls  attention  is  that  the  body  cells 
and  germ-cells  are  two  separate  systems  of  or- 
ganization. 

“When  two  cells  unitq  from  two  parents  to 
form  a new  being  they  divide  and  grow  to  pro- 
duce the  new  living  individual.  But  in  the  higher 
plants  and  animals  a few  cells  are  set  aside  at 
the  beginning  of  each  individual’s  life.  These 
are  the  reproductive  or  sex  cells.  They  remain 
unchanged,  set  aside  in  special  organs,  until  the 
individual  comes  to  maturity  when  they  begin 
to  multiply  and  are  by  sex-union  combined  with 
a cell  from  some  other  individual  and  thus  a 
new  generation  of  individuals  comes  upon  the 
scene.  The  plant  or  animal  merely  carries  these 
germ-cells  through  life  and  adds  nothing  to  them 
in  so  far  as  we  know — except  nourishment — and 
takes  nothing  away.  It  is  evident  then  that  he- 
redity, the  portion  set  aside  for  reproducing  the 
next  generation,  is  one  continuous  stream.’’ 

Now  as  to  the  methods  by  which  these  won- 
derful and  immortal  cells  divide  and  grow  into 
the  bodies  of  living  tilings,  and  how  they  hand 
on  their  qualities  to  their  children.  When  the 
egg  and  sperm  are  about  to  unite  a most  re- 
markable series  of  events  takes  place.  Inas- 
much as  every  cell  (body-cell  and  germ-cell) 
has  a certain  number  of  chromosomes  which 
carry  the  heredity  determiners,  it  is  obvious 
that  if  two  cells  should  unite  there  would  be 
twice  too  many  chromosomes.  At  this  point, 
then,  both  the  egg  and  sperm  go  very  rapidly 
through  what  is  called  reduction  division,  by 
which  in  each  one  of  them  one-half  of  the 
chromosomes  are  thrown  out.  In  this  process 
the  chromosomes  collect  at  the  equator  in  the 
usual  manner,  but,  instead  of  splitting  in  halves 
as  usual,  they  separate  into  two  camps,  half  of 
them  floating  to  one  end  of  the  cell  and  half  to 
the  other.  The  cell  membrane  then  contracts 
between  the  two  camps  and,  as  a result,  we 
have  two  cells,  each  containing  only  half  the 
usual  number  of  chromosomes.  It  is  just  at 
this  point,  no  doubt,  that  the  segregation  of 
the  Mendelian  factors  take  place,  as  it  is  a 
mere  matter  of  chance  which  end  of  the  cell 
it  shall  be  toward  which  any  particular  chromo- 
some shall  migrate.  One  readily  sees  that  in 
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the  chromosomes  which  are  left  out  many  of 
the  hereditary  characters  of  the  ancestors  are 
lost  to  the  particular  individual  who  is  to  be 
born  from  any  particular  cell. 

When  it  comes  to  the  application  of  the 
Mendelian  laws  of  heredity  in  any  clear  cut 
way  to  the  large  and  significant  traits  of  hu- 
man beings,  one  is  confronted  by  serious  diffi- 
culty due  to  at  least  two  major  facts:  (1) 
dominance  and  recessiveness  are  not  often 
complete;  (2)  many  characters  are  due  not 
to  just  one  factor  and  its  opposite  or  possibly 
its  absence  in  the  contrasting  chromosome,  but 
are  caused  by  two  or  more  factors.  Further- 
more, these  determiners  influence  each  other 
in  the  development  of  the  individual ; and  still 
another  difficulty  lies  in  the  fact  that  the  fac- 
tors for  a few  characters  are  linked  with  the 
sex  determiner.  This  means  that  the  charac- 
ter is  transmitted  by  one  sex  but  shows,  only 
in  the  opposite  sex. 

“It  will  surprise  many  people,  no  doubt,  to 
learn  that  the  cause  of  sex  has  long  been  well 
known  to  biologists.  At  least  the  factor  in  the 
germ-cell  which  gives  the  initial  impulse  for  the 
individual  to  become  either  male  or  female  can 
readily  be  seen  through  the  microscope.  The 
chrofliosomes,  as  I have  said,  are  in  pairs;  but 
in  the  cells  of  many  plants  and  animals  can  be 
seen  an  extra  unpaired  chromosome.  In  some 
species,  instead  of  an  extra  chromosome,  there 
is  a peculiar  enlargement  or  a difference  in  the 
shape  of  one  of  the  chromosomes.  This  extra 
body  or  peculiarity  of  size  or  shape  is  the  sex  de- 
terminer. 

“In  most  species  of  plants  and  animals  all  the 
female  cells  possess  this  extra  body,  while  only 
half  the  male  cells  possess  it.  During  fertiliza- 
tion, when  the  male  and  female  cells  unite  to 
form  a new  individual,  if  the  male  cell  happens 
to  be  one  with  the  sex  chromosome  the  fused  cell 
thus  is  provided  with  two  sex  determiners.  The 
plant  or  animal  growing  from  this  union  will  be 
a female.  If  a male  cell  without  a sex  determiner 
enters  the  union  at  fertilization,  the  fused  cell  is 
provided  with  but  one  sex  chromosome.  The 
plant  or  animal  from  this  union  will  be  a male. 

“In  birds  and  some  other  species  these  facts 
are  reversed.  But  the  above  is  the  usual  rule  of 
nature.  Since  half  the  male  cells  have  the  sex 
chromosome  and  half  are  without  it,  it  is  bound 
to  result  in  the  long  run  that  about  half  the  off- 
spring will  be  males  and  about  half,  females.” 

The  high  injunction  of  Mendelism  to  eu- 
genics is  that  good  factors  can  be  concen- 
trated in  families  and  by  wise  marriages  pre- 
served there  and  handed  down  to  bless  the 
race.  The  bad  factors  have  a tendency,  by  as- 
sortative  mating,  also  to  become  concentrated 
in  family  lines.  Where  these  become  posi- 
tivelv  antisocial  the  individuals  possessing 
them  can  be  either  confined  or  sterilized,  and 
their  strains  of  pollution  weeded  out  of  the 
race. 


Communications. 


The  Group'  Life  and  Group  Accident  and  Health 
Insurance. 

(Letter  from  Dr.  Pinneo,  Chairman  of  the 
Committee'). 

Last  month  the  Journal  published  a full  state- 
ment of  the  new  Insurance  offered  to  members 
of  the  State  Society  on  a plan  adopted  by  the 
House  of  Delegates,  June  18  last.  A letter  has 
since  been  sent  to  every  member,  enclosing  a re- 
print of  that  statement  to  be  kept  for  future  ready 
reference,  and  affording  him  (or  her)  opportunity 
to  accept  Life  Insurance  ($6000)  with  the  Pruden- 
tial and  Accident  and  Health  Insurance  ($5000) 
with  the  Commercial  Casualty  Insurance  Com- 
pany. The  provisions  in  the  policies  are  extra- 
ordinarily liberal  and  the  premiums  very  low. 
This  is  partly  due  to  negotiation  in  preparing 
these  policies  and  to  the  group  system  of  insur- 
ance but  will  be  much  aided  by  increasing  the 
numbers  in  the  group;  75%  of  members  must 
apply  to  procure  either  policy.  It  behooves  every 
member  to  himself  apply,  and,  also,  to  help  secure 
at  least  one  other  applicant. 

Insurance  is  the  very  quickest  method  known 
for  creating  an  equal  asset  for  dependents  (if  not 
for  one’s  self)  in  event  of  death  or  disability. 
The  importance  of  this  to  doctors  is  self-evident. 

The  officers  of  each  County  Society,  with  the 
member  of  this  Committee  in  that  county,  are 
urged  to  stir  up  the  interest  of  the  members 
and  get  immediate  consideration  of  the  matter 
that  the  Committee  may  soon  know  whether  the 
contracts  can  be  concluded.  The  Committee, 
with  the  member  in  each  county,  as  appointed 
by  the  President,  Dr.  Green,  is  constituted  as 
follows: 

Atlantic — D.  W.  Scanlan,  Atlantic  City. 

Bergen — J.  Finley  Bell,  Englewood. 

Burlington — M.  W.  Newcombe,  Brown's  Mills. 
Camden — Ernest  G.  Hummel,  Camden. 

Cape  May — Clarence  W.  Way,  Sea  Island  City. 
Cumberland — Earl  C.  Lyon,  Bridgeton. 

Essex — Frank  W.  Pinneo,  Chairman,  439  Mt. 

Prospect  Avenue,  Newark. 

Gloucester — Ralph  H.  Hollinshed,  Westville. 
Hudson — Arthur.  P.  Hasking,  Jersey  City. 
Hunterdon — A,ustin  H.  Coleman,  Clinton. 

Mercer — A.  D.  Hutchinson,  Trenton. 

Middlesex — R.  L.  McKiernan,  New  Brunswick. 
Monmouth — John  C.  Clayton,  Freehold. 

Morris — Edward  Ackerman,  Dover. 

Ocean — E.  G.  Herbener,  Lakewood. 

Passaic — Chas.  R.  Mitchell,  Paterson. 

Salem — R.  M.  A.  Davis,  Salem. 

Somerset — Lancelot  Ely,  Somerville. 

Sussex — Fred’k  H.  Morrison,  Newton. 

Union — Chas.  H.  Schlicter,  Elizabeth. 

Warren — L.  H.  Bloom,  Philipsburg. 

Ex-officio: 

The  President — James  S.  Green,  Elizabeth. 
Recording  Secretary — J.  B.  Morrison,  Newark. 
Treasurer — Elias  J.  Marsh,  Paterson. 


(To  be  continued) 
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A VISIT  TO  THE  MASSACHUSETTS  GENERAL 
HOSPITAL. 

(Letter  from  John  Hammond  Dradshaw,  M.D., 
F.A.C.S.,  Orange,  N.  J.) 

“As  human  beings  are  pretty  much  alike  in- 
side, so  are  hospitals.’’  (Cushing). 

I wanted  to  visit  the  Massachusetts  General 
Hospital  because  it  is  different.  Within  its  por- 
tals have  occurred  3 epoch-making  events.  Here 
was  demonstrated  the  performance  of  the  first 
surgical  operation  under  ether.  Here  also 
worked  Reginald  Pitz  who  gave  the  first  accu- 
rate description  of  appendicitis.  It  was  Morris 
who  had  said  that  if  a torch  was  put  on  the 
grave  of  everyone  dying  of  appendicitis  the 
whole  country  would  be  aflame.  So  here  even 
the  name  “appendicitis”  was  born.  Here  Richard 
C.  Cabot  conducted  his  studies  and  work  in  so- 
cial service  for  the  sick  and  especially  for  the 
hospital  patient.  Stop  and  think  a moment  what 
this  has  meant.  Before  Cabot,  effort  was  made  of 
course  to  house,  feed,  operate  upon  and  nurse  the 
sick.  When,  the  patient  was  discharged  he  was 
likely  to  be  lost  to  sight  and  often  forgotten. 
Before  Cabot  it  was  indeed  seldom  that  even  the 
careful  doctor  understood  the  term  “follow  up”. 
It  is  difficult  for  us  to  now  believe  that  such 
vitally  important  details  of  a case  as  home  life 
and  environment,  economic  conditions  and 
worries  of  the  patient,  his  religious  reactions, 
his  moral  status,  his  educational  advantages — 
his  daily  mode  of  living — his  very  ego — which  so 
largely  determines  his  protracted  invalidism  or 
his  recovery,  were  before  the  year  1906  almost 
entirely  neglected  in  our  hospital  records.  It 
was  within  the  walls  of  the  hospital  that  Oliver 
Wendell  Holmes  did  his  daily  task.  Here  he 
gave  birth  to  the  word  “anesthesia”.  Surely  this 
was  some  accouchment! 

With  such  a background  and  with  such  names 
as  Bigelow,  Channing,  Jackson,  Shattuck.  Warren, 
Bowditch,  Holmes,  Fitz,  Codman,  Richardson, 
Mumford  and  Cabot,  to  say  nothing  of  the  emi- 
nent and  efficient  staff  of  today  it  is  only  right 
that  the  Massachusetts  General  Hospital  should 
be  not  only  one  of  the  chief  hospitals  of  New 
England  but  of  all  America  or  even  of  the  whole 
earth!  What  hospital  anywhere  has  to  its  credit 
better  conduct  marks? 

My  first  request  was  to  see  the  historic  “Ether 
Dome”.  One  of  the  heads  of  the  training  school 
which  school  by  the  way  was  started  in  18  74, 
making  it  one  of  the  very  first  training  schools 
for  nurses  in  America)  kindly  accompanied  me 
to  this  shrine  of  the  surgeon.  And  it  rightly 
should  be  a shrine  for  all  time!  "A  true  etherial 
(sic)  blue  dome  spreads  its  protecting  arms  over 
a large  square  room  holding  the  identical  opera- 
ting chair  where  on  the  sixteenth  of  October, 
1846  Thomas  Green  Morton  administered  ether 
to  the  patient  who  was  to  undergo  a surgical 
operation  (for  nevus  of  the  neck),  which  Dr. 
John  C.  Warren  performed  upon  a man  named 
Gilbert  Abbott.  After  he  had  recovered,  the  pa- 
tient electrified  his  hearers  by  stating  that  he 
had  suffered  absolutely  no  pain.  The  surgeons 
looked  into  each  others  faces  and  Dr.  Warren 
turned  to  the  spectators  and  exclaimed.  “Gentle- 
men, this  is  no  humbug”!  (This  is  history.) 

Now  I want  also  to  write  a few  historical  words 
upon  this  epoch-making  discovery,  invention, 
performance,  experiment  or  whatever  we  may 
name  it.  If  one  looks  up  the  old  recorded  pages 
of  operations  one  notes  such  a statement  as  this: 
“the  patient  was  then  untied”.(!)  It  is  dif- 


ficult for  us  now  to  realize  the  amount  of  human 
suffering  that  was  on  that  October  day  relieved 
for  all  time!  Now,  who  did  it?  I will  freely 
quote  from  an  address  by  Dr.  William  H.  Welch, 
on  this  subject.  Nitrous  oxide  was  discovered 
by  Priestley  in  1776.  About  this  time  Sir  Hum- 
phry Davy,  a young  man,  began  the  study  of 
medicine.  In  a paper  he  wrote  that  was  called 
his  “Researches”,  is  found  this  memorable  sen- 
tence, "As  nitrous  oxide  in  its  extensive  opera- 
tion seems  capable  of  destroying  physical  pain 
it  may  probably  be  used  with  advantage  during 
surgical  operations”.  But  this  pregnant  sugges- 
tion, made  as  far  back  as  our  American  Revolu- 
tion, remained  unheeded  for  40  years.  Davy  soon 
gave  up  medicine  and  transferred  his  activities  to 
other  fields.  It  remained  for  a poor  unknown 
dentist,  Horace  Wells,  of  Hartford,  Conn.,  to 
first  give  nitrous  oxide  for  the  pulling  of  a tooth 
(his  own)!  But  as  late  as  1839  the  great  French 
surgeon,  Velpeau,  wrote:  “To  escape  pain  in  sur- 
gical operations  is  a chimera”.  The  honor  of 
making  the  first  trial  of  anesthetic  inhalation  in 
surgical  operations  belongs  to  Dr.  Crawford  W. 
Long,  a respected  country  doctor  of  Jefferson, 
Georgia,  who  in  1842  removed  painlessly  a small 
tumor  from  the  neck  of  a James  Venable  anes- 
thetized by  ether.  But  he  delayed  publishing  his 
experiment  until  the  universal  acceptance  of  sur- 
gical anesthesia!  Until  this  great  work  by  Long 
was  known  the  first  inhalation  of  an  effective 
anesthetic  for  surgical  purposes  was  generally 
assigned  to  Horace  Wells.  Now,  Dr.  Morton  was 
a partner  of  Wells,  and  had  been  present ( ?)#  when 
Wells  had  his  own  tooth  extracted  under  the 
gas.  Charles  J.  Jackson,  a chemist  in  Boston, 
had  been  experimenting  with  ether.  Morton  did 
work  with  Jackson  and  undoubtedly  got  ideas. 
A controversy  arose  between  Wells,  Morton  and 
Jackson  concerning  their  respective  shares  in 
the  discovery  of  anesthesia.  It  was  most  bitter. 
One  or  more  of  the  contestants  become  insane 
over  it.  But  now  a careful  study  gives  the 
greatest  honor  to  Morton  and  his  claim  was 
backed  by  such  men  as  John  C.  Warren,  Jacob 
Bigelow,  James  Jackson,  Oliver  W^endell  Holmes, 
Haywood,  Bowditch,  Shattuck  and  many  others 
of  that  day.  If  it  was  not  at  that  time  such  a 
tragic  subject  (as  one  of  the  contestants  took 
his  own  life)  one  might  smile  at  Oliver  Wendell 
Holmes'  contribution  to  the  controversy.  He  sug- 
gested a remedy  to  this  contest  of  claims  by 
saying  why  not  settle  the  difficulty  by  erecting 
a statue  and  place  it  on  Boston  Common.  Let 
the  monument  be  carved  with  2 faces,  one  side 
Morton  the  other  side  Jackson,  and  on  the 
pedestal  the  inscription,  “To  Ether’’  (either). 

But,  in  closing,  I regret  I have  only  space 
enough  to  tell  but  little  of  the  Massachusetts 
General  Hospital  itself.  It  was  about  the  time 
of  the  War  of  1812,  with  England,  that  2 pro- 
pressive  Boston  doctors  felt  the  need  of  better 
hospital  facilities  than  the  little  town  of  Boston 
had.  In  1810  an  appeal  was  issued  to  the  public 
in  aid  of  a call  for  funds  for  the  benefit  of  a 
general  hospital.  But  the  first  patient  was  not 
admitted  to  the  hospital  till  September  3.  1821. 
From  that  day  dates  its  honorable  career.  The 
selection  of  Chas.  Bulfinch  as  architect  was  most 
fortunate.  The  building  then  was  the  hand- 
somest in  the  state.  It  was  built  of  Chelmsford 
granite  and  the  stone  was  chisled  by  convict 
Dhor  at  the  State’s  Prison.  The  names  of  Dr. 
Jackson  and  Dr.  Warren  will  always  be  held  in 
reverence  as  its  sponsors.  The  cost  of  a house- 
patient  in  those  days  was  $4.62  a week!  (ac- 
cording to  the  last  report  it  is  with  strict  economy 
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$5.70  a day  now).  The  hospital  at  first  could 
care  for  about  40  patients.  It  now  can  within 
its  walls  look  after  the  wants  of  about  5 00  patients 
while  many  thousands  yearly  crowd  its  out-pati- 
ent departments.  Most  interesting  to  me  was  to  see 
the  same  old  wards  now  over  100  years  old,  and 
filled  with  patients.  But  this  modern  hospital 
is  up  to  date  in  all  its  departments  and  all  its 
appointments.  Its  celebrated  x-ray  department 
dates  back  to  the  very  first  year  of  the  Wilhelm 
Konrad  von  Roentgen  discovery  (in  1895).  It 
should  for  all  time  be  named  the  Walter  James 
Dodd  Department  for  Dr.  Dodd,  neglecting  the 
preventions  as  we  all  did  in  those  early  days  re- 
ceived x-ray  burns  from  which  he  finally  died  a 
martyr  to  his  hospital.  I went  from  one  of  its 
multiple  suites!  of  operating  rooms  to  another 
knowing  I had  witnessed  real  surgery  and  I was 
received  with  courtesy  and  attention  and  given 
many  privileges  I had  no  claim  or  special  reason 
to  expect. 


Hap  iiltrror  inflections 


DOG  VACCINATIONS  TO  CHECK 
RABIES. 

From  all  over  the  state  come  reports  of  the 
increasing  incidence  of  rabies,  and  our  State 
Health  Department’s  appeal  to  the  last  Gen- 
eral Assembly  for  a law  to  require  vaccination 
of  dogs  is  shown  to  have  been  an  instance  of 
wise  foresight.  Unfortunately,  the  Legislature 
would  not  listen — the  scene  in  the  House  of 
Assembly  when  this  Bill  was  under  discussion 
was  a disgrace  to  a supposedly  deliberative 
legislative  body — and  a certain  number  of  peo- 
ple of  this  state  must  pay  with  their  lives  the 
penalty  for  this  stupidity.  It  is  not  surprising, 
therefore,  to  find  such  news  items  as  the  fol- 
lowing, clipped  from  the  Newark  Evening 
News  and  the  Atlantic  City  Press : 

MONTCLAIR  URGES  DOG  VACCINATION  TO 
CHECK  RABIES. 

(Newark  News,  April  29,  1926.) 

Declaring  there  has  been  a considerable  num- 
ber of  cases  of  rabies  within  the  last  few  weeks, 
Montclair  authorities  today  called  attention  to  an 
ordinance  of  the  town  requiring  that  dogs  which 
run  at  large  shall  be  muzzled  or  vaccinated. 
Vaccination  clinics  will  open  Monday. 

“As  the  proper  muzzling  of  dogs  is  difficult 
and  in  many  cases  impossible.”  states  the  Town 
Commission  in  an  announcement,  “the  town  has 
arranged  for  vaccination  clinics  where  your  dog 
can  be  vaccinated  at  a minimum  of  expense  and 
trouble,  and  it  is  believed  that  many  will  take 
this  opportunity  to  avoid  the  use  of  muzzles. 

“Beginning  with  Monday,  and  continuous  for 
four  weeks,  Dr.  Phineas  Bridge  of  Montclair  will 
vaccinate  dogs  presented  to  him  between  the 
hours  of  11:30  A.  M.  and  1 P.  M.,  as  follows: 
Mondays,  at  the  fire-house  at  Harrison  Avenue 
and  Cedar  Street;  Wednesdays,  Walnut  Street 
fire-house,  near  the  Erie  Railroad  station;  Fri- 
days, Upper  Montclair  fire-house,  Valley  road, 


near  Bellevue  Avenue.  The  charge  for  this  ser- 
vice will  be  $1.5  0. 

“Citizens  are  urged  to  take  advantage  of  these 
clinics  promptly.  Do  not  call  Dr.  Bridge  for  ap- 
pointments at  these  clinics,  as  no  definite  ap- 
pointments can  be  made. 

“Having  provided  the  services  as  described 
above,  the  town  intends  to  rigidly  enforce  its 
ordinance  and  dogs  found  not  wearing  properly 
attached  muzzles,  or  bearing  a vaccination  tag, 
will  be  taken  to  the  pound  and  if  . not  claimed 
and  the  fine  paid  they  will  be  destroyed.” 

(Newark  News,  June  3,  1926.) 

A squad  of  five  inspectors  has  been  organized 
by  Health  Officer  Craster  to  tour  the  city  on 
motorcycles  in  quest  of  unmuzzled  dogs.  The 
squad  began  its  work  yesterday.  The  purpose  is 
to  enforce  the  ordinance  which  requires  that  all 
dogs  be  muzzled  or  on  leashes  when  on  the 
streets  from  June  1 until  October  1. 

Dr.  Craster  declared  that  the  squad  was  as- 
signed because  of  the  increasing  number  of  per- 
sons bitten  by  dogs.  , There  are  too  many  dogs 
running  at  large,  he  said.  The  only  time  in  the 
summer  that  dogs  will  be  permitted  to  be  un- 
muzzled is  when  they  are  in  their  owners’  yards 
or  homes,  Dr.  Craster  declared. 

The  motorcycle  squad  will  check  up  on  the 
owners  of  all  dogs  found  unmuzzled  or  unleashed 
on  the  streets.  Summonses  will  be  issued  and 
Dr.  Craster  will  ask  the  courts  to  impose  fines. 

The  city  has  been  divided  into  districts  with 
two  men  assigned  to  each  and  the  fifth  to  travel 
alone  to  investigate  complaints  about  dogs.  A 
sixth  man,  who  is  assigned  to  the  Health  Depart- 
ment as  a chauffeur,  will  be  used  in  cases  of 
emergency.  The  men  are  under  the  supervision 
of  Chief  Inspector  William  H.  Young  of  the  sani- 
tary division. 

The  strap  muzzle,  which  prevents  the  dog  from 
opening  its  mouth,  is  condemned  by  Dr.  Craster 
as  inhumane.  He  recommends  the  wire  cage 
muzzle. 


WOULD  VACCINATE  DOGS  FOR  RABIES. 


Virginia  Physician  Says  Treatment  Is  Effective 
Bar  to  Infection — Would  Make 
It  Compulsory. 

(Atlantic  City  Press,  May  28,  1926.) 

Compulsory  vaccination  of  dogs  for  immunity 
from  rabies  is  being  advocated  by  physicians  in 
Ventnor  and  endorsed  by  police  authorities  as 
a protection  against  a public  danger. 

Vaccinating  dogs  has  been  privately  practiced 
in  Ventnor  for  years  by  a few  families,  or  rather 
by  their  physicians.  But  since  the  recent  genuine 
case  of  hydrophobia  in  Mays  Landing,  the  num- 
ber of  pet  dogs  that  have  had  the  anti-rabies 
serum  injected  into  them  has  increased. 

One  prominent  physician  asserted  that  he  vac- 
cinates his  two  dogs  regularly . every  year  and 
does  the  same  thing  for  his  patients  who  own 
dogs.  He  advised  them  to  go  to  a veterinary  for 
the  operation,  but  they  declared  he  must  do  it  or 
they  would  let  the  dogs  go  without.  So,  in  the 
public  interest,  he  said,  he  performed  the  opera- 
tion, a slight  one,  and  others  are  following  his 
example. 

“This  anti-rabies  serum  never  affects  the  dog.” 
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said  another  physician,  “but  it  makes  him  im- 
mune from  rabies  in  case  he  is  bitten  by  a mad 
dog.  It  is  something  that  should  not  be  neglect- 
ed, as  one  never  knows  when  a stray  dog,  afflict- 
ed by  rabies,  may  wander  into  Ventnor.  Hydro- 
phobic  dogs  are  known  to  travel  long  distances 
and  snap  at  other  dogs,  as  well  as  human  beings 
who  are  in  the  way.  The  Mays  Landing  dog  that 
was  killed  and  afterwards  discovered  to  have 
rabies  might  have  bitten  many  other  dogs  as 
far  as  anybody  knows. 

“If  so,  where  are  those  dogs  now?  They  may 
be  wandering  around  and  their  affliction  may 
break  out  at  any  moment,  anywhere.  It  is  in 
the  public  interest  and  safety  that  dogs  should 
be  made  immune  from  rabies  if  attacked  by  a 
mad  dog.” 

Police  Chief  Harry  Frings  said  a keen  watch 
was  kept  by  all  patrolmen  on  their  beats  for  any 
dogs  at  large  that  are  acting  abnormally.  Since 
the  dogcatchers’  drives  on  “strays”  Ventnor  is  no 
longer  overrun  with  dogs  running  loose  every- 
where. But  the  chief  believes  that  vaccination, 
if  made  cumpulsory  for  dogs,  would  make  the  city 
much  safer,  or  make  the  residents  feel  safer,  this 
summer  when  visitors  are  expected  to  be  there  in 
greater  numbers  than  ever  before,  and  bring  dogs 
with  them. 

Ventnor  physicians  generally  are  said  to  favor 
a city  ordinance  making  dog  vaccination  com- 
pulsory. “In  some  towns  up  north,”  said  one 
physician,  “anti-rabies  vaccination  is  made  com- 
pulsory as  hydrophobia  is  considered  a public 
danger.” 


MISHAPS  TO  CHIROPRACTORS. 

(New  York  Times,  April  15,  1926.) 

On  the  same  day  that  the  State  Senate  de- 
feated the  bill  providing  for  the  registration  of 
chiropractors  on  proof  of  meeting  certain  edu- 
cational requirements,  fifteen  followers  of 
“physiotherapy”  were  haled  into  court  here  in 
New  York  and  held  in  $500  bail  for  examination. 
What  will  happen  to  them  later  remains  to  be 
seen,  but  such  evidence  as  served  as  basis  for 
the  charges  on  which  they  were  arraigned  show- 
ed that  they  have  been  doing  what  has  been  il- 
legal and  what  the  Senate  decided  should  con- 
tinue to  be  illegal. 

No  doubt  they  will  be  able  to  present  witnesses 
willing  to  swear  to  having  received  benefits  from 
their  uncovenanted  ministrations — usually  after 
“the  regular  doctors  had  failed  to  cure”.  And 
probably,  in  some  instances,  this  testimony  will 
be  true.  There  are  maladies  for  which  such 
manipulations  as  the  chiropractors  give  are  ef- 
fectual, and  in  still  more  numerous  cases  the 
chiropractors  can  exercise  a power  of  sugges- 
tion that  does  the  business  when  only  suggestion 
is  needed.  There  will  be  no  witnesses,  at  least 
for  the  defense,  to  tell  of  aggravations  of  illness 
they  may  have  caused  by  manipulations  not  di- 
rected by  knowledge. 

What  such  folk  as  these  want  is  to  practice 
medicine  without  giving  the  time  and  paying  the 
money  that  a real  medical  profession  requires. 
If  only  they  would  get  that,  they  could  manipu- 
late all  they  wanted  to. 


Barnum  Never  Had  One. 

For  Sale:  One  registered  Jersey  cow  with 

bull  calf  giving  four  gallons  of  milk. — (Ad  in 
Neosho  (Mo.)  Democrat.) 


(^bsertmtions  from  tfje  Hightbouse. 


IODIZED  SALT. 

Is  There  Danger  in  its  Household  Use? 

Inspecting  his  own  kitchen  supplies  recently, 
the  Editor  was  surprised  to  find  that  his  table 
salt  was  coming  from  a patented  container  la- 
belled “Iodized  Salt”,  and  further  investigation 
disclosed  the  fact  that  this  had  been  supplied  by 
the  grocer  in  response  to  the  usual  order  for  “ta- 
ble salt”;  there  had  been  no  request  for  the  medi- 
cated variety.  The  grocer,  when  questioned,  ad- 
mitted the  substitute  but  explained  that  he  had 
been  induced  to  put  the  iodized  salt  in  stock  and 
to  supply  it  generally  in  filling  orders,  under  the 
impression  that  he  was  rendering  a health  ser- 
vice to  his  customers.  We  promptly  requested 
discontinuance  of  such  service  to  us,  explained  our 
preference  for  plain  salt,  and  advised  sale  of  the 
iodized  salt  only  on  special  orders. 

The  grocer  was  innocent,  of  course,  of  any  in- 
tentional harm,  and  doubtless  the  wholesale  dealer 
and  the  manufacturer  of  this  iodized  salt  were 
likewise  guiltless;  they  probably  believed  they 
were  public  benefactors.  But,  here  is  an  excel- 
lent example  of  the  basic  truth  in  the  adage — - 
“a  little  knowledge  is  a dangerous  thing”.  Recog- 
nizing the  great  value  of  iodin  as  a means  of 
preventing  goiter,  when  administered  in  the  food 
or  drink  of  children  living  in  districts  where  the 
normal  water  supply  lacks  that  element,  these 
good  people  have  jumped  to  the  conclusion  that 
everyone  should  be  compelled  to  ingest  a certain 
amount  of  iodin  daily  and  that  this  can  be  ac- 
complished by  salting  everyone’s  food  with  iodized 
sodium  chloride.  They  entirely  overlooked  the 
possible  dangers  from  feeding  iodin  or  iodized  pre- 
parations to  persons  in  other  parts  of  the  country, 
who  secure  a sufficient  quantity  for  physiologic 
purposes,  and  even  to  adults  in  the  regions  where 
iodin  is  lacking  in  the  water. 

That  iodized  salt  has  been  a definitely  harmful 
agent  when  used  indiscriminately  by  adults  is 
clearly  set  forth  by  C.  L.  Hartsock  (J.A.M.A.,  86:- 
1334,  May,  192  6)  in  a study  of  several  groups  of 
cases  treated  during  the  past  year  at  the  Cleve- 
land Clinic.  Impressed  by  a marked  increase  in 
the  incidence  of  hyperthyroidism,  and  particu- 
larly by  an  unusual  type  of  thyroid  hyperactivity 
occuring  in  men,  he  and  his  colleagues  investi- 
gated these  cases  with  special  reference  to  the 
possible  etiologic  factors  involved,  with  the  re- 
sult that  the  evidence  seemed  to  point  conclu- 
sively to  the  continued  ingestion  of  small  amounts 
of  iodized  salt  as  the  primary  exciting  factor.  For 
this  reason  they  feel  it  is  important  to  call  the 
attention  of  physicians,  and  through  them  of  the 
public,  to  the  misunderstanding  that  has  gradually 
arisen  regarding  the  use  of  iodin  in  endemic  goi- 
ter, particularly  in  the  form  of  iodized  salt.  With- 
out any  precaution  being  given  for  its  use,  this 
salt  is  being  vigorously  promoted  by  the  com- 
bined propaganda  of  health  officials  and  of  salt 
companies  who  have  gradually  created  the  im- 
pression in  the  lay  mind  that  iodin  is  a panacea 
for  all  goiter  conditions  and  will  ultimately  solve 
the  whole  endemic  goiter  problem.  The  resultant 
extensive  use  of  iodized  salt  appears  to  be  a plausi- 
ble explanation  of  the  fact  that  between  25% 
and  50%  of  all  the  cases  of  hyperthyroidism  in 
which  operation  has  been  done  in  the  Cleveland 
Clinic  during  the  last  6 months  seemed  to  have 
been  directly  due  to  or  exacerbated  by  this  agent. 
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A study  of  the  group  of  cases  in  men  which 
first  called  attention  to  this  subject  shows  that 
they  were  all  in  excellent  health  before  the  onset  of 
toxic  symptoms,  which  -were  first  noted  1-18 
months  after  use  of  salt  was  begun.  In  only  2 
cases  was  the  iodin  used  because  of  a supposed 
need  of  the  patient  himself,  the  other  patients  be- 
ing innocent  victims  of  the  general  use  of  the 
salt  in  the  family  cooking.  In  most  of  these  cases 
the  initial  symptom  was  loss  of  weight  or  marked 
weakness,  paticularly  of  the  legs:  the  nervous 
and  cardiac  symptoms  appeared  later,  usually  oc- 
curring in  a reverse  order  in  the  noninduced  form 
of  hyperthyoidism.  Exophthalmos  was  almost  in- 
variably absent,  the  ocular  signs  being  limited  to 
a staring  expression.  The  thyroid  differed  mark- 
edly from  the  usual  type,  as  it  was  almost  invari- 
ably a small,  firm  and  scarcely  palpable  gland.' 
The  pathologic  report  in  these  cases,  usually 
“colloid  goiter’’  or  “very  mild  hyperplasia”,  was 
also  strikingly  different  from  that  usually  given 
in  cases  of  hyperthyroidism.  The  presence  of 
foci  of  infection  was  demonstrated  or  suspected  in 
every  case,  and  it  would  be  interesting  to  try  to 
trace  their  influence  in  the  production  of  the 
hypersensitive  condition  which  can  be  so  affected 
by  iodized  salt.  The  most  plausible  explanation 
for  the  high  incidence  of  this  disease  in  men  is 
the  fact  that  men  as  a rule  use  a great  deal  of 
salt.  Previous  to  the  past  year  such  cases  as 
these  have  rarely  been  seen  in  the  Cleveland 
Clinic  although  on  an  average  1500  cases  of  hyper- 
thyroidism are  treated  here  annually. 

Among  other  groups  in  which  symptoms  closely 
followed  the  initial  use  of  iodized  salt  was  one  of 
18  women,  between  the  ages  of  45  and  65,  whose 
histories  were  identical  in  almost  every  respect. 
In  every  instance  the  patient  had  had  a large 
neck  or  a lump  in  the  neck  throughout  adult 
life  but  had  never  experienced  any  trouble  until 
a friend,  the  grocer,  or  a newspaper  article  had 
persuaded  her  that  iodized  salt  was  good  for 
goiter  and  she  had  begun  to  use  it  in  cooking. 
Examination  revealed  a fetal  or  large  colloid  ade- 
noma in  every  case  with  the  usual  signs  of  hyper- 
thyroidism, particularly  degeneration  of  the  heart 
muscle  with  decompensation.  Thirty-two  other 
patients  might  be  included  in  this  group,  but  they 
had  had  symptoms  before  using  the  salt  and  the 
resulting  exacerbation  of  the  symptoms  was  so 
great  that  an  operation  was  required  in  every 
case.  Moreover,  the  cardiac  decompensation  was 
so  marked  in  many  of  these  cases  that  the  opera- 
tive risk  was  greatly  increased.  The  medical  pro- 
fession has  always  considered  this  type  of  goiter 
as  extremely  susceptible  to  the  effects  of  iodin 
and  has  exercised  great  care  in  its  administra- 
tion; but  unfortunately  this  precaution  has  been 
overlooked  in  the  enthusiasm  over  the  new  “cure”. 

Another  type  of  patient  has  also  appeared  at  the 
■Cleveland  Clinic  during  the  past  6 months — a type 
in  which  it  has  always  been  thought  that  iodin 
■could  be  administered  almost  ad  libitum — young 
girls  at  the  age  of  puberty,  either  with  or  without 
a struma.  Five  cases  of  outspoken  and  extremely 
severe  hyperthyroidism  in  girls  from  12  to  18 
years  of  age  have  been  seen  during  this  period 
and  in  all  these  cases  the  hyperthyroidism  de- 
veloped coincident  with  the  use  of  iodized  salt. 
The  recurrence  of  hyperthyroidism  in  3 patients 
who  had  enjoyed  good  health  from  4 to  13  years 
after  thyroidectomy  was  also  attributed  to  the  use 
of  iodized  salt.  It  should  be  noted  that  after  an 
operation  for  hyperthyroidism  patients  are  highly 
sensitized  to  iodin,  and  therefore  special  precau- 


tion should  be  exercised  against  its  use  in  post- 
operative cases. 

Very  few  cases  of  outspoken  hyperthyroidism 
were  seen  in  patients  between  the  ages  of  2 0 and 
3 5,  but  there  were  many  who,  after  using  the 
salt,  had  suffered  from  nervous  symptoms  and 
who  later  developed  frank  cases  of  hyperthy- 
roidism. 

In  connection  with  the  foregoing  the  author 
notes  2 points  of  interest:  (1)  iodin  rashes  have 
been  appearing  frequently  of  late  in  the  dermato- 
logic clinic:  (2)  cases  of  acne  vulgaris  become 
much  worse  or  will  not  respond  to  treatment  while 
iodin  is  being  used  in  the  form  of  salt. 

In  giving  a brief  history  of  goiter  treatment, 
Hartsock  notes  that  it  was  not  until  1907  that 
Marine  and  his  co-workers  discovered  that  all 
thyroid  hyperplasia  was  practically  the  same  and 
due  to  a certain  lack  of  nutritional  elements  in 
the  food;  that  a resting  state  could  be  induced  by 
the  administration  of  iodin.  Kimball,  under  the 
direction  of  Marine,  began  the  systematic  study  of 
the  prevention  of  simple  goiter  in  man  giving 
iodin  in  small  amounts  to  several  thousand  school 
children  in  Akron,  Ohio,  from  which  he  derived 
the  following  conclusions:  (1)  simple  goiter  can 
be  prevented  by  the  administation  of  small 
amounts  of  iodin;  (2)  in  one-third  of  the  cases 
of  simple  goiter  cure  or  marked  improvement  is  ef- 
fected by  the  internal  administration  of  a small 
amount  of  iodin;  (3)  the  administration  of  small 
amounts  of  iodin  does  not  produce  a toxic  con- 
dition (exophthalmic  goiter);  (4)  the  administra- 
tion of  2 gm.  sodium  iodide  twice  yearly  is  prac- 
tical and  economical  and  can  be  recommended  as 
a public  health  measure  in  goiter  districts. 

In  applying  these  principles  to  the  use  of 
iodized  salt,  Hartsock  notes  that:  (1)  Kimball 

and  Marine  worked  entirely  with  children  who, 
as  a rule,  are  immune-  to  the  effects  of  iodin, 
whereas  the  use  of  iodized  salt  is  generally  not 
limited  to  children;  (2)  in  Kimball’s  investiga- 
tion iodin  was  given  twice  a year,  thus  allowing 
the  thyroid  a period  of  rest,  whereas  iodized  salt 
is  given  continuously;  (3)  Kimball’s  observations 
were  based  on  cases  of  simple  and  uncompli- 
cated goiter,  whereas  most  cases  of  chronic  goiter 
in  adults  are  adenomatous  in  character  and  these 
patients  are  not  under  observation  while  taking 
iodized  salt;  (4)  Boothby  and  Plummer  found 
that  iodin  was  contraindicated  in  cases  of  hyper- 
thyroidism due  to  toxic  adenoma. 

Hartsock  states  that  both  Crile  and  Phillips  of 
the  Cleveland  Clinic  agree  that  the  general  use  of 
iodin  will  never  be  free  from  danger  unless  super- 
vised by  the  medical  profession  for  whom  they 
give  their  own  conclusions  regarding  its  safe  and 
proper  use.  (1)  Administered  to  children  under 
the  age  of  puberty  iodin  is  an -efficient  preventive 
of  simple  goiter.  (2)  At  the  age  of  puberty,  be- 
fore iodin  is  prescribed,  a careful  examination 
of  the  thyroid  gland  should  be  made  by  a physi- 
cian to  determine  whether  fetal  adenomas  are 
present.  If  so,  iodin  should  be  used  with  great 
caution,  if  at  all.  (3)  The  continuous  use  of  iodin 
should  never  be  prescribed  for  adults;  when  its 
periodic  use  is  indicated  frequent  observations  of 
pulse  and  weight  should  be  made.  (4)  Under 
no  circumstances  should  iodin  be  given  to  adults 
with  fetal  adenomas,  except  for  a short  period 
preceding  operation.  (5)  In  adults  with  simple 
large  colloid  goiter  or  large  colloid  adenomatous 
goiter  without’  fetal  Adenoma,  iodin  sometimes 
has  remarkably  beneficial  results  but  it  should  be 
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administered  with  extreme  caution  as  it  is  this 
type  of  goiter  that  may  become  suddenly  and 
overwhelmingly  active.  (6)  If  compound  solution 
of  iodin,  or  iodin,  is  administered  in  cases  of  ex- 
ophthalmic goiter  in  which  operation  is  not  to 
be  done,  it  should  be  discontinued  or  greatly  re- 
duced when  the  basal  metabolic  rate  is  lowered 
and  clinical  symptoms  improve.  Continued  use 
will  often  again  overactivate  the  thyroid  gland. 
(7)  Iodin  should  not  be  administered  to  a patient 
who  has  recovered  after  a thyroidectomy  unless 
hyperthyroidism  exists,  and  even  in  these  cases 
thyroid  extract  is  usually  more  satisfactory.  (8) 
Iodin  is  most  efficiently  administered  and  con- 
trolled in  the  form  of  chocolate  tablets  contain- 
ing 10  mg.  organic  iodin,  or  compound  solution 
of  iodin  (Lugol’s  solution)  when  this  is  given  un- 
der medical  supervision.  (9)  Iodin  may  be  admin- 
istered in  small  doses  to  the  pregnant  woman  for 
prevention  of  goiter  in  the  fetus,  but  it  must  be 
used  with  extreme  care  as  the  thyroid  gland  is 
in  a very  unstable  condition  during  pregnancy. 
(10)  When  overactivity  of  a thyroid  gland  has 
been  induced  by  iodin,  it  usually  does  not  subside 
when  the  iodin  is  discontinued.  An  operation  is 
usually  required. 

In  view  of  the  facts  that  have  been  cited,  the 
author  believes  that  community  administration 
of  iodin  disregards  physiologic  facts  concerning 
the  effect  of  iodin  on  the  thyroid  gland.  The 
use  of  iodized  salt,  in  particular,  should,  in  his 
opinion,  be  discontinued  or  limited  to  the  peri- 
odic table  use  of  children  under  the  age  of 
puberty. 


Community  Goiter  Prevention  and  Education. 

That  the  incidence  of  goiter  is  constantly  in- 
creasing is  due,  according  to  W.  J.  Potts  (Illinois 
Med.  J.,  49:316,  April,  1926),  to  the  greater  de- 
mands on  the  mental  and  physical  reserves, 
greater  skill  in  diagnosis,  and  still  further  deple- 
tion of  the  iodin  supply.  In  the  Great  Lakes  basin, 
the  Pacific  Northwest  and  Switzerland  the  prob- 
lem has  become  extremely  acute.  The  period  of 
experimentation  in  the  treatment  of  goiter  is  past. 
It  is  now  universally  agreed  that  small  amounts 
of  iodine  given  routinely  during  the  2 periods  of 
thyroid  overgrowth,  pregnancy  and  adolescence, 
will  absolutely  prevent  the  deformity.  The  first 
period  is  easily  in  the  control  of  the  medical  pro- 
fession. By  the  administration  of  shall  amounts 
of  iodin  weekly  to  every  pregnant  woman  not 
having  an  adenomatous  goiter,  a normal  thyroid 
in  mother  and  child  is  assured.  The  best  way 
to  reach  the  children  is  through  the  schools.  In 
no  case  would  the  iodin  be  given  without  the 
consent  of  parent  or  guardian  and  special  em- 
phasis is  placed  upon  the  fact  that  this  is  not  a 
therapeutic  but  a preventive  measure.  The  con- 
sensus of  opinion  is  that  10  mg.  iodin  preferably  in 
the  form  of  a "palatable  chocolate  preparation, 
given  weekly  throughout  the  school  year  is  suf- 
ficient. This  should  be  given  to  the  children  from 
the  fifth  through  the  twelfth  grade.  The  dangers 
of  giving  small  amounts  of  iodin  to  large  num- 
bers of  children  are  negligible. 

The  question  of  iodized  salt  naturally  arises. 
Why  not  advocate  its  general  use  as  is  being 
done  by  law  in  Michigan  and  eliminate  all  the 
administrative  detail?  To  this  procedure  the  fol- 
lowing objections  have  been  raised:  There  is  no 
control  of  dosage;  there  is  no  check  on  results; 
above  all,  a certain  percentage  of  adenomas  are 
made  toxic  by  small  amounts  of  iodin.  As  long 


as  there  is  some  uncertainty  concerning  the  giv- 
ing of  iodin  to  adults  with  adenomatous  goiters, 
as  occurs  in  the  use  of  iodized  salt,  this  author 
believes  the  plan  of  iodin  administration  in  the 
school  is  the  method  of  choice. 


Calmed  “Gold  Fish”  for  Prevention  of  Goiter. 

From  the  Laboratories  of  the  Northwest  Branch, 
National  Canners  Association  and  College  of  Fish- 
eries, University  of  Washington,  Seattle,  comes  an 
article  by  Norman  D.  Jarvis,  Ray  W.  Clough  and 
Ernest  D.  Clark  (J.A.M.A.,  86:1339  May,  1926) 
calling  attention  to  the  remarkably  high  iodin 
content  of  salmon  as  an  article  of  food.  An  ac- 
companying chart  shows  the  iodin  value  of  2 of 
the  5 species  of  salmon  (containing  the  highest 
and  lowest  amounts  of  iodin)  contrasted  with  that 
of  milk,  meat,  eggs,  vegetable  and  fruit  products 
highest  in  iodin.  Calculated  on  a moist  basis  in 
parts  per  billion  the  chart  gives  the  following 
values:  red  salmon,  405;  chum  salmon,  222; 

lemon  juice,  136;  butter,  106;  eggs,  22;  wheat,  19; 
potatoes,  18;  apples,  6;  milk,  5;  beef,  5.  The 
iodin  content  of  fresh  salmon  is  approximately 
that  of  a canned  salmon  produced  from  the  same 
region.  Those  edible  portions  of  the  body  richest 
in  fat  have  been  found  to  be  highest  in  iodin 
content,  while  a considerable  portion  of  the  iodin 
in  fruits  is  contained  in  such  inedible  portions  as 
the  rind  and  seeds.  Canned  salmon  consists  only 
of  the  edible  portion  of  the  fish  in  which  all 
the  iodin  may  be  utilized.  Because  of  its  cheap- 
ness and  availability  it  is  particularly  suitable  as 
a prophylactic  agent  in  goitrous  regions. 


Clinical  Reports. 


THE  USE  OF  ALPHA-LOBELIX  AS  A RESPI- 
RATORY STIMULANT. 


G.  T.  Spencer,  A.B.,  M.D.,  Elizabeth,  N.  J. 

Cisternal  puncture  is  hazardous  when  it  involves 
such  factors  as:  (1)  An  operator  who  is  not 

familiar  with  the  anatomy  of  the  parts  involved. 
(2)  An  operator  whose  muscular  coordination 
and  control  are  not  good.  (3)  Insertion  of  the 
needle  further  than  3 cm.  in  children,  4.5  cm.  in 
small  or  lean  adults,  or  6 cm.  in  large  adults. 
(4)  Withdrawal,  except  in  certain  cases,  of  more 
than  5 c.c.  of  spinal  fluid.  (5)  An  unruly  patient. 
(6)  A patient  with  a neoplasm  of  the  medulla  or 
cerebellum. 

However,  the  consensus  of  opinion  seems  to  be 
that  when  carefully  performed  upon  selected 
cases,  puncture  of  the  cisterna  cerebello-medul- 
laris  may  be  considered  as  without  danger.  Its 
technic,  once  learned,  is  simple.  It  consumes  less 
time  and  energy  than  lumbar  puncture,  and  usu- 
ally causes  less  discomfort  to  the  patient. 

A short  series  of  cisternal  punctures  has  yield- 
ed results  which  appear  to  coincide  with  those 
generally  obtained  elsewhere.  In  each  instance 
the  procedure  was  without  technical  difficulty, 
the  spinal  fluid  bloodless  and  free-flowing,  and 
no  post-puncture  leakage,  hemorrhage,  pain,  or 
reaction  followed. 

In  one  particular  certain  of  these  cases  may 
vary  from  the  usual  modus  operandi.  On  the 
principle  that  an  unrestrained  patient,  if  hurt  or 
unduly  frightened,  will  move  away  from  the  oper- 
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ator  (which  is  less  likely  to  cause  injury  than  are 
indeterminate  struggles  against  physical  restraint) 
7 of  this  series  were  instructed  to  hold  their  own 
necks  flexed  by  clasping  their  hands  over  the 
parieto-occipital  region,  and  informed  that  they 
would  feel  uncomfortable — “just  as  if  being  push- 
ed off  the  table” — but  that  any  real  pain  would 
be  unlikely.  Procain  (0.5%  with  1:1000  adrenalin 
chlorid  in  normal  salt  solution)  was  used  for  local 
anesthesia.  The  results  were  highly  satisfactory. 

In  an  extra-series  case  no  spinal  fluid  was  ob- 
tained after  the  needle  was  introduced  to  a depth 
of  6 cm.  at  which  point  it  seemed  but  prudent 
to  withdraw.  Pflster  (“Zur  Punktion  der  Cisterna 
magna.”  Munch.  Med.  Wochens.,  May  9,  1924) 
has  reported  a case  in  which  the  patient  ceased 
to  breathe  when  the  needle  was  inserted  over 
6.5  cm.,  although  recovery  ensued  after  several 
hours  performance  of  artificial  respiration.  In 
this  connection  it  will  be  interesting  to  hear  re- 
ports of  the  use  of  Alpha-Lobelin  as  a respiratory 
stimulant,  both  intravenously  and  intraspinally, 
when  the  medulla  is  accidentally  injured:  and  if 
Alpha-Lobelin  is  as  therapeutically  efficient  as 
the  literature  thereon  avows,  to  have  a dose  of  it 
ready  for  emergency  administration  during  every 
cisternal  puncture  operation  would  seem  an  ex- 
cellent precautionary  measure. 


National  Jfle&tcal  Jgetos. 


RESUME  OF  RECENT  ANNUAL  CONVENTION 
MEDICAL  SOCIETY  OF  THE  STATE 
OF  NEW  YORK. 

As  has  been  well  Lhown  by  the  recently  inau- 
gurated conferences  of  officers  of  the  medical 
societies  of  New  York,  Pennsylvania  and  New 
Jersey,  the  problems  and  interests  that  concern 
the  physicians  of  this  large  territory  are  of  uni- 
form nature  and  vary  but  slightly  on  the  dif- 
ferent sides  of  geographic  boundary  lines.  We 
have  just  published  a summary  of  our  own  State 
Society  Meeting,  and  it  seems  timely  to  present 
a brief  review  of  the  convention  of  our  northern 
neighbor,  for  whatever  benefit  may  be  derived 
from  a comparison  of  the  questions  considered  and 
actions  taken  by  these  neighborly  organizations. 
Three  months  have  elapsed  since  the  New  York 
meeting  but  this  somewhat  belated  review,  pub- 
lication of  which  has  been  delayed  for  want  of 
space,  will  possibly  be  of  greater  value  now  be- 
cause of  our  own  convention  being  still  fresh  in 
mind. 

Under  the  presidency  of  Dr.  N.  B.  Van  Etten, 
the  New  York  State  Society  met  in  New  York 
City,  March  29-31,  with  a registered  attendance 
of  1229.  One  important  feature  of  the  Presi- 
dential A,ddress  consisted  in  reference  to  the  at- 
titude of  the  public  toward  preventive  medicine. 

“For  the  prevention  of  typhoid  fever,  tetanus, 
small-pox  and  diphtheria  we  have  specific  vaccines 
so  reliable  that  those  who  know  about  them  and 
fail  to  use  them  are  morally  culpable.  In  my 
opinion  this  statement  is  quite  as  applicable  to 
the  lay  people  who  know,  as  to  the  physicians 
who  know.  It  is  a national  disgrace  that  we  had 
more  than  4000  cases  of  small-pox  in  the  United 
States  in  1 month  of  last  year,  with  a total  of  31,- 
03  7 for  the  year.  It  is  a national  disgrace  that 
our  people  care  so  much  more  for  matters  of 
convenience  than  for  the  protection  of  the  lives 
of  their  children,  that  they  care  so  much  for 
what  they  are  pleased  to  call  personal  liberty 


that  they  are  willing  to  expose  their  fellow  citi- 
zens to  the  potential  ravages  of  a loathsome  dis- 
ease. It  is  with  no  feeling  of  pride  that  we  com- 
pare the  record  of  that  month  with  its  4000  cases 
of  small-jjox,  with  the  record  of  no  cases  of 
small-pox  in  that  same  month  among  the  dis- 
ciplined and  vaccinated  citizens  of  Germany. 

“In  the  light  of  the  truth  of  this  statement  one 
easily  sympathizes  with  the  pessimism  of  many 
at  the  beginning  of  any  public  health  campaign. 
Toxin-antitoxin  as  a preventive  of  diphtheria  has 
been  known  10  years  and  yet  the  public  does  not 
clamor  for  protection  of  their  children  that  they 
pretend  to  love  so  dearly.  Thirteen  thousand 
of  them  died  from  diphtheria  last  year  and  there 
was  no  excitement  about  it;  700  died  in  the  City 
of  New  York,  and  there  were  10,000  cases  here. 
If  10,000  people  had  been  burned  in  a fire  and 
7 00  of  them  fatally,  the  country  would  have 
gone  into  mourning.  Is  it  any  less  disastrous  to 
have  them  die  from  a preventable  disease?” 

“A  campaign  in  Preventive  Medicine,  such  as 
one  to  eliminate  diphtheria  can  be  started  by 
one  or  more  executive  organizations,  but  it  can 
not  be  carried  to  successful  and  lasting  conclu- 
sions except  by  the  physicians  meeting  this  spirit 
of  cooperation  with  the  warmest  reciprocity  and 
the  will  to  put  over  and  maintain  a complete 
victory  over  a dread  disease. 

“The  physicians  of  the  State  must  awaken  and 
rise  to  the  leadership  that  is  waiting  for  them  not 
only  in  the  fields  of  preventive  medicine  that 
have  been  well  demonstrated,  but  in  the  conflict 
with  enemies  that  are  still  surrounded  by  ob- 
scurity, and  also  in  the  fight  for  supremacy  over 
an  apparent  racial  decadence  through  reckless 
breeding  and  the  lowering  of  our  moral  and  phy- 
sical standards  by  luxurious  living.” 

As  a special  committee  of  the  State  Society 
had  devoted  a great  deal  of  time  and  labor  to 
consideration  of  postgraduate  instruction  and  the 
devising  of  some  means  to  make  such  study  avail- 
able to  county  members,  Dr.  Van  Etten  antici- 
pated that  committee’s  report  with  the  following 
generalized  reference  to  medical  education: 

“We  neither  need  nor  desire  a less  competent 
physican;  the  curriculum  will  be  adjusted  to 
meet  the  changing  order.  I would  rather  lengthen 
it  than  shorten  it,  but  I would  not  terminate  it 
later.  I would  add  a year  or  2 at  the  beginning 
of  the  course  and  make  his  ancillary  education 
more  definitely  medical.  I would  broaden  his 
vision  by  showing  him  the  history  of  medicine, 
and  I would  improve  his  manners  by  a real  course 
in  medical  and  social  ethics.  I would  teach  him 
anthropology.  I would  have  him  taught  methods 
of  complete  investigation,  so  that  no  subjective 
symptom  should  be  dismissed  without  attention. 
I would  have  him  study  physiotherapy  so  that  he 
would  be  able  to  appraise  its  value.  I would  re- 
quire of  him  a period  of  the  general  practice  of 
medicine  so  that  he  might  acquire  broad  funda- 
mental knowledge  before  he  should  be  permitted 
to  enter  a postgraduate  school  to  qualify  himself 
for  specialized  endeavor. 

“Every  doctor  needs  postgraduate  education 
every  year,  and  most  of  them  feel  that  they  are 
unable  to  leave  their  active  work  to  take  courses 
within  the  walls  of  teaching  institutions.  They 
may  be  able  to  attend  meetings  of  medical  so- 
cieties where  they  usually  listen  to  ultra  scien- 
tific discussions  which  are  often  unintelligible 
except  to  a few  advanced  students,  most  readers 
thinking  that  unless  they  present  rare  cases  their 
work  will  not  attract  attention.” 
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Diphtheria  Prevention. 

In  line  with  the  President’s  reference  to  pre- 
ventive medicine,  and  with  a plan  of  campaign 
already  laid  out  by  the  Committee  on  Public 
Health  in  cooperation  with  the  State  Board  of 
Health,  the  following  resolution  was  presented 
with  the  endorsement  of  the  Executive  Committee 
and  adopted  by  the  House  of  Delegates: 

“That  the  President  shall  appoint  a committee 
of  10,  which  shall  include  a member  from  the 
State  Department  of  Health,  and  from  the  State 
Charities  Aid  Association,  the  Director  of  the 
Academy  of  Medicine,  the  President  of  the  State 
Homeopathic  Society,  the  Chairman  of  the  Com- 
mittee on  Public  Health  and  Medical  Education, 
the  Chairman  of  the  Committee  on  Economics, 
the  President  and  3 other  members  of  the  Medi- 
cal Society  of  the  State  of  New  York,  for  the 
purpose  of  formulating  a plan  of  campaign  to 
make  toxin-antitoxin  available  to  every  child  in 
the  State  of  New  York  and  place  the  responsi- 
bility for  its  distribution  upon  the  Medical  Pro- 
fession of  the  State  in  such  a manner  that  every 
Practitioner  of  Medicine  who  wishes  may  have 
a part  in  its  administration.” 

In  so  far  as  this  campaign  has  developed  in 
selected  cities  or  counties  in  New  York  the  re- 
sults have  been  remarkably  pleasing.  For  in- 
stance, the  city  of  Auburn  has  had  not  a single 
case  of  diphtheria  in  more  than  2 years.  Adoption 
of  a similar  campaign  in  New  Jersey  is  under 
consideration  and  it  is  hoped  we  may  soon  be 
profiting  by  this  excellent  example  of  our  neigh- 
boring state. 

Postgraduate  Study. 

The  most  interesting  committee  report  pre- 
sented for  consideration  was  that  relating  to  Post- 
graduate Medical  Education,  Dr.  Charles  A.  Gor- 
don, Chairman.  Your  attention  was  called  to  Dr. 
Gordon’s  fine  work  in  our  last  reported  Tristate 
Conference  (June  Journal,  page  305).  The  plan 
has  proved  so  successful  that  New  York  State  will 
expand  it  and  extend  its  application  considerably 
during  the  coming  year.  A questionnaire  is  being 
devised  for  submission  soon  to  our  own  county 
society  officers  to  ascertain  whether  and  to  what 
extent  this  movement  may  be  applicable  to  the 
needs  of  New  Jersey  physicians. 

The  Trained  Nurse  Problem. 

Having  discussed  the  “Nurse  Question”  at  pre- 
vious meetings,  the  New  York  State  Society  ap- 
pointed a special  committee,  at  the  Syracuse 
meeting,  in  1925,  to  study  the  question  from  all 
angles  and  to  report  recommendations.  The  re- 
port submitted  by  Dr.  A.  W.  Booth,  Chairman 
of  the  committee,  presented  a very  comprehensive 
study,  and  those  who  are  especially  interested 
will  do  well  to  read  it  in  full  (New  York  State 
Journal  Medicine,  26:438,  May  15,  1926).  The 
committee’s  conclusions  are  embraced  in  the 
following  abstract: 

“The  economic  advantage,  to  a community,  of 
highly  trained  nurses  is  often  overlooked  by  those 
who  are  so  urgently  insisting  upon  a lowering  of 
present  standards  by  way  of  stimulating  the  pro- 
duction of  strictly  bedside  nurses. 

Undoubtedly  the  work  of  the  Public  Health 
nurse  is  instrumental  in  forestalling  a great 
amount  of  sickness  through  preventive  meas- 
ures and  intelligent  instruction  of  the  masses  in 
health  and  hygiene.  The  necessity  for  highly 
trained  women  to  supervise  departments  and  in- 
struct classes  in  hospitals  is  obvious.  The  present 
method  of  obtaining  these  is  to  require  the 


registered  nurse  to  pursue  a postgraduate  special 
course.  Manifestly  whatever  changes  may  be 
suggested  in  our  system  of  nurse  education,  pro- 
vision must  be  made  for  a continuance  of  the 
present  program  of  educating  nurses  in  hospitals, 
leading  to  an  R.  N.  degree. 

Contrary  to  the  opinion  sometimes  expressed, 
all  Registered  Nurses  do  not  go  into  the  higher 
activities,  but  many  remain  as  very  superior  bed- 
side nurses  throughout  their  career. 

It  already  has  been  mentioned  that  the  ex- 
pense of  maintaining  an  Approved  or  Registered 
Hospital  is  so  great  as  to  become  prohibitive  for 
many  hospitals  whose  value  and  necessity  in  their 
respective  communities  are  unquestioned.  These 
institutions  have  left  to  them  the  alternatives  of 
either  employing  graduate  nurses  to  run  their 
wards  and  departments,  or  conducting  training 
schools  whose  graduates  can  not  hope  to  register 
as  Trained  Nurses,  or  ever  be  recognized  as  such 
in  this  State.  These  Institutions  find  the  greatest 
difficulty  in  securing  pupils  for  training  on  this 
account. 

In  view  of  the  fact  that  there  is  an  all  too 
apparent  need  for  more  nurses  of  the  bedside 
type,  our  conferences  discussed  the  desirability 
of  establishing  a course  of  training  particularly 
suitable  for  this  type  and  one  which  could  be 
provided  at  comparatively  small  cost  by  a num- 
ber of  hospitals  unable  to  conduct  a Registered 
Training  School  of  present  standards. 

This  course,  for  lack  of  better  name,  was  called 
the  Basic  Training  Course,  to  include  only  the 
absolute  essentials  of  anatomy  and  physiology, 
hygiene,  materia  medica,  obstetrics  and  gyneco- 
logy, internal  medicine,  pediatrics,  dietetics  and 
surgery.  The  didactic  lectures  to  be  minimized 
and  particular  stress  laid  upon  bedside  technic. 
The  entrance  requirements  suggested  were  at 
least  1 year  of  high  school  or  its  equivalent,  and 
the  course  would  cover  at  least  20  months  pre- 
ceded by  a 4 months’  probationary  period. 

A young  woman  passing  through  such  a course 
should  have  a title  consistent  with  the  training. 
It  was  suggested  that  she  might  very  properly  be 
called  a ‘Hospital  Graduate  Nurse’. 

The  details  of  this  plan  require  further  study 
and  your  committee  is  not  yet  prepared  to  pre- 
sent a final  program.  The  essentials  of  the  plan 
were  presented  at  a conference  of  hospital  super- 
intendents and  prominent  registered  nurses  and 
met  with  hearty  approval.  The  State  Education 
Department  expressed  a willingness  to  entertain 
the  idea. 

The  question  of  part-time  and  group-nursing 
was  discussed  at  our  meetings  and  we  were  led 
to  the  conclusion  that  this  phase  of  utilizing  a 
nurse  deserves  more  serious  thought  and  study 
by  .interested  groups  of  physicians. 

There  is  an  undoubted  abuse  of  nurse  employ- 
ment by  the  luxury  loving  public.  This  is  a very 
serious  subject  and  there  is  urgent  need  for  re- 
form. An  instance  was  mentioned  where  1 pa- 
tient employed  2 day  nurses  and  2 night  nurses. 
A prominent  New  Y'ork  physician  mentioned  that 
IS  special  nurses  were  at  that  time  attending  pa- 
tients in  a strictly  charity  ward  of  one  of  the 
city  hospitals.  Instances  of  the  above  kind  indi- 
cate a faulty  distribution  and  utilization  of  our 
present  supply  of  nurses. 

One  of  the  factors  not  hitherto  mentioned  as 
responsible  for  the  dearth  of  bedside  nurses  is 
that  the  occupation  itself  has  ceased  to  be  at- 
tractive. This  was  well  expressed  by  a commit- 
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tee  of  hospital  superintendents  who  said,  “Prob- 
ably some  of  the  most  important  reasons  for  the 
shortage  of  bedside  or  private  duty  nurses  are 
the  difficult  conditions  under  which  they  work, 
the  long  hours,  the  unavoidable  loss  of  time,  the 
lack  of  an  opportunity  for  home  life,  and  last 
and  in  our  judgment  most  important,  the  fact 
that  there  is  a constant  retrogression  rather  than 
opportunity  for  advancement  as  the  years  go  on. 
l'ounger  graduates  see  and  feel  this  backward 
trend  in  the  tired,  worn-out,  middle  aged,  private 
duty  nurses  whom  they  encounter  in  the  hospitals 
and  elsewhere,  and  they  compare  such  work  un- 
favorably with  other  branches  which  offer  op- 
portunity for  advancement  and  personal  develop- 
ment”. 

Regarding  the  nurses’  fees  and  time  on  duty, 
the  nurse  after  graduation  is  a free  moral  agent 
and  her  service  to  the  community  is  controlled 
entirely  by  the  basic  economic  law  of  supply  and 
demand.  No  amount  of  legislation  or  regula- 
tion can  arbitrarily  determine  her  life.  On  the 
other  hand,  such  nurses  as  choose  to  demand  ex- 
orbitant terms  can  with  justice  be  removed  from 
the  list  of  official  registries. 

Recommendations. 

Your  committee  recommends: 

(a)  That  the  Society  go  on  record  as  approv- 
ing the  Official  Nurse  Registries  and  disapproving 
the  commercial  nurse  registries  so  long  as  they  fail 
to  properly  label  the  nurses  whom  they  supply. 

(b)  That  the  Society  approve  of  the  suggested 
plan  of  a Basic  Nurse  Training  Course;  and  that 
a committee  be  appointed  by  the  President  to  con- 
fer with  committees  from  the  State  Nurse  Asso- 
ciation, the  State  Hospital  Association  and  the 
proper  authorities  within  the  State  Education 
Department  with  a view  of  determining  a suit- 
able course  of  study. 

(c)  That  the  Society  continue  the  study  of  the 
Nurse  question  for  another  year,  and  that  the 
President  be  requested  to  appoint  a special  com- 
mittee for  that  purpose. 

The  House  of  Delegates  adopted  this  report, 
with  its  recommedations,  and  continued  the  com- 
mittee. 

Medical  Defense  Insurance. 

From  the  economic  point  of  view,  one  of  the 
most  important  features  of  the  meeting  was  the 
discussion  of  satisfactory,  and  necessary,  pro- 
tection against  malpractice  suits.  In  the  first 
place,  Mr.  Stryker,  as  Counsel  for  the  society,  re- 
ported that  13  2 suits  had  been  instituted  during 
the  last  fiscal  year,  and  that  6 6 of  these  had  been 
disposed  of:  14  settled;  47  were  dismissed  or  re- 
sulted in  verdict  for  the  defendant;  and  5 re- 
sulted in  judgment  for  the  plaintiff.  The  com- 
ment of  counsel  on  some  aspects  of  this  problem 
deserve  your  consideration:  “The  trend  of  the 

times  in  every  other  field  of  negligence  law  is  un- 
questionably towai  d larger  damages  where  juries 
find  in  favor  of  the  plaintiff.  The  present  value 
of  the  dollar  is  always  taken  into  consideration, 
so  that  it  is  safe  to  say  that  where  a jury  10  years 
ago  might  have  rendered  a verdict  for  $10,000, 
it  will  now  award  double  that  sum  or  more.  Jur- 
ies have  become  increasingly  liberal  with  the 
money  of  defendants  in  every  other  field  of  neg- 
ligence cases,  when  they  find  against  them.  Al- 
most limitless  examples  of  this  might  be  present- 
ed; for  instance,  in  the  United  States  District 
Court  of  Brooklyn  a few  days  ago,  a man  who 
lost  his  leg  while  employed  as  a brakeman  by  the 
Western  Maryland  Railroad  obtained  a verdict 


against  the  road  for  $40,000.  At  about  the  same 
time  a girl  of  4 years  of  age  was  awarded  in  Jus- 
tice Cropsey’s  part  of  the  Supreme  Court  in 
Brooklyn  $2  5,000  for  the  loss  of  her  right  arm 
at  the  shoulder  as  a result  of  being  run  over  by  a 
car.  There  are  now  in  counsel’s  files  a large  num- 
ber of  cases  where  the  injuries  claimed  to  have 
been  sustained  at  doctors’  hands  are  serious, 
where  the  bad  result  alleged  is  either  death,  the 
loss  of  an  arm  or  a leg  or  other  equally  permanent 
injury.  Thus  far  the  doctors  against  whom  suits 
for  such  serious  injuries  have  been  brought  have 
been  fortunate  in  not  sharing  the  hard  fate  which 
so  many  other  defendants  in  the  negligence  field 
have  had  to  face.  Malpractice  is  but  one  depart- 
ment of  the  law  of  negligence.  Every  time  a doc- 
tor is  called  upon  to  face  a charge  of  this  kind  in 
court,  his  chance  of  a verdict  being  rendered 
against  him  increases  with  the  tendency  of  the 
times.  The  legal  hazard  of  medical  practice  does 
not  diminish — it  constantly  increases.” 

Regarding  Group  Indemnity  Insurance  and  its 
protective  value  to  the  insured  physician,  Mr. 
Stryker  said:  “The  group  plan  is  working  well. 
It  is  a great  benefit  and  should  be  a great  source 
of  comfort  to  the  profession  at  large.  The  insur- 
ance carrier  is  fully  alert  to  the  peculiar  needs 
and  the  special  demands  of  the  medical  profes- 
sion and  carries  on  its  work  with  a full  under- 
standing and  constant  recognition  that  the  pri- 
mary consideration  of  the  doctor  at  all  times  is 
the  due  consideration  and  just  preservation  of 
his  professional  honor.  The  writer,  who  has 
traveled  during  the  past  3 years  throughout  the 
state  in  the  defense  of  malpractice  actions,  has 
never  heard  a word  of  criticism  of  this  well-con- 
ceived group  plan.  He  has,  on  the  contrary,  on 
all  sides  heard  commendation  and  appreciation 
of  its  value  and  importance  to  the  Society  and 
approval  of  its  method  of  operation.  From  none, 
as  might  well  be  imagined,  has  more  enthusiastic 
comment  come  than  from  those  who  were  un- 
fortunate enough  to  find  themselves  engaged  in 
vindicating  in  court  their  own  professional  con- 
duct. From  time  to  time  the  writer  sat  through 
the  nervous  hours  waiting  for  the  jury’s  verdict, 
closeted  alone  with  some  doctor  who  had  not 
availed  himself  of  this  insurance  protection;  he 
wishes  he  were  at  liberty  to  quote  the  words  of 
sharp  regret  expressed  by  those  who  were  await- 
ing their  fate  at  the  jury’s  hands,  knowing  that 
if  the  verdict  went  against  them  it  spelled  their 
financial  ruin  or  heavy  embarrassment.” 

When  the  Business  Reference  Committee  re- 
ported to  the  House  of  Delegates  upon  matters 
submitted  for  its  advice,  the  Chairman,  Dr.  Fred- 
?rick  Sondern,  said  regarding  this  particular  mat- 
ter: “The  President’s  reference  to  the  question 

of  legal  defense  and  insurance  is  one  which  de- 
serves the  earnest  consideration  not  only  of  every 
member  of  this  House  of  Delegates  but  of  every 
member  of  the  State  Society.  Malpractice  suits 
are  on  the  increase;  defense  for  uninsured  mem- 
bers is  a burden  of  the  Society  to  no  small  mo- 
ment; and  your  committee  recommends  that  it 
shall  be  the  sense  of  this  House  of  Delegates  to 
urge  upon  every  member  in  practice  the  carrying 
of  a suitable  policy  for  his  own  protection  as  well 
as  to  save  the  Society  the  expense  of  defending 
him  in  case  of  need.  The  moral  support  of  the 
Society  is  his  in  any  event  and  its  members  serve 
him  as  experts  without  pay  in  any  event — but  this 
is  in  the  final  analysis  all  that  he  shall  ask.” 

We  have  particularly  emphasized  this  feature 
because  of  its  great  importance  to  every  practic- 
ing physician,  and  because  we  were  recently  in- 
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formed  by  officers  of  the  New  York  State  Society 
that  the  New  Jersey  Medical  Society  has  in  force 
the  best  group  insurance  policy  that  has  been 
devised  up  to  date.  That  every  individual  phy- 
sician needs  such  protection  can  scarcely  be 
doubted  after  reading  the  above.  Our  own  State 
Society  members  have  shown  an  increasing  ap- 
preciation of  the  opportunity  afforded  them 
through  the  labors  of  a special  committee  and 
their  Recording  Secretary  and  Counsel,  but  there 
is  still  far  too  large  a percentage  of  unprotected 
members.  , 

The  Scientific  Program  has  been  passed  so  far 
without  comment,  but  that  does  not  indicate  its 
unworthiness  in  any  sense;  in  fact  it  was  unusual- 
ly attractive  and  instructive.  Perhaps  the  best 
feature  was  a very  complete  series  of  demon- 
strations, clinical,  pathologic,  and  pictorial,  of 
syphilis  in  all  its  phases.  The  principle  is  one  that 
might  well  be  adopted  by  our  Society  at  future 
meetings. 


Current  Cuents. 


PSYCHIATRY  IX  RELATION  TO  COURT 
PROCEEDINGS. 

In  view  of  the  fact  that  our  State  Society, 
through  its  Welfare  Committee,  has  for  several 
years  been  considering  ways  and  means  for  im- 
proving local  conditions  with  regard  to  expert 
testimony,  juvenile  delinquency  and  the  respon- 
sibility for  crime,  it  seems  justifiable  to  publish 
here  in  full  the  report  of  a special  committee 
from  the  American  Psychiatric  Association,  ap- 
pointed 2 years  ago  to  study  the  medical  aspects 
of  these  questions.  To  the  uninitiated,  settlement 
of  these  problems  may  seem  quite  easy,  but  delv- 
ing beneath  the  surface  discloses  a series  of  diffi- 
culties in  the  way  of  satisfactory  solution.  Be- 
fore seeking  new  legislation  bearing  on  either 
problem  it  will  be  well  to  understand  some  of 
the  underlying  factors,  and  this  committee  report 
may  help  to  clarify  the  situation. — (Editor). 

CORRECTED  FINAL  REPORT,  JUNE  10.  1020. 

To  the  members  of  the  American 
Psychiatric  Association: 

Your  Committee  on  the  Legal  Aspects  of  Psych- 
iatry made  a preliminary  report  at  the  81st 
annual  meeting  of  the  Association  at  Richmond, 
Virginia,  on  May  15,  1925.  That  report  was 

printed  in  full  in  The  American  Journal- of  Psy- 
chiatry, Volume  5,  No.  2,  October,  1925,  pages 
306-311.  Careful  perusal  of  the  report  is  recom- 
mended to  the  membership. 

The  committee  asked  for  a continuation  which 
was  granted.  It  was  decided  to  report  in  writing 
to  the  entire  membersh:p  certain  points  of  agree- 
ment and  disagreement  with  regard  to  the  various 
problems  outlined  in  the  questionnaire  printed 
in  the  1925  report.  Members  were  then  asked  to 
indicate  in  writing  their  attitude  toward  the  var- 
ious points  dealt  with,  mailing  their  comments  to 
the  committee.  This  enabled  us  to  make  indicat'd 
revision*--  in  the  final  report,  corresponding  to  th*> 
prevalent  attitude  and  convictions  of  the  major- 
ity of  the  members  of  the  association.  This  final 
amended  report  is  now  respectfully  submitted. 

The  committee  felt  that  the  problem  assigned 
them  was  not  merely  one  of  what  we  as  psychia- 
trists should  recommend  to  the  lawmakers  in 
regard  to  bills  regulating  expert  testimony.  It 


seemed  to  us  that  our  problem  was  one  of  rein- 
terpreting to  society  the  function  and  the  objec- 
tives of  the  psychiatrist,  particularly  in  so  far 
as  these  concern  the  type  of  behavior  which  is 
technically  and  popularly  regarded  as  criminal. 
The  committee  felt  that  it  was  exceedingly  im- 
portant to  divert  the  attention  of  the  public  from 
the  relatively  minor  issue  of  alienistics  to  the 
major  issue  of  psychiatrics. 

In  the  practical  application  of  psychiatry  to 
problems  of  criminal  law,  the  prevalent  concepts 
of  tradition  and  long  usage  conflict  sharply  with 
psychiatric  attitudes.  Popular  theories  of  retri- 
bution and  established  methods  of  dealing  with 
offenders  almost  entirely  prevented  a scientific 
envisagement  of  crime  until  recently  when  psy- 
chiatrists, in  spite  of  their  original  limitation  of 
field,  discovered  and  demonstrated  that  types 
and  trends  of  abnormal  psychology  extended  far 
out  from  the  asylum  into  the  court  room,  school 
and  home.  The  psychiatrists  found  their  exper- 
ience and  technic  equally  applicable  to  the  irras- 
cible  employee,  the  retarded  school  child,  the 
persistent  stealer,  the  compulsive  drinker,  the 
paranoid  murderer,  and  the  textbook  cases  of 
epilepsy,  melancholia  and  schizophrenia.  Face 
to  face  with  the  legal  partitions  of  misbehavior 
into  “insane”  and  “criminal”  psychiatrists  now 
find  themselves  with  no  technical  interest  in  these 
partitions  and  no  general  agreement  with  them 
but  with  a driving  concern  in  all  the  unpropitious 
trends  of  human  character;  with  all  acts, 
thoughts,  emotions,  instincts  and  adaptions,  either 
socially  or  individually  adverse.  Some  of  these 
constitute  committable  “insanity,”  some  of  them 
do  not;  but  all  of  them  are  psychiatric  problems. 

The  question  of  responsibility  is  constantly  be- 
ing raised  and  the  psychiatrist  is  frequently  asked 
to  make  definite  statements  regarding  the  re- 
sponsibility of  a particular  subject.  As  White 
and  Glueck  have  shown,  however,  the  conception 
of  responsibility  is  exceedingly  vague.  In  a 
strictly  legal  sense  it  probably  means  the  capacity 
to  change  one’s  conduct  in  response  to  the  direc- 
tion of  certain  painful  associations.  Of  course 
this  is  not  the  sense  in  which  the  public  under- 
stands it  or  uses  it.  In  the  latter  case  it  is 
merely  an  echo,  the  antiquated  crystalization  of 
primitive  and  infantile  reactions  known  as  talion 
law.  Of  course  no  scientist  has  a moment's  con- 
sideration for  such  emotionally  determined  pol- 
icies or  mystical  concepts  of  atonement.  There 
was  a time  when  even  inanimate  objects  were 
held  to  this  kind  of  accountability.  If  a man 
tripped  over  a chair  and  injured  himself,  the 
chair  was  "responsible,”  and  must  be  punished 
by  being  burned  or  broken.  Until  comparatively 
recent  times  animals  were  held  responsible  for 
injuries  they  committed;  they  were  tried  and 
convicted  and  formally  sentenced.  But  ultimately 
inanimate  things  and  animals  came  to  be  exempt- 
ed form  the  ritual  of  responsibility,  and  slowly 
but  progressively  children,  idiots,  and  finally  most 
of  the  “insane”  were  likewise  exempted.  Var- 
ious curious  tests  then  had  to  be  decided  upon 
to  determine  the  “responsibility”  of  persons 
suspected  of  “insan'tv”  (o~  an  “i’-r^sno-isible” 
“insanity”).  Once  they  were  compared  in  ap- 
pearance and  conduct  with  wild  beasts,  later 
with  the  “mentality”  of  a 14-year-old  child.  This 
was  actually  the  criterion  of  “responsibility”! 
Current  even  today  in  many  states  is  the  slight’v 
less  hoary  “right  or  wrong”  test,  persisting  in 
spite  of  common  knowledge  that  people  are 
actuated  by  various  compulsions  to  do  things 
they  themselves  regard  as  wrong  in  the  most 
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shameful  sense.  Psychiatrists  realize  that  the 
capacity  to  feel  remorse  does  not  imply  power 
to  control  conduct. 

The  legal  problem  of  responsibility  evidently 
involves  the  philosophical  problem  of  “free-will.” 
Philosophy  still  debates  the  dircerent  issues  of 
the  question  and  science  can  hardly  assume 
to  give  a final  answer  to  them  now.  But  the 
law  stubbornly  maintains  that  the  question  is 
closed.  According  to  the  law  all  persons  of 
certain  categories  possess  absolute  freedom  of 
will,  and  all  persons  of  other  categories  possess 
none.  Neither  science  nor  philosophy  can  accept 
such  a conclusion. 

The  scientist  then,  really  cannot  answer  as 
to  legal  “responsibility,”  and  he  does  not  wish 
to  participate  in  the  ritual  of  “punishment.” 
(Several  members  of  the  committee  emphasize 
our  professional  interest  in  observing  how  it 
gratifies  the  craving  of  the  crowd  for  atonement 
through  vicarious  suffering.)  For  his  patients 
the  psychiatrist  seeks,  not  retributive  action, 
but  diagnosis  and  scientific  attempt  at  therapy. 
This,  in  a sense,  is  an  “inhuman"  attitude,  in  that 
it  is  a departure  from  the  instinctive  mechanism 
that  rules  most  of  humanity;  the  clamor  for 
vengeance  is  more  “human”.  But  treatment  may 
sometimes  be  as  painful  as  the  sacrifice  prescribed 
by  the  legal  ritual.  Opening  a boil  or  setting 
a fracture  may  be  painful,  and  the  psychiatrist, 
too,  may  prescribe  painful  treatment,  but  it 
is  never  punishment  (retributive). 

The  committee  felt,  therefore,  that  the  bill 
covering  the  question  of  criminal  responsibility 
was  a problem  upon  which  there  was  at  the 
present  time  insufficient  information  and  insuffi- 
cient general  agreement.  Most  of  the  members 
of  the  committee  felt  that  the  word  “responsi- 
bility,” as  well  as  the  word  “insanity,”  and  other 
similar  static  concepts  should  be  eliminated  en- 
tirely and  endeavor  made  to  determine  rather 
the  capabilities  and  incapabilities  of  the  accused, 
or  a specification  of  whether  or  not  the  mental 
status  (disease,  defect,  trend,  etc.)  of  the  offender 
was  likely  to  lead  to  neglect  or  danger  to  himself 
or  to  others. 

For  this  reason  the  proposal  of  the  American 
Institute  for  Criminal  Law  and  Criminology  was 
not  wholly  approved.  It  was  regarded  as  a good 
beginning  stej:>  but  it  has  two  flaws,  one  of  which 
is  that  it  perpetuates  the  ambiguous  and  meta- 
physical term  “responsibility”;  the  other  is  that 
it  insists  upon  a particular  state  of  mind  with- 
out being  able  to  define  it.  The  committee  has 
given  careful  attention  to  Sheldon  Glueck's  ex- 
cellent book  on  Mental  Disease  and  the  Criminal 
Law  and  recommends  it  to  the  study  of  all  mem- 
bers as  a presentation  of  . the  legal  status  of 
various  problems  involved,  without  particularly 
favoring  the  author’s  specific  recommendations 
for  legal  reform. 

With  regard  to  the  burning  question  of  expert 
testimony,  the  committee  was  in  almost  unanim- 
ous agreement  that  the  recent  Massachusetts  laws 
offered  the  best  practical  technic  so  far  presented. 
The  committee  is  favorably  impressed  by  both 
the  Massachusetts  and  California  laws.  Various 
defects  will  no  doubt  appear;  it  is  perhaps  ques- 
tionable whether  sufficient  examination  is  pro- 
vided for  and  whether  there  is  sufficient 
latitude  for  recommendations.  Psychiatrists  cer- 
tainly do  not  wish  to  be  limited  to  “Yes”  or  “No” 
reports,  i.  e.,  to  specify  whether  or  not  a man 
should  be  sentenced.  It  is  rather  a question  of 
how  he  should  be  handled,  where  he  should  be 


kept,  or  what  he  should  be  given  to  do.  The 
problem  sufficient  remuneration  is  another  ques- 
tion involved  to  which  the  committee  had  no  time 
to  give.  That  these  laws  have  faults  is  certain,  but 
they  represent  an  enormous  step  in  advance,  and 
they  anticipate  nearly  all  of  the  defects  and 
faults  of  the  present  system  of  expert  psychiatric 
testimony  in  criminal  trials.  Whatever  the  pre- 
cise legal  procedure  adopted,  the  committee  felt  it 
imperative  that  all  judges  be  ^authorized  (obliged) 
to  request  psychiatric  advice,  the  examinations  to 
be  made  conjointly,  the  reports  to  be  made  in 
writing,  and  the  remuneration  to  be  made  from 
public  funds. 

The  committee  unanimously  favored  an  attempit 
to  codify  the  commitment  laws  of  the  various 
states.  “Insanity”  has  come  to  mean  nothing  but 
certifiability,  i.  e.,  the  desirability  of  enforced  hos- 
pitalization. It  seems  quite  unnecessary  to  have 
a score  of  different  methods  for  determining  the 
desirability  of  this  step.  The  committee  recog- 
nizes, however,  the  great  practical  difficulties  in 
achieving  this  codification  and  has  no  specific 
ways  and  means  to  suggest. 

The  following  suggestions  were  made  by  mem- 
bers of  the  committee  in  regard  to  possible  pro- 
jects for  our  Association  in  a furtherance  of  the 
aims  of  public  education  referred  to  above: 

(1)  That  the  American  Psychiatric  Association 
delegate  a committee  to  publish  a volume  on  the 
present  status  of  our  knowledge  concerning  crim- 
inality and  outline  a standard  procedure.  This 
committee  should  cooperate  with  the  National 
Committee  for  Mental  Hygiene  and  the  American 
Bar  Association. 

(2)  That  there  be  correlated  herewith  the  prac- 
tices in  foreign  countries  as  England,  France  and 
Germany. 

(3)  That  a survey  be  made  of  the  present  work 
of  psychiatric  clinics  in  association  with  courts 
and  prisons  and  the  results  published,  particularly 
with  reference  to  the  practical  achievements  of 
these  clinics.  The  public  knows  little  enough  of 
psychiatric  theories  in  regard  to  crime,  but  knows 
even  less  about  the  medical  work  that  is  already 
being  done  in  many  places;  hence  such  a study 
would  not  only  afford  a convenient  and  much 
needed  reference  for  the  use  of  social  workers, 
legislators,  judges,  psychiatrists,  etc.,  but  would 
also  serve  as  a basis  for  the  dissemination  of  val- 
uable educative  information  to  an  uninformed  but 
eager  public. 

(4)  That  the  American  Psychiatic  Associa- 
tion cooperate  with  the  National  Research  Council, 
which  is  already  considering  research  problems 
along  this  line  and  that  a representative  of  the 
American  Psychiatric  Association  be  selected  to 
function  on  the  National  Research  Council. 

(5)  That  this  association  should  encourage  uni- 
formity of  clinical  statistics  in  prisons  through 
contact  with  the  American  Prison  Association. 

(6)  That  there  be  an  obligatory  r>ublished  re- 
view of  the  cases  in  which  members  of  this  asso- 
ciation testify. 

(7)  That  an  annual  report  of  cases,  clinics,  and 
of  the  situation  in  general,  be  presented  to  the 
American  Psychiatric  Association. 

(8)  That  The  Journal  of  the  American  Medical 
Association  be  assisted  by  the  American  Psy- 
chiatric Association  in  presenting  to  its  readers  a 
comprehensive  and  progressive  account  of  psy- 
chiatry and  criminology  with  the  aim  of  edu- 
cating the  medical  profession  itself  in  psychiatric 
and  criminologic  problems. 
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These  suggestions  merit  further  discussion. 

For  the  present,  your  committee  specifically 
recommends  the  following  proposals  for  imme- 
diate action: 

(1)  That  the  American  Psychiatric  Association 
go  on  record  as  favoring  certain  types  of  legisla- 
tion such  as  the  recent  Massachusetts  enactment 
which  put  the  psychiatrist  in  a position  of  coun- 
selling the  legal  authorities  as  to  the  disposal  of 
social  offenders. 

(2)  That  the  American  Psychiatric  Association 
set  up,  agree  upon,  and  publish  official  standard 
qualifications  of  medico-legal  experts,  and  that  it 
maintain  a published  list  of  such  qualified  experts, 
revised  annually,  for  the  convenience  of  court 
selection. 

(3)  That  the  American  Psychiatric  Association, 
in  its  annual  conventions,  give  more  attention  to 
the  problem  of  psychiatry  as  applied  to  crime  and 
other  behavior  disorders  including  demonstrations 
of  the  work  being  done  in  penal  and  correctional 
institutions,  behavior  and  child  guidance  clinics, 
and  psychiatric  clinics  associated  with  criminal 
courts. 

(4)  That  the  American  Psychiatric  Association 
foster  an  attack  on  certain  pressing  problems  of 
research  in  this  field,  partiularly  (a)  the  working 
out  of  a useful  nosological  classification  of  mental 
orders  which  will  take  into  consideration  behavior 
pathology  not  now  definitely  defined  or  classified 
from  a psychiatric  standpoint,  and  (b)  the  analy- 
sis of  the  medico-legal  situation  in  the  various 
states  of  this  country  with  particular  reference  to 
psychiatry. 

(5)  That  the  American  Psychiatric  Association 
advocate  the  association  of  a psychiatrist  or  a 
psychiatric  clinic  with  every  penal  institution  and 
with  every  criminal  court,  to  act  in  an  advisory 
and  consulting  capacity  without  administrative 
duties,  and  that  it  advocate  the  teaching  of  courses 
in  Criminology  in  both  law  schools  and  medical 
schools  by  psychiatrists. 

(6)  That  the  American  Psychiatric  Association 
maintain  a central  bureau,  either  in  the  form  of 
a standing  committee  or  in  the  form  of  a full-time 
paid  secretary,  to  aid  in  disseminating  to  the 
medical  and  lay  public,  in  a dignified  and  ac- 
curate manner,  news  of  the  actual  and  potential 
contributions  of  psychiatry  to  present-day  social 
life,  perhaps  cooperating  with  the  National  Com- 
mittee for  Mental  Hygiene.  Such  a bureau  should 
publish  from  time  to  time  an  official  bulletin  con- 
taining official  statements  of  psychiatric  attitude 
and  opinion  available  to  newspapers,  magazines 
and  the  public  at  large. 

(7)  That  the  American  Psychiatric  Association 
officially  accept,  endorse  and  subscribe  to  the 
following  statement  of  the  present  attitude  of  the 
members  of  this  association  toward  the  problems 
now  under  consideration  and  give  it  wide  cir- 
cularization. 

Official  Statement  of  Position. 

We  believe — 

(1)  That  the  psychiatrist’s  chief  concern  is  with 
the  understanding  and  evaluating  of  the  social  and 
individual  factors  entering  into  failures  in  human 
life  adaptations. 

(2)  That  crime  is  a designation  for  one  group 
of  such  adaptation  failures,  and  hence  falls  defin- 
itely within  the  focus  of  psychiatry,  not  excluding, 
of  course,  certain  other  branches  of  science. 

(3)  That  crime  as  well  as  other  behavior  and 


characterologic  aberrancies  can  be  scientifically 
studied,  interpreted  and  controlled. 

(4)  That  this  study  includes  a consideration  of 
the  hereditary,  physical,  chemical,  biologic,  so- 
cial and  psychologic  factors  entering  into  the  per- 
sonality concerned  throughout  his  life  as  well  as 
(merely)  in  the  specific  “criminal”  situation. 

(5)  That  from  a study  of  such  data  we  are 
enabled  in  many  cases  to  direct  an  attack  upon 
one  or  more  of  the  factors  found  to  be  active  in  a 
specific  case  to  effect  an  alteration  of  the  behavior 
in  a propitious  direction;  while  in  other  cases 
where  this  is  not  possible  we  are  able  in  the 
light  of  past  experience  and  discovered  laws  to 
foresee  the  probabilities  to  a degree  sufficient  to 
make  possible  proper  provision  against  subsequent 
(further)  injuries  to  society.  By  the  same  ex- 
perience and  laws  we  are  enabled  in  still  other 
cases  to  detect  and  endeavor  to  prevent  the  de- 
velopment of  potential  criminality. 

(6)  That  these  studies  can  be  made  with  pro- 
ficiency only  by  those  properly  qualified,  i.  e., 
scientists  who  have  made  it  their  life  interest  and 
study  to  understand  and  treat  behavior  disorders. 

(7)  That  this  point  of  view  requires  certain 
radical  changes  in  legal  procedure  and  legislative 
enactment,  insuring  the  following  provisions: 

(a)  The  court  appointment,  from  a qualified 
list,  of  the  psychiatrists  testifying  in  regard  to 
the  mental  status,  mechanisms,  or  capabilities  of  a 
prisoner;  with  opportunity  for  thorough  psy- 
chiatric examination  using  such  aids  as  psychia- 
trists customarily  use  in  practice,  clinics,  hospitals, 
etc.;  with  obligatory  written  reports,  and  remu- 
neration from  public  funds. 

(b)  The  elimination  of  the  use  of  the  hypotheti- 
cal question  and  the  terms  “insane”  and  “in- 
sanity”, “lunacy”,  etc. 

(c)  The  exemption  of  the  psychiatrist  from  the 
necessity  of  pronouncing  upon  intangible  con- 
cepts of  religious  and  legal  tradition  in  which  he 
has  no  interest,  concern  or  experience,  such  as 
“responsibility”,  "punishment”  and  justice”. 

(d)  The  development  of  machinery  adequate  to 
the  requirements  of  the  psychiatric  point  of  view 
in  criminal  trials  and  hearings,  including  court 
clinics  and  psychiatric  examination  of  all  offenders 
with  latitude  and  authority  in  the  recommenda- 
tions made  to  the  court  as  to  the  disposition  and 
treatment  of  the  prisoner. 

(8)  That  this  also  entails  certain  radical  changes 
in  the  penal  practice,  including: 

(a)  The  substitution  of  the  idea  of  treatment, 
painful  or  otherwise,  for  the  idea  of  retributive 
punishment. 

(b)  The  release  of  prisoners  upon  parole  or  dis- 
charge only  after  complete  and  competent  psy- 
chiatric examination  with  findings  favorable  for 
successful  rehabilitation,  to  which  end  the  desira- 
bility of  resident  psychiatrists  in  all  penal  institu- 
tions is  obvious. 

(c)  The  permanent  legal  detention  of  the  in- 
curably inadequate,  incompetent,  and  antisocial, 
irrespective  of  the  particular  offense  committed. 

(d)  The  development  of  the  assets  of  this  per- 
manently custodial  group  to  the  point  of  maxi- 
mum usefulness  within  the  prison  milieu,  indus- 
trializing those  amenable  to  supervised  employ- 
ment. and  applying  their  legitimate  earnings  to 
the  reimbursement  of  the  state  for  their  care  and 
maintenance,  to  the  support  of  their  dependent 
relatives,  and  to  the  reimbursement  of  the  parties 
injured  by  their  criminal  activities. 
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(9)  That  effective  preventive  medicine  is  ap- 
plicable in  the  field  of  psychiatry  in  the  form 
of  mental  health  conferences  and  examinations, 
child  guidance  clinics,  mental  hygiene  clinics,  lec- 
tures and  literature,  and  similar  institutions  and 
efforts. 

(10)  That  the  protection  outlined  provide  an 
efficient  and  scientific  solution  to  the  problems 
of  crime,  viz: 

(a)  The  protection  of  society. 

(b)  The  rehabilitation  of  the  “criminal”  if 
possible. 

(c)  His  safe  and  useful  disposition  or  detention 
if  rehabilitation  is  impossible. 

(d)  The  detention  and  the  prevention  or  deflec- 
tion of  the  development  of  criminality  in  those 
potentially  predisposed. 


RABIES  CONTINUES  A PUBLIC  HEALTH 
MENACE. 

Henry  B.  Costill,  M.D.,  Director, 

New  Jersey  State  Department  of  Health 

The  number  of  specimens  from  rabid  animals 
sent  to  the  State  Department  of  Health  labora- 
tories for  diagnosis  indicates  that  the  disease  is 
wide  spread  and  more  prevalent  that  physicians 
and  health  officials  realize. 

Number  of  Aimals  Found  Rabid  upon  Examina- 


tion at  the  State  Department  of  Health 
Laboratories. 

Fiscal  year  ending  June  30,  1924  126 

“ “ “ “ “ 1925  160 

“ “ “ “ “ 1926  201 

These  figures  by  no  means  indicate  the  total  prev- 
alence of  rabies  throughout  the  state.  Many 
dogs'  heads  are  examined  in  the  Newark  City 
and  Hudson  County  Laboratories.  In  addition. 


we  know  that  many  dogs  are  killed  and  disposed 
of  without  examination.  The  disease  is  state- 
wide, heads  having  been  received  from  all  of  the 
21  counties  except  Hudson  (which  has  its  own 
laboratory.) 

Persons  bitten  by  rabid,  or  supposedly  rabid, 
dogs  eagerly  seek  the  advice  of  physicians,  and 
help  is  given  freely.  Health  officials  and  prac- 
ticing physicians  should  be  equally  responsive 
to  requests  for  advice  about  the  prevention  of 
rabies.  The  efficacy  of  the  vaccination  of  dogs 
by  means  of  one  injection  of  rabies  virus  is  well 
established.  Not  only  in  foreign  countries  but  in 
several  states  of  this  country  the  treatment  has 
been  tried  on  a wide  scale,  and  rabies  among 
vaccinated  dogs  has  been  extremely  rare  in  sec- 
tions where  it  has  been  prevalent  among  unvac- 
cinated or  controlled  groups. 

In  our  own  state,  the  vaccination  of  dags  has 
been  enforced  in  a number  of  communities  with 
excellent  success,  and  as  far  as  we  know  only 
two  dogs  immunized  against  the  disease,  of  the 
many  thousands  treated,  have  become  rabid.  The 
evidence  to  support  the  contention  that  treatment 
with  rabies  virus  does  protect  animals  is  set  forth 
in  detail  by  Mulcahy  in  the  Public  Health  News, 
Vol.  xi,  No.  1,  December,  1925.  Copies  of  this 
paper  are  available  for  physicians  who  wish  to 
inform  themselves  on  this  subject. 

We  have  no  state  law  compelling  the  vaccina- 
tion of  dogs  against  rabies.  City  officials,  if  they 
will,  may  adopt  ordinances  providing  for  com- 
pulsory vaccination,  but.  in  the  absence  of  com- 
pulsion, education  can  do  much  to  improve  con- 


ditions in  respect  to  rabies.  Health  officials  and 
practicing  physicians  are  urged  to  make  use  of 
every  opportunity  to  urge  the  -owners  of  dogs 
to  protect  themselves  by  having  their  animals  im- 
munized against  the  disease. 

Advice  to  Persons  Bitten  by  Dogs. 

Practicing  physicians  and  health  officials  should 
inform  all  persons  bitten  by  dogs  that: 

(1)  Rabies  in  dogs  progresses  rapidly  once  the 
symptoms  are  evident;  therefore,  if  a dog  show- 
ing no  symptoms  of  disease  bites  a person  the  dog 
should  not  be  killed  but,  instead,  should  be  con- 
fined and  watched.  If  definite  symptoms  of  dis- 
ease do  not  develop  within  a few  days,  probably 
the  dog  was  not  rabid  at  the  time  the  bite  oc- 
curred. 

(2)  Dogs  should  not  be  killed  until  definite 
symptoms  of  rabies  develop.  Before  that  time  a 
microscopic  examination  of  the  brain  usually  does 
not  show  the  typical  “negri”  bodies.  When  the 
disease  has  become  evident  a laboratory  diagnosis 
is  possible.  Persons  bitten  by  a dog  may  begin 
treatment  while  the  dog  is  under  observation. 
The  treatment  can  be  discontinued  if  no  symptoms 
develop  in  the  dog.  If  the  bite  occurred  upon  the 
body  or  limbs  of  the  person,  it  may  be  safe  tc 
await  the  beginning  of  treatment  until  symptoms 
of  rabies  become  evident  in  the  dog. 

(3)  Persons  bitten  about  the  face  or  upon  the 
finger  tips  should  always  begin  treatment  while 
awaiting  development  of  the  disease  in  the  dog. 

(4)  On  the  other  hand,  persons  bitten  by  dogs 
showing  symptoms  of  rabies  should  begin  treat- 
ment immediately  while  awaiting  the  laboratory 
examination  of  the  dog’s  head.  Once  symptoms 
of  rabies  have  developed  in  a dog  that  has  been 
under  observation  no  time  should  be  lost  in  be- 
ginning the  treatment,  for  immunity  does  not 
develop  until  a week  after  the  treatments  are  con- 
cluded, and  if  the  person  is  bitten  in  such  away 
that  the  virus  may  directly  enter  a nerve — es- 
pecially the  nerves  of  the  face — the  disease  may 
travel  to  the  brain  within  a relatively  short  time. 

(5)  Every  person  should  know  that  cautery 
is  not  a sufficient  protection  against  the  disease. 
Cautery  with  fuming  nitric  acid  may  be  of  value 
if  it  is  sufficiently  thorough,  but  this  treatment 
is  painful  and  usually  is  not  applied  effectively. 
The  Pasteur  treatment  is  the  most  effective 
method  of  preventing  development  of  the  disease 
in  persons  bitten  by  rabid  animals. 


Somehow  Relevant. 

“Bill  has  such  a clean  mind!” 

“I  never  saw  a vacuum  cleaner.” — (Life). 


We  have  an  inquiry  from,  a citizen  who  wants 
to  know  where  the  population  of  this  country  is 
the  most  dense.  That’s  an  easy  one — from  the 
neck  up,  brother. — (New  York  American). 


A party  of  300  American  millionaires  is  to  visit 
England  this  year.  We  understand  there  is  a 
strict  understanding  among  them  that  nobody 
is  to  buy  the  place  without  consulting  the  rest. — 
(The  Passing  Show). 


The  late  W.  L.  George  averred  that  he  had 
analyzed  women  and  cataloged  them,  and  found 
sixty-five  distinct  species.  He  must  have  had 
acquaintance  with  just  about  sixty-five  different 
women. — (Troy  Record). 
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Countp  H>ocietp  Reports. 


BURLINGTON  COUNTY. 

R.  I.  Downs,  M.D.,  Repoter. 

The  regular  meeting  of  the  Burlington  County 
Medical  Society  was  held  at  St.  Andrew’s  Parish 
House,  Mt.  Holly,  June  9,  1:30  p.  m.,  with  Dr. 
Downs  presiding  and  2 4 members  present. 

Dr.  Andrew  M.  Smith,  of  Mt.  Holly,  wes  elect- 
ed to  membership. 

Dr.  John  C.  Hirst,  2nd,  of  Philadelphia,  read 
an  interesting  paper  on  the  “Advances  in  Ob- 
stetrcs  During  the  Last  Four  lrears”,  and  Dr.  Jos- 
eph Stokes,  Jr.,  of  Philadelphia,  delivered  an 
address  on  “New  Problems  in  the  Feeding  of  In- 
fants”. Both  papers  were  thoroughly  appreciated 
and  their  authors  received  the  thanks  of  the  So- 
ciey. 


CUMBERLAND  COUNTY. 

E.  S.  Corson,  M.D.,  Reporter. 

The  Cumberland  County  Medical  Society  was 
the  guest  of  the  Newcomb  Hospital,  Vineland, 
July  13.  The  Society  was  favored  by  the  presence 
of  Drs.  Philip  Marvel  and  H.  O.  Reik,  of  Atlantic 
City;  J.  Bennett  Morrison  and  Frank  W.  Pinneo, 
Newark. 

Dr.  Pinneo  addressed  the  Society  on  the  sub- 
ject of  Group  Life  Insurance.  The  Society  favor- 
ably received  the  proposition. 

Dr.  J'.  B.  Morrison  referred  the  Society  to  the 
communication  of  the  Commissioner  of  Motor- 
Vehicles  anent  the  Medical  Insignia.  He  said  that 
but  few  members  were  availing  themselves  of  the 
protection  it  gave  to  the  profession;  that  no  other- 
insignia  would  be  recognized  by  the  traffic  officers, 
and  that,  unless  more  availed  themselves  of  it, 
the  department  would  withdraw  the  insignia  from 
use.  All  old  insignias  should  be  discarded.  He 
also  spoke  of  the  Women’s  Auxiliary  and  empha- 
sized the  benefits  that  would  accrue  from  it. 

Dr.  Edward  J.  Klopp,  of  Philadelphia,  gave  the 
address  on  the  subject  “Surgical  Complications 
of  Medical  Conditions”.  Pneumonia  is  compli- 
cated by  empyema.  This  condition  may  be  readily 
overlooked.  The  mortality  rate  of  pneumonia  is 
greater  in  hospitals  than  at  home  owing  to  the 
frequent  removal  of  the  patients  to  the  institu- 
tion at  the  critical  period  of  the  disease.  The 
simplest  method  for  removing  the  fluid  is  always 
best.  This  is  intercostal  drainage.  Aspirate  be- 
fore operating.  Drainage  should  not  be  carried 
on  too  long.  After  aspirating  a pure  pneumococ- 
cus it  will  sometimes  clear  up  at  once.  Parotitis 
sometimes  follows  pneumonia.  Don’t  drain  until 
you  are  sure  you  have  pus,  or  a general  sep- 
ticemia may  ensue.  Joint  complications  are  not 
common.  Perforation  is  the  most  frequent  com- 
plication of  typhoid  fever.  Keen’s  monograph 
first  emphasized  this  condition.  Periostitis  is  also 
a sequel,  especially  of  "the  pubic  bone.  Treat  ac- 
cording to  conditions;  they  are  not  all  operative; 
pus  is  not  always  present. 

Scarlet  fever  and  measles  have  frequent  nose 
and  throat  complications.  If  abdominal  pain  oc- 
curs at  end  of  third  or  fourth  week,  think  of  ap- 
pendicitis, but  it  may  be  nephritis. 

Diphtheria  may  present  symptoms  of  appen- 
dicitis. The  best  place  to  inject  antitoxin  is  be- 
low costal  margin.  Joint  complications  may  oc- 


cur with  marked  destruction  before  being  recog- 
nized. All  structures  may  be  involved  in  this 
form  of  arthritis,  or  the  synovia  and  bursa  only. 
Hysterical  joint  may  be  found  mainly  in  the  fe- 
male, but  the  limb  is  always  extended;  pain  on 
extension  indicates  infected  joint.  Don’t  think  of 
it  as  rheumatism  but  bursitis  and  arthritis.  There 
are  2 methods  of  treatment,  either  by  cold  or 
heat,  according  to  benefit  experienced.  Eighteen 
days  required  to  make  a visible  change.  No  harm 
can  result  from  properly  aspirating  a joint.  In 
Neisserian  infection  of  joints  use  conservative 
treatment. 

When  pneumonia  simulates  appendicitis  use 
morphin.  It  will  relax  the  muscles.  Appendicitis 
is  4 times  as  prevalent  in  summer  owing  to  heat 
and  moisture.  Retrocolonic  appendicitis  is  hard 
to  differentiate. 

The  Society  expressed  unanimous  appreciation 
of  the  excellent  address. 

A committee  was  appointed  for  the  annual 
picnic  to  be  held  in  September. 


MIDDLESEX  COUNTY. 

John  H.  Rowland,  M.D.,  Reporter. 

Rutgers  Medical  Club. 

The  annual  outing  of  the  club  was  held  at  As- 
bury  Park,  June  30.  After  enjoying  the  surf  and 
the  golf  links,  dinner  was  served  at  the  Ross  Fen- 
ton Farm.  There  were  20  members  and  4 guests 
present;  only  4 members  absent. 


MONMOUTH  COUNTY. 

Daniel  F.  Featherston,  M.D.,  Reporter. 

The  semi-annual  meeting  of  the  Monmouth 
County  Medical  Society  took  the  form  of  a clam 
bake,  served  on  the  banks  of  the  Manasquan 
river,  June  30.  The  occasion  brought  out  50 
members,  which  was  the  largest  attendance  of 
the  year. 

No  business  was  transacted  but  the  gathering 
had  the  pleasure  of  listening  to  a short  talk  by 
Dr.  J.  B.  Morrison,  Recording  Secretary  of  the 
State  Society,  who  explained  2 new  insurance 
features  that  the  state  body  have  under  consider- 
ation. The  members  of  the  county  were  very  fav- 
orably impressed  by  the  plans,  judging  from  the 
general  discussion  brought  forth. 


MORRIS  COUNTY. 

Marcus  A.  Curry,  M.D.,  Reporter. 

An  event  to  which  medical  men  made  a large 
contribution  of  success  and  which  rested  on  a 
hospital  foundation,  took  place  on  the  evening  of 
June  24,  1926,  at  the  Spring  Brook  Country  Club 
in  Morristown. 

The  medical  profession  had  an  active  repre- 
sentation in  Dr.  Henry  A.  Cotton,  Medical  Director 
of  the  State  Hospital  at  Trenton;  Dr.  David  F. 
Weeks,  Superintendent  of  the  State  Epileptic  Vil- 
lage at  Skillman;  Dr.  Samuel  B.  English,  Super- 
intendent of  the  State  Tuberculosis  Sanatorium  at 
Glen  Gardner;  Dr.  Augustus  S.  Knight  of  Glad- 
stone, a member  of  the  Board  of  Managers  of  the 
State  Hospital  at  Greystone  Park;  Dr.  James  T. 
Wrightson,  of  Newark;  Dr.  Clifford  Mills,  of  Mor- 
riston;  Superintendent  Dr.  Curry,  and  Drs.  Lane, 
McMurray,  Collins,  Lein,  Gambill,  Roche  and 
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Donovan  of  the  staff  of  the  State  Hospital  at 
Greystone  Park. 

The  occasion  was  a testimonial  dinner  to 
Warden  Orlando  M.  Bowen  of  the  State  Hospital 
of  Greystone  Park,  who  resigned,  after  a service 
of  17  years,  to  accept  the  position  of  Superin- 
tendent of  the  Home  for  Respectable  Bachelors 
which  is  being  established  at  Maplewood,  New 
Jersey. 

Hon.  Daniel  S.  Voorhees,  President  of  the  Board 
of  Managers  of  the  State  Hospital  at  Greystone 
Park,  opened  the  formal  ceremonies  with  a touch- 
ing review  of  the  Warden’s  connection  with  the 
State  Hospital  and  turned  over  the  reins  to  State 
Comptroller  N.  A.  Iv.  Bugbee,  who  presided  with 
much  tact  and  grace. 

The  occasion  was  fraught  with  praise  for  the 
State  Hospital  at  Greystone  Park,  which  might 
be  crystalised  in  the  words  of  Dr.  Samuel  B.  Eng- 
lish who  in  his  address  said  that  the  institution 
needed  no  praise,  that  it  speaks  for  itself,  as 
anyone  could  see  by  visiting  the  State  Hospital 
at  Greystone  Park.  Other  speakers  among  the 
medical  men  present  were  Drs.  Weeks,  Cotton, 
Wrightson  and  Curry;  the  latter  referring  to  the 
team  work  and  loyalty  he  had  enjoyed  in  asso- 
ciation with  Warden  Bowen,  during  almost  17 
years  of  his  connection  with  the  State  Hospital 
at  Greystone  Park,  first  as  Junior  Physician,  then 
as  Senior  Physician  and  since  1920  as  Superin- 
tendent; that  without  the  spirit  of  team-work 
and  loyalty  no  institution  can  function  properly. 
At  the  end  of  his  address  Superintendent  Curry, 
in  behalf  of  the  retiring  Warden's  friends,  pre- 
sented him  with  a canvass  bag  containing  $300 
in  gold,  and  expressed  the  wish  that  each  nugget 
would  bring  to  the  Warden  golden  memories. 

Other  State  and  county  officials  and  institu- 
tional heads  present  were  Samuel  T.  Atchley,. 
Warden  of  the  State  Hospital  at  Trenton;  Hon. 
James  Baker  of  Jersey  City,  Commissioner  of 
Institutions;  William  J.  Ellis;  Charles  P.  Messick, 
Chief  Examiner  and  Secretary  of  the  Civil  Ser- 
vice Commission;  Dr.  Frank  Moore,  of  the  Rah- 
way Reformatory;  Hon.  Walter  D.  Van  Riper, 
of  Newark;  and  representatives  from  throughout 
the  State  aggregating  well  upward  of  2 00. 


OCEAN  COUNTY. 

G.  W.  Lawrence,  M.D.,  Reporter. 

The  spring  meeting  of  the  Ocean  County  Medi- 
cal Society  was  held  at  Toms  River,  July  7,  at 
8 p.  m. 

Preceding  this  meeting  Dr.  Frank  Brouwer,  of 
Toms  River,  entertained  the  members  and  in- 
vited guests  with. a very  fine  dinner  at  the  Ocean 
House.  The  meeting  was  presided  over  by  Dr. 
Frank  Denniston,  of  Pt.  Pleasant,  President,  with 
the  following  members  in  attendance;  Theodore 
Thompson,  V.  M.  Disbrow,  Robert  Buermann,  H. 
B.  Disbrow,  E.  C.  Disbrow,  Frank  Brouwer,  E. 
G.  Herbener,  Ralph  Jones,  and  G.  W.  Lawrence. 

Dr.  Henry  Davis,  of  Toms  River,  a member  of 
Camden  County;  Dr.  M.  W.  Newcomb,  of  Bur- 
lington County,  Councilor  of  this  District,  and 
Dr.  J.  Bierach,  Dr.  G.  W.  MacMillan,  and  Dr. 
White  of  the  Royal  Mail  S.  S.  Ohio,  were  present 
as  guests. 

After  thanks  being  extended  to  Dr.  Brouwer 
for  his  bountiful  collation  and  response  to  the 
same  being  given  by  Dr.  Brouwer,  a very  fine 
short  address  was  given  by  Dr.  Davis  calling  at- 


tention to  the  respect  and  close  relationship  of 
all  members  of  the  medical  profession  and  urging 
the  utmost  courtesy  and  respect  to  be  given  each 
other  at  all  times. 

The  Minutes  of  the  meeting  of  December  29, 
1925,  were  read,  and  approved.  That  being  the 
annual  meeting,  the  following  officers  were  elected 
for  the  year  1926; 

President,  Frank  Denniston,  Pt.  Pleasant;  Vice- 
President,  Irwin  H.  Hance,  Lakewood;  Secretary, 
Theodore  Thompson,  Lakewood;  Treasurer,  Frank 
Brouwer,  Toms  River. 

The  following  applications  were  received:  Drs. 
A.  Goldstein,  A.  Towbin,  and  L.  E.  Stilwell,  of 
Lakewood,  and  Drs.  Woodward,  R.  F.  Garrison, 
and  J.  Bierach,  of  Toms  River.  These  names  were 
referred  to  a committee  for  investigation  and 
further  report.  '■  The  initiation  fee  was  increased 
to  five  dollars. 

The  membership  committee  reported  as  follows: 
They  had  investigated  applications  and  recom- 
mended that  Dr.  Goldstein  and  Dr.  Tobin  of 
Lakewood,  and  Dr.  Bierach  of  Toms  River  be 
favorably  considered.  Dr.  Woodward  having  died 
since  the  annual  meeting  his  name  was  dropped, 
Dr.  Garrison  withdrawing  his  application  was 
not  considered,  and  Dr.  Stilwell  having  been  in 
the  county  a very  short  time  was  laid  over  for 
a time. 

Upon  recommendation  of  the  committee,  Drs. 
Goldstein,  Towbin,  and  Bierach  were  elected  to 
membership.  Dr.  MacMillan,  of  Lakewood,  who 
formerly  belonged  to  the  society  and  who  returned 
to  Lakewood  to  resume  practice,  was  reinstated  to 
membership  at  this  time.  Dr.  Davis,  of  Camden, 
being  now  a permanent  resident  of  Toms  River 
but  wishing  to  transfer  his  membership  from 
Camden  County,  from  which  he  is  a Permanent 
Delegate  to  the  State  Medical  Society,  was  unani- 
mously elected  as  an  honorary  member  of  the 
Ocean  County  Society  without  initiation  or  dues. 

Dr.  Newcomb,  our  Councilor,  made  a short 
speech  urging  better  attendance  at  the  State 
Medical  Society,  and  calling  special  attention  to 
the  benefits  derived  from  these  meetings.  He  also 
called  special  attention  to  the  indemnity  insur- 
ance and  the  proposition  which  is  now  coming  up 
in  regard  to  the  group  insurance  for  members 
of  the  State  Society.  He  also  alluded  to  the 

desirability  of  each  County  Society  having  a board 
of  censors  and  a motion  was  made  and  carried 
that  the  chair  appoint  three  censors;  one  to 
serve  1 year,  one  to  serve  2 years  and  one  to 
serve  3 years,  and  that  hereafter  at  each  annual 
meeting  one  member  shall  be  elected  by  the 
society  to  take  the  place  of  the  one  whose  term 
expires,  at  that  time.  The  chair  then  appoined 
Dr.  E.  G.  Herbener  for  1 year,  Dr.  G.  W.  Lawrence 
for  2 years,  both  of  Lakewood,  and  Dr.  Frank 
Brouwer  of  Toms  River  for  3 years. 

The  meeting  having  consumed  considerable 
time  and  the  hour  getting  late  it  was  adjourned 
without  any  discussion  of  matters  of  scientific 
interest. 


UNION  COUNTY. 

Russell  A Shirrefs,  M.D.,  Reporter. 

A largely  attended  regular  meeting  of  the  so- 
ciety was  held  on  the  evening  of  July  14  at  the 
pleasantly  located  Echo  Lake  Club  in  Westfield. 
Among  the  guests  present  were  Dr.  J.  B.  Morrison, 
State  Secretary;  Dr.  H.  O.  Reik,  Journal  Editor; 
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Dr.  F.  W.  Pinneo,  Secretary  of  the  Essex  County 
Society;  and  Mr.  Lawrence,  of  the  Union  County 
Tuberculosis  League,  to  all  of  whom  President 
Laird  extended  a cordial  welcome. 

The  regular  order  of  business  suspended,  the 
chair  called  upon  Dr.  James  S.  Green,  one  of  our 
own  beloved  “boys”  who  was  recently  honored  by 
election  to  the  Presidency  of  the  State  Society. 
Greeted  by  rounds  of  applause  which  testified  to 
the  high  esteem  in  which  he  is  held,  Dr.  Green 
modestly  attributed  his  election  not  to  his  own 
merits,  but  as  an  honor  extended  to  the  Union 
County  Society.  He  hoped  during  his  term  of  of- 
fice the  local  society  would  exert  every  effort  to 
advance  the  interests  of  the  medical  profession 
by  electing  annual  delegates  not  merely  because 
they  play  good  golf,  but  who  would  attend  the 
State  Convention  and  participate  actively  in  its 
deliberations.  An  earnest  attempt  should  be  made 
to  get  every  doctor  in  good  standing  on  our  mem- 
bership roll.  Our  society  meetings  must  be  made 
so  interesting  clinically  that  every  doctor  will  be 
eager  to  attend.  Ample  material  and  the  high 
degree  of  ability  of  our  members  should  easily 
insure  this  desideratum.  As  a society  we  should 
be  prepared  to  render  immediate  medical  and 
surgical  aid  when  confronted  by  public  disasters 
of  large  magnitude,  such  for  instance  as  the  ter- 
rible Lake  Denmark  explosion.  The  Society  Pres- 
ident might  act  as  chairman  of  a committee  for 
that  purpose. 

Dr.  Morrison  spoke  briefly  on  the  use  of  official 
state  auto  insignia  for  doctors,  supplied  for  a fee 
of  $1  by  Motor  Vehicle  Commissioner  Dill.  The 
latter  requested  that  old  emblems  be  abandoned 
and  that  the  new  plates  marked  “M.D.”  be  used 
instead.  New  York  and  Pennsylvania  now  have 
a system  of  annual  registration  for  physicians. 
The  fees  thus  obtained  amount  in  the  aggregate 
to  large  sums,  which  have  been  used  in  the  suc- 
cessful prosecution  of  irregular  practitioners. 
Sandwiched  in  between  these  states,  New  Jersey 
(without  a similar  registration  system)  may  prove 
a happy  hunting  ground  for  quacks  who  have 
fled  for  safety  from  our  sister  commonwealths. 
In  spite  of  our  inadequate  means,  however,  there 
were  129  convictions  of  irregular  practitioners  in 
New  Jersey  during  the  year.  The  formation  of  a 
Women’s  Auxiliary  to  the  County  Society  would 
be  desirable,  working  along  the  lines  of  educating 
the  public  and  in  disseminating  matters  of  public 
medical  interest.  They  have  proved  of  much 
benefit  in  the  counties  where  they  operate,  and 
our  wives  should  be  helped  and  encouraged  to 
form  such  an  organization. 

Dr.  Reik  spoke  interestingly  of  the  Atlantic 
City  meeting  and  complimented  us  for  having  the 
largest  percentage  of  members  in  attendance  of 
any  county  except  Atlantic,  which  was  right  at 
home.  It  is  planned  to  continue  the  radio  health 
campaign  which  has  been  so  well  received  by 
press  and  public;  and  speakers  will  gladly  be  pro- 
vided on  request  to  address  lay  organizations  of 
either  men  or  women.  Moving  pictures'  are  be- 
ing prepared  showing  the  desirable  method  of 
making  a complete  physical  examination. 

Dr.  Pinneo  explained  in  detail  the  contemplated 
plan  to  offer  the  profession  group  insurance  cov- 
ering life,  accident  and  health,  at  much  more 
favorable  rates  than  could  be  obtained  individual- 
ly. After  discussion,  a motion  was  carried  to  en- 
dorse the  plan  in  principle,  and  the  society  pledg- 
ed itself  to  render  aid  in  effecting  its  consum- 
mation. 


Mr.  Lawrence  exhibited  an  instructive  new  5 
reel  motion  picture  on  tuberculosis.  It  was  pre- 
pared under  the  auspices  of  the  A.  M.  A.,  and 
among  other  things  enabled  one  to  see  in  3 min- 
utes the  progressive  ravages  of  a pulmonary  dis- 
ease as  it  had  developed  during  a 9 months  ill- 
ness. The  picture  was  one  of  merit  and  high 
educational  value. 

A nominating  committee  consisting  of  Drs. 
Schlichter,  Lufburrow  and  Quinn  was  appointed 
to  suggest  a slate  for  our  next  annual  meeting. 

Drs.  Frances  H.  Arthur  of  Elizabeth  and  Carl 
Bishop  of  Plainfield  were  unanimously  elected  to 
membership;  and  the  names  of  Drs.  Gibbs,  De- 
Casesar  and  Yuckman  were  proposed  for  future 
ballot. 

The  afternoon  was  enjoyably  spent  by  a large 
number  of  fans  on  the  splendid  golf  course.  Drs. 
German  and  Hanrahan  were  victors  with  low 
scores  of  73;  Dr  Savoye  was  next  with  78;  while 
Drs.  Warncke  and  Williams  each  tallied  8 4.  A 
host  of  others,  being  temporarily  off  their  form, 
were  less  fortunate.  At  the  close  of  day,  many 
sat  down  to  a good  dinner  in  the  attractive  club 
dining  room,  where  the  needs  of  the  inner  man 
were  amply  served.  Thanks  were  given  to  Dr.  R. 
G.  Savoye,  through  whose  courtesy  the  hospitality 
of  the  club  was  extended  to  us. 


3n  Htgfjter  \Jein 


Traffic  Note. 

I have  a terrible  rumbling  on  my  stomach. 
It’s  like  a wagon  going  over  a bridge.” 

“It’s  most  likely  that  truck  that  you  ate  this 
morning  for  breakfast.” — (Oregon  Orange  Owl). 


They’d  Taken  the  Same  Course. 

Grace — “How  did  you  get  along  with  your 
French  in  Paris?” 

Viola — “Wonderful!  I found  two  women  from 
Denver  who  could  understand  me! ’’— (Life) . 


Old  Stuff. 

“Aren’t  you  nearly  ready,  dear?” 

“I  wish  you  wouldn’t  keep  asking  that  question, 
Clarence.  I’ve  been  telling  you  for  the  last  hour 
that  I’ll  be  ready  in  a minute.” — (Good  Hard- 
ware.) 


Prophetic  Bridget. 

A medical  authority  recommends  the  eating 
of  semi-raw  potatoes.  Our  cook  has  insisted 
on  this  for  years. — (The  Passing  Show). 


It  usually  takes  five  years  for  a tree  to  produce 
nuts,  but  this  isn’t  true  of  a family  tree. — (De- 
troit Free  Press). 


The  scientist  who  found  that  diamonds  ground 
to  powder  give  off  a repugnant  odor  will  pro- 
bably admit  that  boiling  a cabbage  is  cheaper. — 
(Detriot  News). 


Henry  Ford  is  buying  up  old  violins  and  if  he 
wants  to  make  himself  really  popular  in  some 
neighborhoods  he  will  reach  out  for  the  ukuleles 
and  saxophones. — (Portland  Oregonian). 
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WHAT  IS  WRONG  WITH  OUR  WORK- 
MEN’S COMPENSATION  LAWS 
AND  WHAT  WE  CAN  DO 
TO  CORRECT  THEM. 


Andrew  F.  McBride,  M.D., 

Commissioner  of  Labor,  Trenton,  N.  J. 

(At  a meeting  of  the  officers  of  the  .State 
Medical  Societies  of  the  states  of  New  York, 
New  Jersey  and  Pennsylvania,  held  at  the 
County  Medical  Society  Building,  Philadelphia, 
Monday,  June  21,  1926,  Dr.  McBride  present- 
ed the  Workmen’s  Compensation  Law  as  ad- 
ministered in  New  Jersey  and  opened  a formal 
discussion  on  the  subject.) 

As  an  aid  to  intelligent  discussion  of  one 
of  the  subjects  of  our  conference  this  after- 
noon, viz.., — -“What  Is  Wrong  With  Our 
Workmen’s  Compensation  Laws  and  What 
We  Can  Do  To  Correct  Them” — the  first  step 
should  be,  I take  it,  to  trace  in  a general  way 
the  history  of  the  operation  of  the  law  in 
practice  in  our  respective  states  and  to  indi- 
cate some  of  the  changes  that  have  been  made 
through  subsequent  legislation,  especially  such 
provisions  of  the  act  as  are  of  special  interest 
and  concern  to  us  as  members  of  the  medical 
profession. 

The  New  Jersey  Workmen’s  Compensation 
Act  of  1919  was  the  outgrowth  of  an  investi- 
gation made  by  the  state  “Commission  to  In- 
vestigate into  the  Question  of  Employers’ 
Liability”,  approved  pursuant  to  the  legisla- 
tive resolution  of  1910.  The  bill  recommend- 
ed by  this  commission  was  passed  by  the  legis- 
lature and  was  approved  by  the  then  Governor, 


Woodrow  Wilson,  April  4,  1911.  The  law  went 
into  operation  July  4,  1911,  the  first  state 
elective  compensation  act  in  America  to  be- 
come and  to  remain  effective.  Suit  was  in- 
stituted almost  immediately  to  test  the  con- 
stitutionality of  the  law,  which,  after  going 
through  all  the  lower  courts,  resulted  in  a de- 
cision by  the  New  Jersey  Court  of  Errors  and 
Appeals  upholding  the  act  in  July  1914,  in  the 
case  Sexton  vs.  Newark  District  Telegraph 
Company. 

During  the  first  3 years  of  its  operation 
the  law  was  amended  in  several  particulars  but 
stood,  in  its  main  provisions,  practically  as 
originally  enacted.  It  still  is  elective  as  to  pri- 
vate employers ; as  to  the  state  and  its  counties, 
municipalities  or  other  governing  bodies  or 
boards  it  is  compulsory,  except  with  regard  to 
employees  receiving  more  than  $1200  a year 
or  holding  elective  offices.  Election  to  come 
under  the  act  is  presumed,  as  to  both  parties, 
in  the  absence  of  written  notice  to  the  other 
or  express  statement  to  contrary  in  contract 
of  hire,  and  such  election  to  accept  may,  on  the 
other  hand,  be  changed  (1)  by  60  days’  notice 
in  writing  from  either  party  to  the  other,  or 
(2)  at  any  time  by  express  agreement.  The 
defenses  of  assumption  of  risks,  fellow  ser- 
vant’s fault  and  contributory  negligence  (ex- 
cept wilful)  are  abrogated  for  all  employers, 
the  grounds  of  liability  to  employees  of  con- 
tractors extended  and  the  burden  of  proof  of 
wilful  negligence  shifted  upon  the  employer. 
Employers  coming  under  the  act  are  to  pay 
the . compensation  prescribed  therein ; em- 
ployers not  coming  under  the  act  are  still 
liable  to  suits  for  unlimited  damages.  All  pri- 


430 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Sept.,  1926 


vate  employments  except  casual  labor  are 
covered,  including  domestic  service  and  farm 
labor — the  only  state  act  to  include  the  last  2 
occupational  groups.  The  injuries  entitling 
to  compensation  are  personal  injuries  or  death 
by  accident  arising  out  of  and  in  the  course 
of  employment,  except  when  intentionally  self- 
inflicted. 

The  scale  of  compensation  provided  for, 
during  the  first  few  years  of  its  operation, 
was  one  of  the  lowest  in  the  country.  No 
compensation  was  allowed  for  the  first  2 weeks 
after  the  injury.  Medical  and  surgical  aid 
was  limited  to  the  first  2 weeks  and  to  $50. 
For  the  dependents  of  workmen  killed,  it' pro- 
vided from  35%  of  the  weekly  wage  for  1 
dependent,  to  60%  for  6 dependents ; with  a 
minimum  of  $5  and  a maximum  of  $10  a 
week  except  that  if'  the  total  wage  was  less 
than  $5  full  wages  were  to  be  paid,  for  a 
period  of  300  weeks.  For  temporary  disabil- 
ity it  allowed  50%  of  the  weekly  wage  during 
the  period  of  disability,  not  to  exceed  300 
weeks,  except  in  the  case  of  permanent  total 
disability  when  the  compensation  was  payable 
for  400  weeks ; here  also  the  minimum  and 
maximum  limits  of  $5  and  $10,  respectively,  ap- 
plied, except  that  if  the  total  wage  at  the 
time  of  injury  was  less  than  $5,  only  the  total 
was  to  be  paid.  If  death  resulted  from  an 
accident,  the  expense  of  the  last  sickness  and 
burial  were  to  be  paid  whether  or  not  there 
were  dependents,  the  burial  expense  being 
limited,  however,  to  not  more  than  $100. 
Nonresident  alien  dependents,  were  excluded 
from  benefits.  No  insurance  or  other  security 
for  payment  of  claims  was  required. 

Contrary  to  the  practice  of  the  majority 
of  compensation  states,  New  Jersey  created 
no  machinery  for  the  administration  of  her 
Workmen’s  Compensation  Act.  The  “Em- 
ployers’ Liability  Commission”  established  by 
the  law  was  in  no  sense  administrative,  its 
powers  being  limited  to  observing  the  opera- 
tion of  the  act,  to  issuing  annual  reports,  and 
to  recommending  to  the  legislature  any  changes 
which  might,  upon  experience,  be  found  ad- 
visable. The  law  provided  the  rules  in  accor- 
dance with  which  settlement  was  supposed  to  be 
made  between  the  employer  and  employee.  The 
state  was  brought  into  the  matter  by  a petition 


of  the  County  Court  of  Common  Pleas,  for 
a hearing  ( 1 ) because  of  non-agreement,  or 
(2)  because  of  non-payment,  or  (3)  upon  a 
petition  for  commutation  of  the  claim  for  a 
lump  sum.  Somewhat  more  than  half  of  the 
cases  were  brought  into  court  for  the  last 
named  purpose.  The  Court  was  required  to 
hear  such  witnesses  as  were  presented  and 
“in  a summary  manner”  decide  the  merits  of 
the  controversy. 

During  the  first  3 years  of  operation  of  the 
law,  the  number  of  cases  reported  were  6271 
in  1912;  6617  in  1913,  and  6513  in  1914.  In 
1912  the  court  cases  formed  only  6%,  in  1913 
they  formed  6.8%  and  in  1914  they  formed 
only  6.6%  of  all  the  compensation  cases.  Of 
the  428  court  records  on  file  for  the  year  1914, 
claimants  counsel  fees  ranging  from  $5  to 
$300  were  mentioned  as  having  been  paid  in 
173  cases;  the  most  common  fee  was  $75, 
while  the  average  was  $59.  , 

As  the  result  of  observation  of  the  operation 
of  the  act  and  in  an  effort  to  keep  abreast  with 
the  changed  industrial  conditions  and  the  ad- 
vanced trend  in  labor  legislation,  many  radical 
changes  both  in  procedure  and  in  compensation 
schedules  have  been  effected  since  enactment 
of  the  original  act. 

Surveys  made  by  the  Employers’  Liability 
Commission  disclosed  so  many  inadequate  set- 
tlemmts  that  the  creation  of  a supervisory  body 
to  administer  the  law  was  imperative,  and  the 
Workmen’s  Compensation  Aid  Bureau  was 
created  in  1916,  to  bring  about  adjustments 
under  the  law.  Two  years’  experience,  how- 
ever, demonstrated  that  a bureau  without  ju- 
diciary powers  could  not  effectively  accomplish 
the  desired  results,  so  in  1918  the  present 
Workmen’s  Compensation  Bureau  was  created, 
in  the  Department  of  Labor,  and  is  composed 
of  the  Commissioner  of  Labor,  as  Chairman 
thereof  and  Commissioner  of  Compensation, 
3 Deputy  Commissioners  of  Compensation,  one 
of  whom  also  acts  as  its  Secretary,  and  such 
referees  and  other  employees  as  may,  in  the 
judgment  of  the  Commissioner  of  Labor,  be 
necessary. 

The  Commissioner  of  Labor,  the  Deputy 
Comjnissioners  and  the  Referees  appointed 
under  the  act,  sitting,  either  individually  or  to- 
gether, have  exclusive  original  jurisdiction  of 
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all  claims  for  compensation,  have  the  same 
power  as  the  Court  of  Common  Pleas  to  issue 
subpenas ; to  compel  the  attendance  of  wit- 
nesses, the  production  of  books  and  papers ; 
and  the  judiciary  authority  to  render  decisions. 
Either  party  may  appeal  from  the  judgment  of 
the  Commissioner  or  Referee  to  the  Court  of 
Common  Pleas  of  the  County  in  which  the 
hearing  was  held.  From  1918  to  1921,  a trial 
de  nova  was  permitted  during  such  appeals 
but  proved  so  unsatisfactory  that  since  then, 
in  considering  such  appeals,  the  courts  can 
not  admit  any  new  evidence,  the  trial  of  such 
appeals  being  based  exclusively  on  the  tran- 
script of  the  record  and  testimony  as  certified 
to  by  the  Workmen’s  Compensation  Bureau. 

During  the  past  6 or  7 years  there  have  been 
many  gratifying  efforts  to  liberalize  the  law 
and  to  bring  it  abreast  of  the  best  standards 
of  other  states.  In  1919  the  maximum  com- 
pensation was  raised  from  $10  to  $12  and  the 
minimum  from  $5  to  $6;  the  compensation 
rate  being  raised  from  50%  of  weekly  wages 
to  66.7%,  subject,  of  course,  to  the  $12  maxi- 
mum. Another  important  advance,  effective 
that  year,  was  the  extending  of  the  period 
during  which  the  employer  and  the  insurance 
carrier  must  furnish  medical  aid  to  the  in- 
jured from  2 weeks  to  4 weeks;  and  the  wait- 
ing period  during  which  no  compensation  other 
than  medical  aid  shall  accrue  and  be  payable, 
was  reduced  to  10  days. 

During  the  past  5 years  no  less  than  11  sepa- 
rate acts  have  been  enacted  for  the  purpose  of 
increasing  the  benefits  payable  under  the  opera- 
tion of  the  compensation  law  and  for  the  fur- 
ther strengthening  of  the  act  and  the  insuring 
of  the  amounts  payable  thereunder.  So  that, 
at  the  present  time  the  weekly  maximum  is 
$17  and  the  minimum  $8;  payable,  in  fatal 
cases,  to  dependents  for  a period  of  300  weeks 
and  to  children  until  they  shall  have  reached 
the  age  of  16  years ; in  temporary  disability 
cases,  a maximum  period  of  300  weeks  is 
necessary ; and  in  permanent  total  disability 
cases  for  a period  of  400  weeks,  except  that 
an  employee  undergoing  rehabilitation  is  to 
receive  compensation  beyond  such  period 
during  disability,  at  a rate  reduced  in  propor- 
tion to  earning  capacity.  For  permanent  par- 
tial disabilities,  an  additional  compensation  is 


payable,  based  upon  the  extent  of  permanent 
disability. 

The  order  of  compensation  payment  is 
clearly  set  forth  in  the  act;  compensation  for 
temporary  total  disability  following  the  wait- 
ing period ; after  which  payments  are  to  be 
made  “consecutively  for  each  permanent  in- 
jury”, if  such  exists.  Thus,  if  an  employee 
were  to  suffer  total  disability  for  6 months, 
and  various  injuries  to  the  fingers,  producing 
permanent  partial  disability,  separate  award  is 
made  for  the  term  of  temporary  total  disability, 
followed  by  specific  awards  for  the  permanent 
injuries  to  the  fingers. 

The  waiting  period  has  been  reduced,  effec- 
tive January  1,  1926,  from  10  days  to  7 days, 
but  if  disability  extends  beyond  7 weeks,  com- 
pensation is  at  once  payable  for  waiting 
period. 

Alien  dependents  are  included  among  the 
beneficiaries  under  the  compensation  act. 

The  allowance  for  burial  expenses  in  fatal 
cases  has  been  increased  to  $150. 

The  employer  must  furnish  such  medical, 
surgical  and  other  treatment  and  hospital  ser- 
vice as  shall,  in  the  opinion  of  the  Bureau,  be 
necessary  to  cure  and  relieve  the  workman  of 
the  effect  of  injury  and  restore  the  function 
of  injured  members  or  organs,  where  restora- 
tion is  possible. 

The  Commissioner  of  Labor  and  the  Deputy 
Commissioners  of  Compensation  may  fix  a 
reasonable  fee  for  medical  witnesses  in  com- 
pensation cases. 

Mutual  associations  and  stock  companies 
writing  compensation  or  employers’  liability 
insurance,  and  also  self-insurers,  are  assessed 
under  an  act  of  1913,  a sum  equal  to  1%  of 
the  total  compensation  paid  out  each  year  by 
such  mutual  association,  stock  company  or 
self-insurer.  This  fund  is  for  the  benefit  of  the 
Rehabilitation  Commission  and  also  to  create 
a fund  from  which  to  complete  compensation 
payments  to  persons  totally  disabled  as  a re- 
sult of  2 separate  accidents. 

And  lastly,  the  contraction,  after  July  4, 
1924,  of  any  of  the  following  occupational 
diseases : anthrax,  lead  poisoning,  mercury 
poisoning,  arsenic  poisoning,  phosphorus  poi- 
soning, wood  alcohol  poisoning,  benzine  poi- 
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soning,  chrome  poisoning,  caisson  disease,  and 
mesothorium  or  radium  necrosis,  as  the  result 
of  exposure  during  employment,  causing  a dis- 
ability commencing  within  5 months  after  the 
termination  of  such  exposure,  entitles  the  em- 
ployee to  the  benefits  of  our  Compensation 
Act,  provided  due  notice  be  given  to  the  em- 
ployer or  he  have  actual  knowledge  of  this 
disability  within  the  above  specified  5 months. 

During  the  last  fiscal  year  there  was  a total 
of  $5,029,686  awarded  as  compensation  in  the 
232  fatal  and  19,065  non-fatal  compensation 
cases  approved  by  our  Bureau.  9456  cases 
were  referred  to  our  3 Deputy  Commissioners 
of  Compensation,  2 Referees  and  3 Acting 
Referees  for  informal  hearing,  171  of  which 
were  fatal  cases ; as  the  result  of  which  refer- 
ence 19,291  hearings  were  held,  awards  being 
made  in  7994  instances  and  1579  cases  dis- 
missed. 

Of  formal  petitions  filed,  there  were  302 
cases  closed  by  agreement,  289  were  closed 
after  formal  hearing  and  award,  132  were 
closed  by  dismissal  after  formal  hearing,  45 
were  withdrawn,  and  187  cases  were  not 
moved  by  counsel  for  the  petitioners. 

One  of  the  most  important  administrative 
problems’  confronting  the  Workmen's  Com- 
pensation Bureau  is  the  constantly  increasing 
number  of  petitions  filed  for  commutation  of 
future  compensation  payments.  According  to 
our  act,  as  amended  in  1919,  the  compensation 
provided  may  be  commuted  by  the  Compensa- 
tion Bureau  at  its  present  value,  when  dis- 
counted at  5%  simple  interest,  upon  applica- 
tion of  either  party,  with  due  notice  to  the 
other,  if  it  appears  that  such  commutation  will 
be  for  the  best  interest  of  the  employee  or  for 
the  dependents  of  the  deceased  employee,  or 
that  it  will  avoid  undue  expense  or  undue  hard- 
ship to  either  party,  or  that  such  employee 
or  dependent  has  removed  or  is  about  to  re- 
move from  the  United  States,  or  that  the  em- 
ployer has  sold  or  otherwise  disposed  of  the 
greater  part  of  his  business  or  assets. 

In  determining  whether  the  commutation 
asked  for  will  be  for  the  best  interest  of  the 
employee  or  the  dependents  of  the  deceased 
employee,  or  that  it  will  avoid  undue  expense 
or  undue  hardship  to  either  party,  the  Work- 
men’s Compensation  Bureau,  or  the  judge  of 


the  Court  of  Common  Pleas  constantly  bears 
in  mind  that  it  is  the  intention  of  the  law  that 
compensation  payments  be  in  lieu  of  wages, 
and  are  to  be  received  by  the  injured  employee 
or  his  dependents  in  the  same  manner  in  which 
wages  are  ordinarily  paid.  Commutation, 
therefore,  is  a departure  from  the  normal 
method,  and  is  allowed  only  when  it  clearly 
appears  that  some  unusual  circumstances  war- 
rant such  a departure.  Commutation  can  not 
be  allowed  for  the  purpose  of  enabling  the  in- 
jured employee  or  the  dependents  of  a deceased 
employee  to  satisfy  a debt  or  to  make  payments 
to  physicians,  lawyers  or  other  persons. 

During  the  last  fiscal  year  commutation  was 
made  in  49  cases,  mainly  for  the  purpose  of 
enabling  the  injured  or  dependents  to  return 
to  some  foreign  country,  purchase  a home,  pay 
oft  a mortgage,  or  to  engage  in  business.  Par- 
tial commutation  has  been  authorized  in  55 
cases  and  in  a few  instances  the  weekly  rate  has 
been  increased  with  corresponding  reduction 
in  the  number  of  payments,  having  due  con- 
sideration for  the  discount  allowed  by  law. 
All  such  applications  are  very  carefully  in- 
vestigated in  every  detail  by  our  vocational 
examiners  before  being  considered  and  passed 
upon  by  a special  board,  comprising  the  3 De- 
puty Commissioners  of  Compensation,  and  my- 
self, as  Commissioner  of  Compensation,  which 
sits  each  week  for  that  purpose. 

According  to  Chapter  178,  P.  L.  1917,  as 
amended  in  1921,  any  employer,  who  by  agree- 
ment expressed  or  implied,  is  now,  or  may 
hereafter  become,  subject  to  the  provisions  of 
Section  2 of  the  Workmen’s  Compensation 
Law,  who  shall  fail  to  make  sufficient  provision 
for  the  complete  payment  of  any  obligation 
which  he  may  incur  to  any  injured  employee, 
or  his  dependents,  shall  be  liable  to  a fine  of 
$200  and  all  costs  of  suit,  recoverable  by  the 
Commissioner  of  Banking  and  Insurance,  in 
an  action  of  debt,  in  the  name  of  the  State 
of  New  Jersey.  Employers  of  farm  labor  and 
domestic  servants  are  exempt  from  the  pro- 
visions of  this  act. 

There  is,  as  you  know,  no  State  Insurance 
Fund  System  in  force  in  our  state.  Insurance 
against  liability  for  workmen’s  compensation 
may  be  placed  with  a stock  company  or  a 
mutual  association,  under  the  supervision  and 
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control  of  the  Department  of  Banking  and 
Insurance ; or  an  employer  may . carry  his 
own  risk,  provided  he  can  reasonably  satisfy 
the  Commissioner  of  Banking  and  Insurance 
as  to  the  permanency  and  financial  standing 
of  his  business. 

There  is,  moreover,  this  safeguard  in  the 
policies  placed  with  stock  companies  and  mu- 
tual associations:  “Every  such  contract  shall 
provide,  or  be  construed  to  provide,  that  upon 
the  death,  insolvency  or  bankruptcy  of  the 
insured  employer,  or  upon  his . assignment  for 
the  benefit  of  creditors,  the  insurance  carrier 
shall  immediately  become  directly  liable  for  all 
compensation  payments  due  to  any  injured 
employee  or  his  dependents  by  virtue  of  prior 
agreement  or  award  until  completion  thereof, 
or  that  may  hereafter  become  due  during  the 
period  for  which  the  requisite  premiums  have 
been  paid  by  such  employer.” 

In  the  case  of  the  400  self-insurers,  we  have 
been  informed  by  the  Department  of  Banking 
and  Insurance  that  no  injured  employee  or  de- 
pendent has  ever  lost  a single  dollar  because 
of  insolvency  of  those  granted  the  self-insur- 
ance privilege  in  this  state.  On  account  of  the 
practically  universal  coverage  of  the  Compen- 
sation Act,  the  difficulty  of  compelling  a large 
number  of  employers,  who  employ  1,  2,  3 or  4 
persons,  to  take  out  workmen’s  compensation 
insurance  is  manifest.  Therefore,  despite  the 
provisions  of  the  Compulsory  Insurance  Law, 
we  have  found,  unfortunately,  numerous  cases 
among  the  class  of  smaller  employers,  where 
much  to  the  dismay  of  the  injured  or  their 
dependents  no  monetary  redress  was  available 
on  account  of  the  employer's  failure  to  insure 
his  workmen’s  compensation  risk. 

In  the  hope  of  remedying  this  deplorable  con- 
dition through  the  imposition  of  a more  severe 
penalty,  the  legislature,  in  1924,  amended  the 
Compulsory  Insurance  Act  to  provide  a fine  of 
not  more  than  $500  for  a first  offense  and  for 
a fine  of  not  more  than  $500  or  imprisonment 
for  a subsequent  offense.  Any  contractor  plac- 
ing work  with  a subcontractor,  shall,  in  the 
event  of  the  contractor’s  failure  to  carry  work- 
men’s compensation  insurance,  become  liable 
for  any  compensation  which  may  be  due  an 
employee  or  the  dependents  of  a deceased  em- 
ployee of  said  subcontractor. 


As  a member  and  the  Director  of  the  State 
Rehabilitation  Commission,  I have,  through  the 
operation  of  clinics  in  Jersey  City,  Newark, 
I renton,  Paterson,  Camden  and  Atlantic  City, 
in  departmental  buildings  housing  branches  of 
our  \\  orkmen’s  Compensation  and  Employ- 
ment Service,  endeavored  to  bring  about  the 
closest  possible  cooperation  of  their  activities 
by  providing  the  machinery  for:  (1)  placing 
the  worker  in  the  best  possible  physical  con- 
dition; (2)  furnishing  him  with  the  'compen- 
sation contemplated  under  the  law;  and  (3)- 
obtaining  for  him  as  good  a position  as  his 
capabilities  will  permit. 

Of  the  cases  under  treatment  of  the  Re- 
habilitation Commission  during  the  past  year, 
421  were  referred  directly  from  the  Compensa- 
tion Bureau  as  requiring  further  care.  The 
most  important  activity  in  which  the  rehabili- 
tation clinics  cooperate  with  the  Compensation 
Bureau  is  the  examination  of  the  injured 
worker.  This  examination  is  conducted  for  2 
purposes,  first  to  see  if  further  treatment  is 
required,  and  second  to  determine  the  extent 
of  permanent  disability.  A complete  physical 
examination  is  made  of  all  cases  but  special 
reference  is  made  to  the  afflicted  part.  The 
medical  personnel  concern  themselves  chiefly 
with  the  orthopedic  and  surgical  conditions ; 
eye,  ear,  head  and  neurologic  conditions  are 
referred  to  the  specialists  of  our  consulting- 
staff.  The  questions  which  our  medical  per- 
sonnel have  to  decide  are : Whether  the  man 
is  able  to  return  to  work;  if  he  requires  fur- 
ther treatment,  and  what  kind  of  treatment; 
in  amputation  cases,  can  he  wear  an  artificial 
limb,  the  type  of  artificial  limb  essential  and 
does  he  require  any  treatment  before  applica- 
tion of  the  prosthetic  appliance.  In  cases  where 
consultations  are  required,  our  consulting  staff 
give  freely  of  their  time. 

On  the  question  of  the  estimation  of  per- 
manent disability,  we  have  been  deeply  con- 
cerned. For  a long  time  there  has  been  too 
much  guess  work  on  the  part  of  the  general 
medical  profession  in  appraising  the  ultimate 
results  of  injury ‘as  it  effects  the  individual 
handicap.  It  has  been  our  purpose  to  study 
the  question  and  to  provide  a method  of  evalua- 
tion that  would  be  both  practical  and  accurate. 
To  that  end  we  have  devoted  much  time  in  de- 
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veloping  a rational  method  of  procedure  and 
endeavoring  to  enlighten  the  public  and  medi- 
cal profession  as  to  the  advantages  of  such 
a procedure.  It  has  been  our  experience  that 
the  differences  of  medical  opinion  have  been 
for  the  most  part  honest  and  sincere.  The 
difficulty  has  been  that  no  common  standard 
or  knowledge  was  available.  The  result  of  in- 
stituting this  method  of  estimating  permanent 
disability  will  be  to  give  greater  justice  to  both 
the  injured  worker  and  the  employer. 

There  are  3 sections  of  our  Compensation 
Act-  of  specific  importance  to  the  members  of 
the  medical  profession,  as  follows : ' 

“Section  14.  Medical  and  Hospital  Service. 
The  employer  shall  furnish  to  the  injured 
workmen  such  medical,  surgical  and  other 
treatment,  and  hospital  service  as  shall  be 
necessary  to  cure  and  relieve  the  workman  of 
the  effects  of  the  injury  and  to  restore  the 
functions  of  the  injured  member  or  organ 
where  such  restoration  is  possible;  provided, 
however,  that  the  employer  shall  not  be  liable 
to  furnish  or  pay  for  physicians’  or  surgeons’ 
services  in  excess  of  $50  and  in  addition  to  fur- 
nish hospital  service  when  necessary  in  excess 
of  $50  unless  the  injured  workman  or  the  physi- 
cian who  treats  him,  or  any  other  person  on  his 
behalf,  shall  file  a petition  with  the  Workmen’s 
Compensation  Bureau  stating  the  need  for  such 
physician’s  or  surgeon’s  services  in  excess  of 
$50,  as  aforesaid,  and  such  hospital  service 
or  appliances  in  excess  of  $50  as  aforesaid, 
and  the  Workmen’s  Compensation  Bureau  af- 
ter investigating  the  need  of  the  same  and 
giving  the  employer  an  opportunity  to  be 
heard,  shall  determine  that  such  physician’s 
and  surgeon’s  treatment  and  hospital  services 
are  or  were  necessary,  and  that  the  fees  for 
the  same  are  reasonable  and  shall  make  an  or- 
der requiring  the  employer  to  pay  for  or  furn- 
ish the  Same.” 

“Fees  and  Charges  Allowable.  All  fees  and 
other  charges  for  such  physicians’  and  sur- 
geons’ treatment  and  hospital  services  shall  be 
reasonable  and  based  upon  the  usual  fees  and 
charges  as  prevailing  in  the  same  community 
for  similar  physicians’,  surgeons’  and  hospital 
services.” 

“Section  17.  Examination  of  Employee  as 
to  Physical  Condition.  After  an  injury,  the 


employee,  if  so  requested  by  his  employer, 
must  submit  himself  for  examination  at  some 
reasonable  time  and  place  within  the  state,  and 
as  often  as  may  be  reasonably  requested,  to  a 
physician  or  physicians  authorized  to  practice 
under  the  laws  of  the  state.  If  the  employee 
requests,  he  shall  be  entitled  to  have  a physician 
or  physicians  of  his  own  selection  present  to 
participate  in  such  examination.  The  refusal 
of  the  employee  to  submit  to  such  examination 
shall  deprive  him  of  the  right  to  compensation 
during  the  continuance  of  such  refusal.  When 
a right  to  compensation  is  thus  suspended  no 
compensation  shall  be  payable  in  respect  of  the 
period  of  suspension.” 

“Section  20.  Employer  Prejudiced.  When- 
ever it  shall  appear  that  an  employer  is  being 
prejudiced  by  virtue  of  the  refusal  of  an  in- 
jured employee  to  accept  proffered  medical 
and  surgical  treatment  deemed  necessary  by 
the  physician  selected  by  the  employer,  or  his 
failure  or  neglect  to  comply  with  the  instruc- 
tions of  the  physician  in  charge  of  the  case, 
such  employer  is  hereby  authorized  to  file  a 
petition  with  the  Workmen’s  Compensation 
Bureau,  which  is  hereby  empowered  to  order 
proper  medical  and  surgical  treatment  at  the 
expense  of  the  employer  and  in  event  of  re- 
fusal or  neglect  by  the  employee  to  comply 
with  this  order  the  Bureau  shall  make  modi- 
fication in  the  award  contained  in  the  schedule 
as  the  evidence  produced  shall  justify.” 

Of  special  importance  in  connection  with 
the  enforcement  of  the  above  quoted  sections 
of  our  Compensation  Law  is  the  following  re- 
cent decision  of  one  of  our  Deputy  Commis- 
sioners in  the  case  of  a petition  filed  with  our 
Bureau  by  a certain  physician  of  our  state. 

New  Jersey  Department  of  Labor 
workmen’s  compensation  bureau. 

James  H.  Rosecrans,  i On  Petition  for 
Petitioner.  I Compensation 
vs  I Determination  of 

Robert  Reiner,  Inc.,  a > Facts 

Corp.,  and  the  / ar*d 

Fidelity  & Casualty  Co,.,  \ Dismissal 

a Corp.,  i Claim  Petition 

Respondents.  J No.  483 

A petition  having  been  filed  in  the  above 
stated  matter,  praying  for  the  compensa- 
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tion  to  which  the  petitioner  may  be  entitled 
by  virtue  of  the  forms  and  provisions  of  an 
act  of  the  legislature  of  the  state  of  New  Jer- 
sey entitled  “An  Act  prescribing  the  liability 
of  an  employer  to  make  compensation  for  in- 
juries received  by  the  employee  in  the  course 
of  the  employment,  establishing  an  elective 
schedule  of  compensation  and  regulating  pro- 
cedure for  the  determination  of  liability  and 
compensation  thereunder”  approved  April  4, 
1911,  together  with  the  several  supplements 
thereto  and  acts  amendatory  thereof,  and  a time 
and  place  for  the  hearing  of  petition  having- 
been  fixed,  and  it  appearing  to  the  Deputy 
Commissioner  that  said  petition,  qnd  the  or- 
der fixing  the  time  and  place  of  said  hearing 
have  been  duly  served  upon  the  respondent, 
and  the  petitioner  and  the  respondent  having 
appeared  on  the  twenty-third  day  of  April, 
1926,  the  date  set  for  the  summary  hearing 
herein,  the  petitioner  being  represented  by 
Lichtenstein,  Schwartz  & Freidenberg,  and 
the  respondent  by  Edwards  & Smith,  and  the 
Deputy  Commissioner  having  heard  the  testi- 
mony offered  in  behalf  of  the  petitioner  and 
the  respondent  does  find  and  determine  from 
the  evidence  as  follows : 

The  facts  in  this  case  were  stipulated  and 
agreed  upon,  which  briefly  are  as  follows : 

Dr.  James  H.  Rosecrans,  petitioner,  was  en- 
gaged by  respondent,  Robert  Reiner,  Inc.,  to 
treat  medically  one  Richard  Spoerl  who  suf- 
fered an  accident  arising  out  of  and  in  the 
course  of  his  employment.  Dr.  Rosecrans 
rendered  services  and  demanded  from  re- 
spondent payment  of  his  bill,  which  amounted 
to  $710.  The  respondent  insurance  carrier, 
Fidelity  & Casualty  Company,  was  aware  of 
the  fact  that  petitioner  was  treating  said 
Richard  Spoerl.  Petitioner  not  being  paid  his 
bill  for  medical  services,  instituted  proceedings 
in  this  bureau  by  means  of  a petition  for  the 
payment  of  services  rendered.  The  respon- 
dents in  this  proceeding  put  in  the  defense  that 
the  Workmen’s  Compensation  Bureau  is  with- 
out jurisdiction  to  hear  this  case  on  the  ground 
that  it  involves  merely  a contractural  relation- 
ship between  petitioner  and  respondent,  and 
that  petitioner’s  remedy  is  in  the  Common 
Law  Court.  Therefore,  the  question  of  juris- 
diction is  the  only  one  at  issue. 

Petitioner  bases  his  contention  on  the  fact 
that  this  Bureau  has  jurisdiction  of  paragraph 
14  of  the  laws  of  1911,  chapter  95  as  amended 
by  chapter  245,  laws  of  1922,  wherein  it  states, 
“The  employer  shall  not  be  liable  to  furnish  or 
pay  for  physicians’  or  surgeons’  services  in  ex- 
cess of  $50  and  in  addition  to  furnish  hospital 
services  in  excess  of  $50  unless  the  injured 
workman  or  physician  who  treats  him,  or  any 
other  person  on  his  behalf  shall  file  a petition 


with  the  Workmen’s  Compensation  Bureau 
stating  the  need  for  such  physician’s  or  sur- 
geon’s services  in  excess  of  $50”. 

In  my  opinion,  considering  the  above  quo- 
tation in  conjunction  with  the  remaining  sec- 
tion of  the  paragraph,  which  deals  with  medi- 
cal services,  this  petition  is  filed  for  the  sole 
purpose  of  enlarging  the  obligation  of  the  em- 
ployer to  furnish  medical  treatment ; and  that 
the  petition  when  filed  by  the  physician  is 
merely  filed  in  behalf  of  the  injured  workman. 
The  filing  of  this  petition  for  an  extention 
of  the  medical  services  in  no  wise  affects  the 
contractural  relations  between  the  various 
parties.  It  creates  no  new  rights  but  merely 
enlarges  the  employer’s  obligation,  granting 
the  injured  person  the  benefits  of  extended 
medical  service. 

A careful  reading  of  the  case  of  Moore 
vs.  Deres  reported  in  97  N.  J.  L.  378  and  117 
Atl.  480,  and  the  case  of  Dias  vs.  New  Jersey 
Manufacturers  Casualty  Insurance  Company 
reported  in  132  Atl.  101,  makes  plain  that  the 
various  provisions  of  the  Workmen’s  Com- 
pensation Act  are  applicable  only  to  the  parties 
incident  to  the  contract  of  employment ; name- 
ly, employer  and  employee,  and  it  is  clear  from 
the  above  citations  that  a third  person  has  not 
rights  enforceable  under  the  provisions  of  the 
Workmen’s  Compensation  Law. 

My  interpretation  of  section  14  of  the  Com- 
pensation Act  which  deals  with  medical  ser- 
vices is  as  follows : When  the  employer  fails 
to  render  medical  services  in  accordance  with 
the  provisions  of  the  Compensation  Act,  and 
the  injured  workman  secures  the  services  of  a 
physician,  then  the  injured  workman  has  a 
right  to  file  a petition  with  the  Workmen’s 
Compensation  Bureau  for  reimbursement  for 
obligations  incurred  in  securing  this  medical 
service,  as  set  forth  clearly  in  the  case  of 
Moore  vs.  Deres,  “The  Provision  for  enforce- 
ment in  .the  name  of  employee  clearly  nega- 
tives any  right  to  enforcement  in  the  name  of 
a creditor  of  the  employee  as  is  the  present 
case.  The  employee  must  bring  the  suit  even 
though  he  may  be  under  a moral  obligation  to 
spend  the  money  recovered  for  the  purpose 
for  which  the  statute  provides  it”. 

When,  however,  the  employer  renders  the 
medical  service  by  means  of  a physician  em- 
ployed by  him,  then  the  right  of  action  that  the 
physician  may  have  for  his  services  is  in  the 
Common  Law  Court,  against  the  employer,  but 
not  in  the  Workmen’s  Compensation  Bureau, 
as  clearly  stated  in  the  case  of  Dias  vs.  New 
Jersey  Manufacturers’  Casualty  Insurance 
Company  as  follows : “The  parties  are  bound 
by  all  the  terms  of  the  statute,  and  only  parties 
to  the  statutory  contract  are  bound  by  its  terms 
or  entitled  to  its  benefits.  An  examination  of 
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the  statutes  demonstrates  that  only  the  em- 
ployer and  the  employee  are  parties  to  the  sta- 
tutory .contract.  The  act  of  1911  implies  a 
contract  only  as  between  employer  and  em- 
ployee, and  makes  provision  quite  inapplicable 
to  third  parties.” 

A study  of  the  Workmen’s  Compensation 
Act  fails  to  reveal  any  provision  under  which 
an  action  may  be  maintained  on  the  part  of 
any  other  than  the  injured  employee  or  his 
dependents.  In  the  absence  therefore  of  any 
provisions  for  legal  procedure  by  some  other 
person,  such  right  can  not  be  assumed. 

I do  therefore  find  that  the  Workmen’s 
Compensation  Bureau  is  without  jurisdiction 
to  hear  this  case,  and  do  render  judgment  in 
favor  of  the  respondent  and  against  the  peti- 
tioner, and  order  that  the  petition  be  dismissed. 

Charles  E.  Corbin, 

Deputy  Commissioner. 

Dated : May  19,  1926. 

There  are,  of  course,  certain  improvements 
that  could  be  made  in  our  Workmen’s  Com- 
pensation Act,  improvements,  perhaps,  in  both 
the  letter  of  the  law  and  its  administration,  and 
our  legislators  and  the  employers  and  repre- 
sentatives of  labor  in  our  state  have  always 
shown  a very  commendable  disposition  mutual- 
ly to  agree  upon  the  necessary  legislation  need- 
ed whenever  certain  defects  in  the  act  or 
needed  improvements  therein  have  been  fairly 
pointed  out,  and,  I might  add,  in  conclusion, 
that  perhaps  the  greatest  aid  to  a satisfactory 
carrying  out  of  the  provisions  of  our  Work- 
men’s Compensation  Law  has  been  the  intelli- 
gent cooperation  those  responsible  for  its  ad- 
ministration have  received  from  the  members 
of  the  medical  profession  of  our  state. 


CACOETHES  SCRIBENDI. 


Robert  A.  Kilduffe,  A.M.,  M.D., 

Director,  Laboratories,  Atlantic  City  Hospital, 

Atlantic  City,  N.  J. 

A cursory  perusal  of  the  current  index  of 
medical  literature  might  lead  one  to  infer  that 
what  Oliver  Wendell  Holmes  has  termed  the 
cacoethes  scribendi  was  universal — and  yet 
there  are  countless  men  whose  years  in  the 
practical  school  of  experience  bring  no  bene- 
fit to  any  but  themselves. 

It  is  an  interesting  speculation  as  to  the 


outcome  of  requiring  from  every  physician 
one  scientific  report  a year  to  be  presented  for 
the  general  perusal  of  his  fellows — interesting 
in  the  by-paths  into  which  it  leads : the  sub- 
ject chosen ; the  manner  and  thoroughness  of 
its  presentation ; the  ideas  aroused  in  associa- 
tion; and,  the  direct  and  indirect  effect  upon 
its  author  and  his  audience. 

It  may  he  safely  said  that  there  are  few 
better  methods  of  becoming  acquainted  with  a 
subject  than  to  attempt  to  write  about  it,  for  the 
necessary  marshalling  of  one’s  thoughts,  the  as- 
sociated deductive  and  inferential  reasoning  and 
collateral  reading  and  study  required  to  elabor- 
ate or  construct  scientific  hypotheses  or  to  re- 
port the  sequels,  concomitants,  or  aftermath  of 
disease,  or  to  justify  methods  of  treatment  and 
make  evident  thelogical  pathways  leading  to 
diagnosis  are  all  inevitably  bound  to  disclose 
unexpected  and  sometimes  astounding  gaps  in 
knowledge  and  understanding,  as  well  as  lead 
to  their  repair. 

A certain  meandering  is  permissible  to  the 
unaccustomed  extempore  speaker,  but  from 
the  writer  one  demands  a crystallization  of 
ideas  and  a clarity  of  thought  if  not  the  ease 
of  expression  which  comes  with  practice. 

It  is  not  given  to  many  to  produce  a volume 
or  even  an  extensive  and  inclusive  monograph^ 
but  it  is  denied  to  none  to  benefit  by  exper- 
ience and  to  pass  on  the  lesson  to  others. 

Society  discussions  and  even  casual  con- 
versations often  indicate  an  underlying  vein 
of  information,  the  fruit  of  correlated  ob- 
servations and  experience,  worthy  of  more 
careful  development  in  print,  but  the  papers, 
are  never  forthcoming. 

The  reasons  are  often  illuminating  and  in- 
teresting: Many  “have  not  the  time”  and  yet 
tomes  have  been  written  in  the  interval  be- 
tween, as  it  were;  indeed,  the  most  masterly 
volumes  come  from  the  busiest  men  the  very 
extent  and  volume  of  whose  practice  and  ac- 
tivities make  their  experience  and  ripened, 
retrospective  judgment  worth  recording. 
Others  never  write  because  “the  journals  are 
only  open  to  the  selected  few”,  behind  which 
one  visions  the  rejected  manuscript.  The  edi- 
tor never  lived  who  found  it  possible  to  pub- 
lish all  the  papers  submitted,  the  fault  resting 
mainly  with  the  author. 
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Is  the  subject  of  interest  to  the  readers  of 
that  journal?  Manifestly  a paper  on  neuro- 
logy is  ill  suited  to  a journal  devoted  to  der- 
matologic subjects;  herein  lies  the.  reason  for 
some  rejections. 

Is  the  paper  well  written;  the  ideas  clearly 
expressed.-'  “Fine  writing”  is  no  essential, 
indeed,  such  attempts  are  better  avoided,  but 
logical  progression  and  clarity  of  thought  are 
very  desirable. 

Has  the  journal  recently  published  similar 
material  ? Further  contributions  unless  con- 
veying new  information  are  neither  timely  nor 
apt  to  displace  other  and  new  subjects. 

• Does  the  paper  really  embody  new  or  ori- 
ginal ideas  or  is  it  merely  a rehash  of  old  and 
previously  published  concepts;  was  it  brought 
forth  from  experience  or  excavated  from  the 
library  ? All  these  are  more  potent  and  fre- 
quent causes  of  rejected  manuscripts  than  the 
assumed  personal  animus  of  the  editor. 

And  where  is  the  author  whose  manuscripts 
never  returned  to  his  desk?  A rejected  paper 
should  lead  to  a better  paper,  at  least  to  a 
consideration  of  its  possible  imperfections,  for 
the  perfect,  impeccable,  and  irreproachable 
paper  has  yet  to  be  written. 

As  to  subjects — no  man  endeavoring  to 
practice  honest,  careful,  and  true  scientific 
medicine  need  ever  lack  for  them,  for  the 
problems  confronting  him  are  always  of  in- 
terest to  his  follows,  especially  when  they  are 
solved.  Even  an  honest  confession  of  mis- 
takes— Though  seldom  the  matter  of  the 
printed  page — and  a thoughtful  consideration 
of  their  cause  extends  the  knowledge  of  others 
and  may  prevent  their  repetition^  Nor  should 
one  disregard  the  “lowly  case  report”,  for 
medicine  is  only  the  accumulated  and  corre- 
lated data  resulting  from  the  study  of  a multi- 
tude of  single  cases. 

An  oft-heard  excuse  is  that  “I  don’t  know 
how  to  write ; I have  no  facility  of  expression”. 
It  is  told  of  a young  poet  that,  transmitting  his 
verses  to  an  older  craftsman,  he  added  ex- 
ultantly that  they  were  easily  and  rapidly 
written.  To  which  the  elder  answered  that  he 
hoped  to  teach  him  to  write  with  difficulty. 

Procrastination  never  put  a comma  into  print ; 
the  way  to  begin  is  to  begin.  If  some  write 


never  and  others  seldom,  the  criticism  is  some- 
times heard  that  another  writes  too  much. 
The  important  thing  is : Does  he  say  anything 
and  is  it  worth  saying?  After  that,  is  it  well 
said  ? At  all  events,  his  interest  is  awake  and 
his  own  knowledge  increases  with  every  paper 
and  so  his  contributions  should  increase  in 
interest  and  value.  In  the  background  there  is 
always  the  editor  to  curb  his  impetuosity  if 
it  be  ill-advised  or  really  mere  verbosity. 

To  write  and  thereby  to  acquire,  as  well  asr 
perhaps,  to  impart  information  is  worth  at- 
tempting at  any  rate;  if  no 'one  is  the  wiser 
but  the  scribbler,  the’  time  is  not  altogether 
wasted.  • , 

I he  contest  is  free  and  open  to  all  and  the 
rules  simple : 

( 1 ) Have  something  to  say. 

(2)  Say  it. 

(3)  Stop. 

After  all,  there  are  worse  afflictions  than 
the  cacoethes  scribendi. 


TREATMENT  OF  PERNICIOUS 
ANEMIA. 

Frederick  M.  Allen,  M.D., 
Morristown,  New  Jersey. 

Any  attempt  to  attack  the  problem  of  perni- 
cious anemia  is  excusable  by  the  widespread 
prevalence  of  the  disease  and  its  reputed  hope- 
lessness. The  investigation  which  has  been 
conducted  for  over  a year  in  the  Physiatric 
Institute,  with  the  collaboration  of  Dr.  Leslie 
J.  Witts  and  others,  and  which  is  still  in  pro- 
gress, has  consisted  partly  in  animal  experi- 
mentation concerning  certain  theoretic  aspects, 
and  a clinical  trial  of  certain  metabolic  con- 
cepts in  practical  treatment.  The  disease  is 
chronic  and  extremely  variable  in  its  spon- 
taneous course.  Hence  there  is  the  inevitable 
dilemma  that  if  our  methods  are  not  explained 
we  shall  be  asked  why  we  use  a secret  treat- 
ment, while  if  the  treatment  is  published  be- 
fore its  value  is  demonstrated  we  are  exposed 
to  the  danger  of  failure  and  the  charge  of 
making  premature  and  unfounded  proposals. 
It  seems  preferable  to  face  this  latter  danger. 
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and  to  announce  our  observations  to  date  as 
a record  of  endeavor  but  not  yet  of  proof. 

The  metabolic  principles  referred  to  are  those 
found  to  hold  good  for  diabetes,  nephritis  and 
hypertension,  all  of  which  formerly  ranked 
as  progressive  fatal  diseases.  . The  new  and 
more  accurate  conception  distinguishes  2 fac- 
tors; first,  an  infection  which  damages  certain 
vital  organs ; second,  functional  overstrain  of 
the  damaged  organ  which  causes  its  progres- 
sive deterioration.  Thus,  in  diabetes,  the  pan- 
creas has  been  damaged,  but,  in  absence  of 
further  toxic  injury,  the  only  continued  im- 
pairment of  the  islands  of  Langerhans  is  in 
the  form  of  hydropic  degeneration,  which  is 
due  solely  to  functional  overstrain.  The 
tradition  of  the  progressiveness  of  diabetes 
was  so  deep-rooted  that  when  I ventured  10 
years  ago  to  contradict  it,  on  the  basis  of  com- 
bined clinical  and  pathologic  evidence,  I en- 
countered disbelief  in  the  Rockefeller  Insti- 
tute where  the  work  was  done,  and  practically 
everywhere  else.  The  use  of  insulin,  however, 
has  convinced  most  physicians  that  diabetes  is 
not  progressive  when  functional  overstrain  is 
relieved.  Nephritis  and  hypertension  are  still 
ranked  in  textbooks  as  diseases  running  a pre- 
destined course,  and  this  ancient  belief  is  also 
an  error.  Granting  that  the  original  infec- 
tious cause  is  removed  and  that  the  functional 
overstrain  is  actually  relieved  by  diet,  typical 
cases  of  nephritis  and  hypertension  are  held 
in  check  indefinitely  and  tend  to  show  im- 
provement rather  than  aggravation.  After  6 
years  of  clinical  experience  we  are  prepared 
to  meet  any  challenges  concerning  the  efficacy 
of  accurate  salt  restriction  for  hypertension. 
The  control  of  nephritis  by  restriction  of  salt 
and  protein  is  demonstrable  not  only  clinically 
but  also  by  animal  experiments,  in  which  we 
have  produced  not  only  the  clinical  symptoms 
and  progressiveness  but  also  typical  pathologic 
lesions  in  the  kidneys  by  functional  overstrain. 
In  this  way  the  renal-vascular  diseases  are 
placed  on  a par  with  diabetes  and  the  hydropic 
degeneration  of  islands. 

A few  special  points  under  this  conception 
may  be  further  emphasized.  One  reason  for 
failure  of  a treatment  may  be  that  the  pri- 
mary infectious  cause  is  not  found  or  success- 
fully removed.  Another  reason  may  lie  in 


failure  to  relieve  functional  overstrain,  either 
because  of  inefficient  methods  or  because  the 
organic  damage  is  already  so  severe  that  even 
the  minimum  function  constitutes  overstrain. 
The  functional  treatment  is  a symptomatic 
treatment,  but  the  purpose  in  relieving  symp- 
toms is  not  merely  comfort  but  an  effect  upon 
the  fundamental  nature  and  progressiveness 
of  the  disease.  The  symptomatic  improvement 
may  be  useless  or  harmful  if  it  is  accomplished 
by  wrong  methods.  Thus,  viewing  diabetes  as 
a progressive  and  emaciating  disease,  physi- 
cians formerly  tried  to  build  up  their  patients 
in  weight  and  strength  by  excessive  diets  and 
thus  broke  down  tolerance  so  as  to  hasten  both 
emaciation  and  death.  To  allow  salt  in  the 
diet  of  an  edema  patient,  and  then  undertake 
to  drive  out  the  edema  by  diuretics,  is  a me- 
thod of  injurious  overstrain,  and  is  widely 
different  prognostically  from  the  relief  of 
edema  by  functional  rest  through  simple  ex- 
clusion of  salt.  Reduction  of  hypertension  by 
vasodilator  drugs  or  by  the  artificial  mechani- 
cal method  of  bodily  rest  is  probably  useless 
as  regards  arresting  progressiveness,  as  long 
as  the  injurious  chemical  effects  of  a wrong 
diet  are  allowed  to  continue. 

The  question  which  we  have  raised  but  not 
yet  settled  is  whether  these  principles  have  any 
application  to  the  treatment  of  anemia.  If 
anemia  can  be  brought  into  this  group  of  dis- 
eases, its  treatment  can  be  outlined  under  3 
general  heads. 

(1)  Removal  of  infection. — It  is  highly  im- 
probable that  pernicious  anemia  is  an  infec- 
tion with  a plasmodium  or  other  unknown 
specific  blood  parasite.  There  is  better  reason 
to  believe  that  it  is  due  to  ordinary  bacteria, 
often  located  in  chronic  foci.  Our  observa- 
tions have  tended  to  confirm  Hunter’s  theory 
of  the  preeminent  etiologic  importance  of  dis- 
eased teeth,  and  the  organism  which  we  hold 
chiefly  under  suspicion  is  the  hemolytic  strep- 
tococcus. Sinus  infections  have  seemed  to 
stand  second  in  importance  in  our  series.  In 
a few  cases  a question  has  arisen  regarding 
the  gall-bladder,  but  we  have  as  yet  no  suffi- 
cient experience  for  testing  the  claim  of  cer- 
tain authors  that  this  is  a nidus  of  streptococci 
in  pernicious  anemia.  We  have  no  particular 
dispute  with  other  writers  who  seek  to  in- 
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criminate  other  organisms  or'  refer  the  site  of 
infection  to  the  intestine  or  elsewhere.  The 
general  principle  is  only  that  the  source  of  in- 
toxication should  be  found  and  removed  if 
possible.  Failure  to  locate  or  to  clear  up  the 
true  source  may  be  a cause  of  failure  of  treat- 
ment. Attempts  in  this  direction  should  be 
pushed  to  the  utmost,  before  we  submit  to  the 
old  doctrine  of  hopeless  progressiveness  in  any 
case.  Our  observations  of  the  benefits  of  the 
removal  of  infected  teeth  have  caused  us  to  go 
to  an  extreme  in  this  direction.  Not  only 
those  with  abscesses  revealed  radiographically, 
but  also  all  dead  teeth  and  those  showing  the 
slightest  pyorrhea,  erosion  or  absorption  have 
been  extracted.  The  apparent  differences  to 
date  in  favor  of  patients  who  are  entirely 
toothless,  as  compared  with  those  who  have 
been  allowed  to  retain  supposedly  sound  teeth, 
have  even  raised  the  question  whether  we 
should  insist  on  the  removal  of  all  teeth  in 
pernicious  anemia  regardless  of  their  condi- 
tion. The  pulling  of  2 to  4 teeth  at  a time 
may  cause  some  temporary  disturbance,  but 
this  has  never  proved  serious  in  any  of  our 
cases  and  has  apparently  been  well  repaid  by 
the  later  results. 

(2)  Avoidance  of  over-stimulation  of 
damaged  organs. — As  soon  as  they  recognize 
a severe  anemia  or  especially  the  “pernicious” 
characteristics  in  the  cell  count,  physicians  are 
impelled  by  their  conception  of  a progressive 
fatal  disease  to  make  frenzied  attempts  to  re- 
store the  blood  by  means  of  transfusions  or 
arsenic.  Transfusions  do  not  relieve  the 
blood-forming  organs  unless  very  transitorily, 
and  it  is  agreed  that  any  prolonged  increase  of 
cell  count  resulting  from  them  is  due  to  stimu- 
lation of  the  bone  marrow.  Arsenic  was 
formerly  given  as  a bone  marrow  stimulant, 
but  a recent  theory  credits  it  with  blocking 
the  action  of  a hemolytic  toxin.  It  is  always 
important  to  avoid  doing  harm  in  any  treat- 
ment of  disease.  Also  it  seems  to  me  a de- 
sirable innovation  that  we  should  shift  our  at- 
tention from  the  blood  to  the  blood-forming' 
organs.  It  may  be  considered  that  in  a strict 
sense  a patient  does  not  die  from  anemia  but 
only  from  exhaustion  of  the  blodd-making  or- 
gans, and  the  most  vital  requirement  is  to 
guard  the  function  of  the  latter.  If  these 


organs  are  so  damaged  that  they  can  spon- 
taneously support  only  one  or  two  million 
red  cells,  any  method  of  forcing  them  arti- 
ficially to  support  three  or  four  million  cor- 
puscles may  create  a temporary  appearance 
of  clinical  improvement  at  the  price  of  over- 
stimulation  and  subsequent  fatal  exhaustion 
of  the  blood-forming  function.  Therefore,  we 
have  in  general  refrained  from  using  either 
transfusions  or  drugs.  As  an  exception,  there 
is  no  doubt  that  transfusions  are  beneficial  even 
to  the  extent  of  saving  life  in  threatening 
emergencies ; but,  otherwise,  either  large  or 
small  injections  of  blood  or  hemoglobin  have 
seemed  to  us  disadvantageous.  Arsenic,  as  a 
visceral  poison,  must  be  of  dubious  value  for 
a visceral  disease.  If  it  stimulates  the  bone 
marrow,  we  wish  to  avoid  it.  If  it  blocks  the 
action  of  a hemolytic  toxin,  we  prefer  to  get 
rid  of  the  toxin.  Occasionally  its  use  may 
appear  necessary  for  the  more  hopeless  cases. 
But,  up  to  the  present  we  have  tried  to  treat 
by  functional  relief  alone,  in  order  to  observe 
the  results  of  this  plan  in  its  pure  form.  In 
the  cases  where  it  has  failed  we  have  not  yet 
gained  any  success  by  resorting  to  either  ar- 
senic or  transfusions. 

(3)  Diet. — We  have  made  no  attempt  to 

modify  the  intestinal  flora,  but  have  given  meat 
and  all  ordinary  foods  in  as  liberal  quantities 
as  could  be  taken,  in  3 to  6 meals  per  day  as 
might  best  suit  the  appetite  and  digestion.  The 
feeding  of  bone-marrow  has  been  tried  de- 
sultorily. Liver  feeding  has  been  employed 
more  intensively,  as  suggested  by  Whipple’s 
experiments,  but  after  a year  of  observation 
we  are  not  sure  of  the  results.  Patients  eating 
considerable  quantities  of  liver  cooked  in  a 
variety  of  ways  have  improved  but  so  also  have 
other  patients  who  received  no  liver,  and  owine 
to  the  nature  of  the  disease  a positive  inter- 
pretation of  the  result  seems  premature.  Iron 
in  the  form  of  Blaud’s  pills  and  also  iron-rich 
foods  have  been  used  in  order  to  make  sure 
of  an  abundant  supply  of  iron,  but  no  specific 
value  has  been  noticeable.  Cod  liver  oil  has 
also  been  tried  without  evident  results.  The 
main  feature  of  our  diet'  is  that  it  is  rigidly 
salt-free,  in  the  same  sense  as  that  employed 
for  hypertension  cases.  (Allen,  Frederick  M., 
Treatment  of  Kidney  Diseases  and  Fligh  Blood 
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Pressure.  Part  1,  1925.)  This  procedure  was 
suggested  not  by  any  theory  but  by  the  exist- 
ence of  marked  edema  in  some  of  our  early 
cases.  It  is  rational  as  a general  measure  be- 
cause of  the  great  frequency  of  visible  or  in- 
visible edema  and  of  high  blood  chloride  levels 
in  anemia  cases.  Whether  it  has  any  deeper 
influence,  osmotically  or  otherwise,  upon  the 
formation  or  destruction  of  red  cells  is  un- 
known. Certainly  the  cases  with  edema  have 
responded  with  the  greatest  benefit,  so  that 
edema  ranks  as  a favorable  symptom  in  our 
experience.  We  have  proved  that  the  increase 
in  corpuscle  counts  and  hemoglobin  values  is 
, not  due  to  mere  alteration  in  blood  volume. 
This  exclusion  of  sodium  chloride  stands  in 
interesting  contrast  to  the  customary  admini- 
stration of  hydrochloric  acid  for  the  gastric 
achylia  and  digestive  disturbances.  Somewhat 
to  our  surprise,  both  appetite  and  digestion 
have  improved  markedly  in  most  and  have 
served  as  an  important  aid  in  the  recovery  of 
strength.  The  accuracy  of  the  diet  should  be 
checked  up  bv  laboratory  analyses  to  make 
sure  that  the  daily  sodium  chloride  output  in 
the  urine  is  below  0.5  gm.,  for  even  with  this 
degree  of  strictness  the  removal  of  edema  is 
slow  and  difficult  in  many  cases.  It  is  highly 
important  that  the  diet  shall  be  appetizing  as 
well  as  salt-free,  and  for  this  purpose  treat- 
ment in  a suitable  institution  is  to  be  pre- 
ferred. 

Results. 

In  about  a year  we  have  treated  35  cases, 
30  of  which  were  pernicious  and  the  other  5 
an  assortment  of  severe  but  nonpernicious 
anemias.  Among  the  5 nonpernicious  cases, 
there  wasl  fatality  in  an  infantile  anemia  which 
received  no  benefit  from  this  or  any  other 
treatment.  The  other  4 have  shown  various 
grades  of  improvement  up  to  apparent  re- 
covery, and  the  average  results  are  decidedly 
better  than  in  the  pernicious  group. 

Of  the  30  patients  with  pernicious  anemia, 
7 have  died.  This  is  a high  mortality,  which 
is  to  be  expected  when  we  invite  physicians 
to  send  us  the  worst  cases  of  this  disease. 
The  deaths  may  be  divided  into  2 classes ; 2 
patients  died  soon  after  admission,  from  hope- 
less severity  of  the  anemia ; the  other  5 had 


advanced  nerve  degenerations,  and  died  from 
progression  of  these  even  though  the  blood 
count  generally  improved.  Our  experience  is 
that  the  nerve  degenerations  are  the  worst  of 
all  prognostic  signs.  When  they  are  slight 
or  moderate,  improvement  is  possible  but  is 
extremely  slow  and  difficult.  When  extensive 
paresis  or  paralysis  is  present,  there  seems  to 
be  no  hope.  In  all  the  fatal  cases  either  trans- 
fusion or  arsenic  was  tried  without  avail,  and 
the  only  criticism  may  be  that  we  perhaps 
waited  too  long  before  resorting  to  them. 

The  remaining  23  cases  were  also  of  several 
years’  duration,  and  had  progressed  to  a severe 
stage  in  spite  of  the  usual  treatment  with 
arsenic  or  transfusions,  or  both.  A number  of 
them  appeared  to  be  certainly  in  a phase  of 
decline  when  received.  It  therefore  seems 
remarkable  that  these  23  cases  have  developed 
definite  remissions  or  at  least  remained  sta- 
tionary. In  other  words,  all  the  cases  which 
were  not  in  an  acutely  fatal  stage  at  admission 
have  shown  various  grades  of  improvement. 
It  is  hoped  also  that  the  remissions  will  have 
a more  prognostic  significance  when  occurring 
spontaneously  under  these  conditions  than 
when  they  are  forced  by  transfusions  or  drugs. 
The  following  5 features  of  improvement  have 
seemed  significant : 

( 1 ) With  the  combination  of  tooth  extrac- 
tion and  diet,  sore  mouth  and  glossitis  have 
disappeared  in  every  case. 

(2)  Appetite  and  digestion  have  improved 
quickly  or  slowly.  Diarrhea  has  ceased  in 
everv  case.  Constipation  is  not  relieved  by 
salt-free  diet  but  requires  cathartics  or  ene- 
mas. 

(3)  Certain  patients  showed  more  or  less 
fever  at  first,  but  this  has  changed  to  a normal 
temperature  in  every  instance. 

(4)  The  yellow  color  of  the  tissues  and 
blood  plasma  and  the  urobilin  excretion  have 
diminished  or  disappeared,  as  a rule.  This  is 
interpreted  as  meaning  a reduction  of  hemo- 
lysis. 

(5)  There  has  been  improvement  in  the 
number  and  character  of  the  blood  cells  and 
also  in  the  strength  and  general  condition  of 
the  patients  in  nearly  all  instances.  Any  ob- 
server must  be  impressed  by  the  tremendous 
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differences  between  anemia  cases,  and  there 
are  similar  differences  in  the  response  to  treat- 
ment. Some  patients  show  a striking  clinical 
transformation  with  scarcely  any  change  in 
the  blood  count,  while  others  may  multiply 
their  red  cells  two  or  three  fold  without  much 
change  in  their  physical  strength.  At  one  ex- 
treme are  patients  who  return  almost  to  nor- 
mal in  both  blood  count  and  general  condition, 
and  at  the  other  extreme  are  those  who  im- 
prove scarcely  at  all  in  either  respect. 

The  following  case  histories  will  serve  as 
illustrations.  The  result  in  Cases  2732  and 
2770  are  the  best  in  the  series,  and  perhaps  to 
some  extent  accidental  remissions,  The  out- 
come in  Case  2890  is  worse  than  the  average, 
but  illustrates  the  bad  prognosis  with  ad- 
vanced nerve  lesions.  The  majority  of  results 
are  intermediate  between  these  examples. 

Example  of  Marked  Clinical  Improvement  With 

Intermediate  Degree  of  Blood  Improvement. 

Case  No.  2732.  Male,  age  65.  Family  history 
negative.  Patient  had  “consumption  of  the 
bowels’’  at  3 V2  years  and  was  sickly  up  to  age 
of  14.  Afterward  was  strong  and  lived  a rough 


life;  had  gonorrhea  first  at  15  and  many  times 
later;  used  alcohol  to  great  excess;  became  more 
moderate  in  later  years.  He  developed  hyper- 
tension and  angina  pectoris,  which  disappeared 
after  onset  of  anemia. 

Four  years  before  admission,  a physician,  con- 
sulted on  account  of  weakness,  diagnosed  per- 
nicious anemia  on  the  basis  of  typical  blood 
findings  and  gastric  atrophy  and  achylia.  All 
the  teeth  were  extracted  and  HC1.,  iron  and 
arsenic  used.  No  transfusions  were  ever  given, 
because  patient  positively  refused  them  and  his 
physician  doubted  their  value.  There  were  6 
relapses,  each  accompanied  by  great  edema,  and 
the  general  progress  was  downward. 

The  patient  was  admitted  in  his  sixth  and  worst 
relapse,  bedfast,  supposedly  moribund.  The  com- 
plexion was  pale  and  yellow,  tongue  and  gums 
ulcerated,  liver  and  spleen  slightly  enlarged, 
great  ascites  and  general  edema  present,  breath- 
ing difficult,  paresthesia  present  but  paresis  ab- 
sent; anorexia,  epigastric  pain,  indigestion  and 
diarrhea;  fluctuating  temperature  up  to  102°  F. 
Wassermann  negative. 

Salt-free  diet  was  first  used  in  this  case  as  a 
treatment  for  the  edema.  The  gradual  complete 
removal  of  the  dropsy  was  accompanied  by  a 
weight  loss  of  2 0 lb.  Meanwhile  all  symptoms 
were  relieved,  but  there  was  still  a stormy  course 
due  to  an  influenzal  infection  and  later  to  a 
thrombosis  of  the  left  femoral  vein,  the  extreme- 
ly weak  patient  being  in  danger  of  death  on  both 
occasions.  The  most  striking  feature  was  the 
great  clinical  improvement  even  before  the  blood 
showed  any  important  change. 


BLOOD  EXAMINATION. 
Case  No.  2732. 


Date 

1925 

R.  B.  C. 

Hb. 

% 

C.  I. 

W.  B.  C. 

Poly. 

% 

Eos. 

•% 

Lymph.  Mono.  Myel. 

% % % 

N.  Reds 

Mar. 

21 

1,020,000 

35 

1.7  • 

3250 

26 

1 

65 

4 

4 

306 

22 

1,040,000 

32 

1.5 

3000 

30 

2 

56 

0 

12 

344 

29 

1,650,000 

45 

1.5 

2240 

47 

1 

49 

0 

3 

33 

Apl. 

3 

1,660,000 

47 

1.4 

5900 

— 

— 

— 

— 

12 

1,180,000 

47 

2.0 

5600 

— 

— 

— 

— 

— 

20 

19 

1,120,000 

45 

2.0 

5600 

73 

0 

22 

2 

3 

26 

1,450,000 

44 

1.5 

7800 

— 

— 

— 

— 

— 

30 

1,460,000 

45 

1.5 

8600 

72 

0 

27 

0 

1 

14 

May 

8 

1,540,000 

, — 

— 

6000 

44 

1 

53 

2 

0 

15 

15 

1,590,000 

40 

1.3 

9800 

49 

3 

47 

0 

1 

14 

28 

1,680,000 

45 

1.3 

6700 

45 

7 

47 

1 

0 

16 

June 

12 

1,610,000 

43 

1.3 

3600 

26 

1 

71 

2 

0 

20 

22 

1,690,000 

48 

1.4 

3800 

17 

2 

79 

2 • 

0 

16 

July 

1 

1,380,000 

40 

1.4 

3300 

24 

5 

70 

1 

0 

15 

6 

1,490,000 

40 

1.4 

4700 

28 

2 

69 

1 

0 

41 

13 

1,230,000 

35 

1.4 

4000 

20 

1 

77 

1 

1 

27 

24 

1,400,000 

35 

1.25 

3000 

11 

7 

81 

1 

0 

50 

Oct. 

31 

2,250,000 

80 

1.6 

9600 

45 

0 

54 

1 

0 

2 

The  shape  of  the  red  cells  improved  much  during  treatment,  but  megalocytosis  persisted. 
Platelets  increased  in  number. 

♦Nucleated  red  cells  seen  in  counting  100  white  cells. 


The  patient  was  discharged  practically  symp- 
tom-free and  in  excellent  strength  notwithstand- 
ing the  continued  low  blood  count.  He  has  since 
carried  on  his  regular  work  as  an  advertising 
agent.  The  blood  picture  has  since  remained 
stationary,  this  number  of  corpuscles  appearing 
to  be  the  maximum  which  the  damaged  organs 
can  support  without  stimulation.  The  patient 
declares  he  feels  as  well  as  ever  in  his  life,  and 
he  has  yet  shown  no  tendency  to  relapse. 


Example  of  Marked  Improvement  in  Blood  and 
Clinical  Condition. 

Case  No.  2890.  Male,  age  42,  admitted  July 
3,  1925.  Father  died  of  “rheumatism’’  at  58  and 
mother  of  diabetes  at  36,  l5ut  his  4 brothers,  also 
his  wife  and  5 children  are  alive  and  well. 

Personal  history  was  .negative  up  to  “typhoid 
pneumonia”  in  1915,  after  which  he  never  re- 
gained his  previous  rugged  strength  In  1916  he 
began  t'o  have  attacks  of  diarrhea,  which  in- 
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creased  so  that  for  the  past  2 years  he  has  sel- 
dom had  a formed  movement.  In  October,  1924, 
there  was  onset  of  marked  weakness,  with  numb- 
ness of  hands,  and  drowsiness.  In  December  he 
entered  a hospital  and  pernicious  anemia  was 
diagnosed.  Besides  treatment  with  iron,  arsenic, 
HCl.,  etc.,  he  received  4 blood  transfusions  (each 
480  c.c.)  up  to  May  1925;  each  being  followed  by 
distinct  but  transitory  benefit.  The  diagnosis  was 
established  by  numerous  careful  blood  examina- 


tions showing  all  the  typical  cell  forms  of  per- 
nicious anemia. 

At  admission  the  patient  was  asthenic  but 
without  paresis.  Complexion  was  florid,  not  yel- 
low. Wassermann  negative.  Edema  was  barely 
perceptible  in  the  ankles.  The  tongue  was  fis- 
sured and  attacks  of  glossitis  were  frequent.  Ap- 
petite was  poor  and  indigestion^  and  diarrhea 
troublesome.  Only  4 teeth  remained,  and  though 
apparently  sound  they  were  removed.  Otherwise 
diet  was  the  only  treatment. 


BLOOD  EXAMINATION. 
Case  No.  2890. 


Date 

R.  B.  C. 

Hb. 

C.  I. 

W.  B.  C. 

Poly. 

Eos. 

Lymph. 

Mono. 

Myel. 

1925 

% 

% 

% 

% 

% 

% 

July 

1 

1,410,000 

. 40 

1.4 

4600 

66 

3 

31 

0 

0 

10 

2,030,000 

50 

1.25 

8750 

69 

1 

26 

3 

1 

31 

2,960,000 

80 

1.4 

9250 

79 

2 

18 

1 

0 

Aug. 

14 

3,040,000 

80 

1.3 

6000 

73 

2 

24 

1 

0 

30 

3,100,000 

90 

1.5 

* 5800 

57 

3 

36 

4 

0 

Sept. 

1 6 

3,940,000 

85 

1.1 

6200 

67 

0 

24 

8 

1 

Jan. 

4 

4,415,000 

82 

1.0 

8900 

70 

2 

20 

5 

0 

1926 


Megaloblasts  and  the  complete  pernicious  blood  picture  were  seen  in  the  earlier  films  but 
afterward  disappeared.  The  average  diameter  of  the  red  cells,  however,  was  always  greater 
than  normal. 


The  patient  was  discharged  September  2 0,  1925, 
symptom-free,  with  excellent  appetite  and 
strength.  The'  blood  count  of  January  4,  was 
done  in  the  hospital  where  he  was  originally 
treated.  The  normal  blood  picture  has  since 
caused  several  pathologists  to  doubt  that  the  pa- 
tient ever  had  pernicious  anemia,  lie  continues 
to  carry  on  his  regular  work  without  disturbance. 


Example  of  Marked  Improvement  in  Blood  With- 
out Corresponding  Clinical  Change. 

Case  No.  2770.  Female,  age  58.  Admitted 
April  23,  1925.  Family  history  negative.  Per- 
sonal history  included  hip  disease  in  childhood, 
erysipelas  twice,  peritonitis  twice  (without  opera- 


tion), and  asthma  since  an  influenzal  infection 
at  the  age  of  22. 

Eighteen  months  before  admission  she  began 
to  notice  weakness  and  unsteadiness  in  walking. 
Pernicious  anemia  was  diagnosed  and  all  teeth 
extracted.  In  spite  of  arsenic,  HCL,  etc.,  and 
one  blood  transfusion,  the  progress  was  rapidly 
downward.  At  admission  she  was  so  weak  that 
her  time  was  divided  between  bed  and  chair. 
Lemon  yellow  skin  pigmentation,  sore  tongue, 
paresthesia  in  all  limbs  and  partial  paralysis  of 
legs,  girdle  sensation  about  waist,  moderate  en- 
largement of  spleen  and  liver,  failing  appetite 
and  digestion,  and  slight  edema  were  present. 
Wassermann  negative.  Under  diet  alone  the 
blood  showed  the  following  changes; 


BLOOD  EXAMINATION. 
Case  No.  2770. 


Date 

R.  B.  C. 

Hb. 

C.  I. 

W.  B.  C. 

P?olv. 

Eos. 

Lymph. 

Mono. 

Myel. 

1925 

% 

% 

% 

% 

% 

% 

Apl. 

24 

1,310,000 

34 

1.3 

4400 

46 

1 

47 

4 

2 

May 

3 

1,800,000 

65 

1.8 

7800 

35 

2 

62 

0 

1 

11 

2,280,000 

60 

1.3 

5600 

44 

1 

52 

1 

2 

25 

4,130,000 

80 

1.0 

7300 

61 

3 

30 

5 

1 

June 

12 

4,750,000 

85 

0.9 

8000 

51 

5 

42 

2 

0 

The  earlier 

films  showed 

all  the 

changes 

of  jjernicious 

anemia 

including  the 

presence  of 

megaloblasts.  In  the  la3t  film  the  blood  appeared  practically  normal. 


This  improvement  in  the  blood  was  radically 
different  from  anything  in  her  former  history. 
The  skin-  became  nearly  clear  and  the  appetite 
and  digestion  fairly  good.  Otherwise  the  clinical 
condition  was  practically  unchanged  up  to  dis- 
charge on  June  17,  1925.  At  last  report  the 
paresis  had  advanced  somewhat  and  some  men- 
tal disturbance  had  developed. 

In  general,  spectacular  results  must  not  be 
expected,  and  invalidism  must  continue  in  the 
majority  of  very  severe  cases.  It  is  an  obvious 
rule  in  all  metabolic  diseases  that  the  best  re- 


sults cannot  be  expected  in  the  worst  cases.' 
Not  only  is  the  average  physical  condition  of 
these  patients  poor,  but  the  mortality  will 
doubtless  increase  with  time.  Some  of  them 
drag  along  in  unsati  factory  condition  because 
the  primary  infectious  cause  has  not  been  suc- 
cessfully located  or  cleared  up.  Granting  that 
this  has  been  accomplished,  the  patient  with 
severe  anemia,  like  the  patient  with  severe 
diabetes  before  insulin,  is  still  subject  to  set- 
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backs  from  colds  and  other  slight  accidents. 
If  these  are  avoided,  the  damaged  function 
in  the  worst  cases  may  be  incapable  of  meeting 
permanently  even  the  minimum  demands  upon 
it,  so  that  it  gradually  fails  by  exhaustion, 
without  proving  that  such  an  outcome  is  in- 
evitable for  the  disease  in  its  less  extreme 
forms.  If  the  general  principle  is  correct,  its 
most  successful  application  must  be  sought  in 
the  milder  stages,  and  stress  must  be  laid  upon 
the  -earliest  possible  diagnosis  and  treatment. 

After  a short  interval  of  further  observa- 
tion, our  cases  will  be  published  in  greater  de- 
tail in  the  Journal  of  Metabolic  Research. 
Only  a number  of  years  of  study  of  such  a 
variable  disease  can  decide  whether  we  have  en- 
countered anything  more  than  spontaneous  ac- 
cidental remissions,  and  whether  the  proposed 
principles  of  treatment  have  any  basis  or  value. 
The  known  failure  of  other  therapeutic  me- 
thods, and  the  necessity  of  explaining  what 
we  are  attempting  during  the  required  period 
of  study,  furnish  the  compelling  reason  for 
risking  the  possible  embarrassment  of  being 
compelled  later  to  withdraw  unfounded  sug- 
gestions. It  is  hoped  that  the  study  at  least 
will  not  be  entirely  without  value.  At  present 
it  seems  to  support  the  following  provisional 
conclusions : 

(1)  The  primary  step  in  the  treatment  of 
anemia  is  to  find  and  remove  infectious  foci, 
as  agreed  by  most  writers ; and  our  observa- 
tions tend  to  assign  first  importance  to  dis- 
eased teeth.  Other  foci  should  obviously  not 
be  neglected. 

(2)  Therapeutic  attention  should  be  directed 
less  to  the  blood  and  more  to  the  blood-forming 
organs.  The  latter  may  possibly  be  broken 

' down  by  stimulation  which  forces  them  to 
maintain  a higher  number  of  circulating  cor- 
puscles than  they  are  spontaneously  capable 
of  maintaining. 

(3)  Treatment  without  transfusions  or  ar- 
senic has  seemed  to  be  at  least  as  successful  as 
with  them,  and  the  question  is  raised  whether 
they  should  not  be  discarded  for  routine  pur- 
poses and  reserved  for  special  or  emergency 
uses. 

(4)  Salt-free  diet  is  beneficial  at  least  in 

■ the  cases  with  edema  or  salt  retention,  and  is 


worthy  of  trial  for  its  effect  upon  gastroin- 
testinal and  general  symptoms. 

(5)  The  question  is  raised  whether  per- 
nicious anemia  is  an  inevitably  progressive 
disease,  or  whether  it  belongs  in  the  group  of 
disorders  which  are  controllable  by  removal 
of  the  primary  infectious  cause  and  relief  of 
functional  overstrain. 


TREATMENT  OF  SOME  COMMON  CON- 
DITIONS BY  PHYSICAL  MEASURES. 


William  Martin,  M.D., 

Atlantic  City,  N.  J. 

(Read  by  invitation  before  the  Burlington  County 
Medical  Society,  April  14,  1926.) 

The  scientific  application  of  electricity  and 
other  physical  measures  has  developed  within 
the  last  3 or  4 decades.  Those  pioneers  who 
had  the  temerity  to  stand  up  under  the  jeers 
and  abuse  of  their  confreres  certainly  had  a 
vision.  Had  it  not  been  for  these  brave  souls, 
we  would  not  now  be  enjoying  the  benefits 
of  a better  and  scientific  knowledge  of  the 
uses  of  physical  measures,  nor  would  we  have 
the  modern  and  well-built  apparatus  to  use. 
They  certainly  deserve  far  more  credit  than 
is  usually  given  them. 

The  experience  gained  during  and  since  the 
late  war  has  developed  a large  body  of  in- 
terested physicians  who  have  delved  into  the 
mysteries  of  electrotherapy  and  its  allied  sub- 
ject, physiotherapy,  so  that  there  is  a lessening 
of  prejudice  all  over  the  country  and  a willing- 
ness to  investigate  what  a few  years  ago  was 
taboo.  Ignorance  of  this  therapy  has  given 
place  to  knowledge  and  the  future  looks  most 
hopeful. 

In  considering  the  topic  for  discussion  at 
this  meeting,  it  seemed  to  me  fitting  that  those 
common  conditions  met  with  in  one’s  every 
day  practice  would  hold  most  interest  to  you, 
so  a few  have  been  selected  to  treat  briefly, 
attempting  to  give  the  underlying  factors  and 
reasons  for  such  measures  together  with  their 
practical  application.  It  must  be  understood 
that  in  such  a brief  paper,  only  the  high  points 
can  lie  touched. 

Sprains. — While  the  same  treatment  may 
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be  applied  to  a sprain  of  any  part,  the  ankle 
sprain  will  be  used  here  because  it  is  the  most 
common.  As  the  pathology  is  so  well  known, 
mention  will  be  made  only  of  the  rapid  swelling 
and  pain  as  the  result  of  a rapid  in-pouring 
of  the  protective  serous  exudate  that  nature 
supplies  so  bountifully  for  splinting  the  in- 
jured parts.  This,  together  with  the  extrava- 
sated  blood  and  circulatory  stasis,  make  a 
condition  that  in  a few  hours  can  wholly  in- 
capacitate the  host.  The  long  honored  treat- 
ment is  that  of  lotions  and  strapping.  When 
available,  the  modern  treatment  is  by  electric 
measures,  and  if  seen  during  the  first  2 to  4 
hours,  1 or  2 treatments  will  suffice.  If,  how- 
ever, the  case  goes  over  this  time,  the  exudate 
becomes  more  firm  and  gradually  becomes  or- 
ganized, so  that  a larger  number  of  treatments 
will  be  required.  In  tbe  latter  cases  it  may 
be  best  to  place  straps  during  tbe  interim  of 
treatments,  but'  in  the  early  cases  strapping 
is  absolutely  unnecessary.  The  method  re- 
commended consists  in  use  of  the  static  wave 
current,  applied  by  a metal  electrode  over  the 
swollen  part ; using  the  positive  pole,  with 
the  negative  grounded.  This  causes  an  al- 
ternating contraction  and  relaxation  of  the 
cellular  tissues,  inducing  an  expression  of  the 
exudate  through  the  natural  lymph  channels. 
When  the  exudate  is  firm,  from  delayed  treat- 
ment, this  same  effect  is  had  but  in  a slower 
way,  as  it  becomes  more  and  more  difficult  to 
secure  the  results  later.  With  this  relief  from 
exudate  pressure  there  is  also  relief  from  the 
stasis,  and  normal  conditions  are  rapidly  re- 
stored. As  you  do  not  all  have  access  to  the 
static  machine,  you  have  in  diathermy  a me- 
thod of  second  choice;  if  you  will  use  this 
correctly  you  can  activate  the  circulation  and 
overcome  the  stasis,  and  if  the  exudate  is  not 
too  well  organized  you  may  thus  restore  func- 
tion. Apply  the  current  so  that  it  will  flow 
directly  through  the  part  and  give  the  skin 
tolerance  for  at  least  half  an  hour;  more  can 
be  given  to  advantage.  Have  the  skin  wet 
but  not  soaped  as  some  do,  as  the  soapy  water 
offers  resistance  to  the  current  and  you  will  get 
only  a fraction  of  your  amperage  and  will  be 
disappointed  in  the  results.  Plain  water  is 
all  that  I use,  and  it  is  the  best. 


Backache. — The  etiology  is  so  vast,  there 
being  so  many  types  of  backache,  we  will  dis- 
cuss only  those  caused  by  strain  of  the  sacro- 
iliac synchondrosis  and  sciatic  neuritis.  These 
types  are  so  nearly  alike  that  what  is  done 
for  one  will  in  a measure  apply  to  the  other. 
In  both,  there  is  a muscular  spasm  that  pro- 
duces the  jain.  In  the  joint  strain  we  need 
to  use  a retaining  belt  or  other  device,  in  addi- 
tion to  whatever  therapy  we  select,  as  there 
is  need  of  fixation  until  nature  steps  in  with 
her  healing  tendency.  In  both  cases  we  use 
the  heat  and  mechanical  measures  just  mention- 
ed, the  diathermy  and  static  wave  current.  In 
some  cases  the  heat  may  be  from  a parabolic 
hooded  therapeutic  lamp  of  high  candle  power, 
applied  over  the  area  for  a time  sufficient  to 
produce  an  active  hyperemia.  If  diathermy  is 
used,  it  should  be  with  the  same  care  of  the 
skin  and  electrodes,  being  careful  with  the  high 
amperage  current  that  good  contact  is  assured,, 
so  that  there  will  be  no  burn  of  the  skin.  Such 
burns  beal  very  slowly  and  may  make  trouble. 
Whichever  method  of  heating  is  used,  it 
should  precede  the  static  wave  current.  If 
the  latter  is  not  available,  the  heat  may  give 
excellent  results  if  continued  long  enough 
and  with  repeated  seances ; it  will  always 
give  relief,  at  any  rate,  and  often  this  is  all 
the  patient  asks.  The  wave  current  offers 
restoration  and  naturally  is  the  treatment  of 
choice. 

Right  here  allow  me  to  interject  some  words 
in  reference  to  what  is  called  “violet-ray”. 
Many  physicians  who  are  not  conversant  with 
the  use  of  electric  currents,  purchase  a high 
frequency  machine  anti  start  out  to  practice 
from  what  the  agent  tells  them,  and  the  gen- 
eral rule  is  to  advise  this  so-called  violet-ray. 
This  word  is  a misnomer,  and  should  not  be 
in  the  medical  lexicon.  In  the  first  place  it 
is  not  a ray  that  issues  from  the  vacuum  tube, 
but  an  effluve,  and  the  usual  color  is  a pale 
blue ; only  a very  low  vacuum  gives  the  violet 
color.  This  is  a beauty  parlor  word,  coined 
by  laymen,  and  it  should  be  beneath  the  dignity 
of  a physician  to  use  it.  The  use  of  the 
vacuum  tube  is  so  general  and  its  benefits  so 
below  what  one  should  secure,'  that  it  is  no 
wonder  many  physicians  berate  the  value  of 
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electrotherapy  when  use  of  this  tube  is  all 
they  know  about  the  subject.  In  purely  local 
and  surface  conditions  it  may  be  of  value,  but 
in  the  light  of  present  knowledge  it  is  little 
used  except  in  cavity  work. 

Fractures. — In  these,  surgical  care  necessari- 
ly is  the  first  thought.  It  has  been  the  cus- 
tom to  use  massage  after  the  early  days  fol- 
lowing splinting,  the  time  when  this  was  to  be 
given  depending  upon  the  particular  physician 
in  charge.  If  massage  is  indicated,  why  not 
use  something  better  for  the  same  effect?  I 
have  advocated  for  some  years  the  use  of  the 
static  wave  current  applied  early  to  relieve  the 
swelling  just  as  we  use  it  in  sprains,  for  this 
current  effect  is  passive  and  cannot  in  any 
way  do  harm,  if  properly  applied.  When  this 
is  not  available,  we  can  resort  to  diathermy 
for  similar  results,  although  this  will  not  be 
quite  so  effective.  In  applying  either  or  both, 
the  physician  can  apply  metal  splints  to  which 
he  can  attach  his  cords,  and  thus  dispense  with 
removing  the  splints  and  dressings  each  time. 
If  this  is  not  practicable,  then  the  usual  care 
in  removing  and  placing  electrodes  can  be 
used  and  the  currents  given  satisfactorily.  By 
this  method  the  stasis  and  inflammatory  effects 
of  the  trauma  will  be  quickly  allayed  and  the 
restorative  process  enhanced,  in  fact  the  heal- 
ing process  will  take  place  in  about  one-half 
the  usual  time  and  the  end  result  will  be  devoid 
of  stiffness,  ankyloses,  or  other  sequels. 

We  physiotherapists  generally  have  such 
cases  referred  to  us  by  the  physicians  after  the 
joint  has  become  ankylosed  or  stiff  from  over- 
splinting or  other  causes.  If,  unfortunately, 
the  case  reaches  this  condition,  the  effort  for 
relief  becomes  a different  matter.  We  must 
use  far  more  active  measures,  such  as  deep 
diathermy,  static  wave  and  static  sparks,  the 
latter  producing  marked  contractions  of  the 
musculature.  Care  in  prevention  is  far  bet- 
ter than  attempting  to  undo  the  damage  done 
by  oversplinting.  Happily  this  condition  is 
seen  less  often  of  late. 

Facial  Paralysis. — This  is  of  very  frequent 
occurrence,  if  I may  judge  from  the  number 
that  come  to  me.  There  are  2 types,  the  peri- 
pheral, or  neuritie,  and  the  central.  The  latter 


and  more  serious  type  is  less  frequently  seen ; 
a fortunate  fact,  for  it  is  less  amenable  to 
treatment.  The  neuritie  form  is  usually  due 
to  a focal  infection.  The  paralysis  comes  on 
without  warning  and  is  apparently  due  to  an 
exposure  to  a draft,  such  as  is  caused  from 
an  open  window.  This  is  really  only  a con- 
tributing cause,  as  the  infective  inflammation 
has  been  ready  to  respond  to  some  slight  con- 
dition, a “last  straw”,  which  precipitates  the 
paralysis.  The  first  step  in  treament  is  removal 
of  the  infection  and  then  institution  of  the 
therapy.  The  earlier  the  electric  treatment  is 
applied  the  more  quickly  will  the  result  be  at- 
tained. This  is  entirely  opposed  to  the  general 
neurologic  teaching,  but  experience  from  a 
large  number  of  successful  cases  makes  this 
statement  trustworthy.  There  is  no  difference 
in  the  pathology  of  the  nerve  inflammation 
over  that  of  other  parts  of  the  body,  therefore, 
why  should  there  be  any  difference  in  the 
therapy?  The  inflammatory  exudate  is  poured 
out  just  the  same,  and  its  pressure  effects  upon 
the  neurones  are  just  the  same,  cutting  off  cell 
activity;  therefore,  this  must  be  removed, 
and  the  sooner  the  better.  If  the  case  is  seen 
within  24  hours  after  inception  of  the  paralysis, 
2 or  3 treatments  will,  usually  suffice,  but  if 
later  than  that  time,  the  number  of  treatments 
will  be  proportionately  greater,  and  the  longer 
the  case  goes  the  more  organized  will  the  in- 
filtrate become  and  the  greater  the  difficulties 
encountered.  Usually  this  neglect  is  due  to 
bad  advice  from  the  consultant ; therefore,  I 
ask  you  to  consider  this  from  the  patient’s 
standpoint  and  give  him  the  benefit  of  early 
treatment. 

Treatment  starts  with  heat,  and  this  is  usu- 
ally applied  in  the  early  cases  by  use  of  the 
high  candle-power  therapeutic  lamp,  the  time 
being  determined  by  the  induced  hyperemia. 
In  the  delayed  cases,  diathermy  is  a better 
method  of  securing  this  hyperemia.  The  next 
step  is  use  of  the  static  wave  current,  applied 
by  a shaped  metal  electrode  fitted  front  and 
back  of  the  ear  to  cover  the  nerve  distribution. 
The  usual  site  of  the  exudate  is  at  the  foramen 
where  the  nerve  makes  its  exit.  The  wave 
current  breaks  up  the  exudate  and  promotes 
its  absorption.  After  static  wave  treatment 
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we  follow  with  the  slow  surging  sinusoidal 
current,  of'  the  constant-current  type  and  bet- 
ter known  as  the  galvanic ; this  is  for  restora- 
tion of  nerve  tone.  This  is  applied  by  the 
use  of  a larger  dispersing  pad  applied  to  the 
occiput,  with  the  smaller  active  pad  placed  over 
the  areas  of  nerve  distribution,  each  area  re- 
ceiving from  10  to  15  minutes  of  treatment. 
The  dosage  should  be  small  so  that  the  nerves 
will  not  be  overstimulated.  In  the  very  early 
cases  the  heat  and  static  wave  will  be  all  that 
will  be  required. 

Hemiplegia. — This  is  a common  form  of 
paralysis  and  is  not  a type  that  is  amenable'  to 
drugs,  as  you  all  know.  The  fact  is,  it  is  not 
easy  to  influence  by  any  form  of  therapy,  yet 
electric  measures  offer  far  better  possibilities 
than  any  other.  Usually,  these  cases  are  left 
untreated  until  degenerative  changes  have  far 
advanced.  Many  cases  suffer  with  painful 
contractures  of  fingers  or  whole  limbs,  when 
left  untreated  for  a considerable  length  of 
time,  and  this  condition  is-  often  very  hard  to 
relieve.  If  this  could  be  realized  by  physicians 
generally,  many  patients  might  be  saved  from 
much  suffering. 

Treatment  is  by  the  use  of  autocondensation, 
for  relief  of  the  hypertension  and  for  its 
eliminative  effects.  The  value  of  this  measure 
can  be  proved  by  use  of  the  laboratory  tests. 
The  metabolic  effects  are  most  pronounced. 

As  the  sinusoidal  current  is  the  one  measure 
for  activating  the  nerve  cells  it  is  generally 
used  in  this  type  of  paralysis,  but  prior  to  its 
application  it  is  always  well  to  have  the  limb 
thoroughly  warmed.  This  warmth  promotes 
the  current  activity  and  less  dosage  is  required 
' for  a given  effect.  A very  far  advanced  case 
will  not  respond  at  all  if  the  muscles  are  cold, 
so  this  preliminary  heating  is  essential  and  it 
may  be  preferably  given  by  diathermy.  This 
is  done  by  the  use  of  a metal  electrode  applied 
under  the  shoulder  for  the  arm,  and  under 
the  buttock  for  the  leg,  with  a metal  cuff 
bandaged  at  the  wrist  or  hand  for  the  arm, 
and  at  the  ankle  or  foot  for  the  leg.  A con- 
siderable amperage  is  necessary  because  there 
is  a large  area  to  be  heated. 

Bilious  Attacks  and  Sick  Headaches— These 
generally  go  together  and  may  be  considered 


as  one  condition.  The  usual  prescription  is 
calomel  and  some  saline,  with  directions  to 
come  again  if  no  better.  This  is  palliative 
therapy-  and  does  not  reach  the  cause.  Such 
headaches  do  not  necessarily  suggest  to  the 
busy  doctor  the  need  of  a careful  examination, 
and  many  cases  go  on  for  years  without  proper 
care.  An  examination  with  restricting  clothing 
removed  is  essential.  One  must  be  able  to 
make  the  proper  physical  examination  in  order 
to  find  whether  or  not  the  liver  is  actually  the 
cause.  In  many  cases  it  is  easy  to  determine  this 
by  palpation,  but  when  this  is  impossible  for 
various  reasons,  we  have  recourse  to  the  aid 
of  x-rays.  In  cases  of  long  standing,  when 
there  is  no  undue  colonic  ballooning  to  prevent, 
we  can  outline  the  liver  very  easily  and  make 
our  diagnosis  accordingly. 

Let  us  take  a little  time  to  consider  the  liver 
as  a factor-:  It  is  one  of  the  most  important 

organs  in  the  body,  a fact  not  always  realized. 
Not  only  is  it  a bile  manufactury,  but  a store- 
house for  the  sugars  of  the  body.  In  addition 
to  this,  it  is  a chemical  laboratory  of  the  first 
class,  taking  care  of  the  toxins,  converting 
the  results  of  digestion  into  the  various  uses 
of  metabolism,  a function  of  greatest  import- 
ance. Lying  as  it  does  at  the  portal  of  the. 
digestive  tract,  it  becomes  engorged  at  each 
food  intake,  and  this  is  purely  a physiologic 
action.  If,  however,  the  patient  indulges  in 
faulty  food  combinations,  so  that  he  suffers 
from  digestive  troubles,  the  physiologic  con- 
dition gradually  becomes  pathologic,  as  the 
engorgement  is  not  relievd  after  each  meal 
but  continues  without  interruption  until  swel- 
ling of  the  liver  becomes  greater.  With  this, 
the  functioning  becomes  less  active  and  the 
eliminating  factors  are  lessened  until  we  have 
the  toxic  symptoms -known  as  biliousness.  The 
liver  happily  does  relieve  itself  from  time 
to  time  and  these  are  sometimes  called  “liver 
explosions”,  and  these  become  more  and  more 
severe  as  time  gos  on.  The  blood  stream  being 
surcharged  with  these  toxins,  it  is  only  natural 
that  the  brain  should  suffer  and  we  have  the 
headaches  so  hard  to  endure. 

Treatment  naturally  starts  with  such  dietary 
and  other  regulations  as  help  toward  preven- 
tion, without  which  little  advance  could  be 
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made  no  matter  what  form  of  therapy  is  used. 
The  main  method  of  attack  of  this  liver  en- 
largement is  by  the  use  of  diathermy;  which 
must  be  given  in  large  dosage,  with  ljirge 
electrodes,  and  for  long  seances,  if  one  ex- 
pects to  get  results.  By  large,  I mean  such 
dosage  as  will  be  tolerated  by  the  skin  with 
electrodes  of  sufficient  size  to  cover  the  whole 
liver  area,  and  given  for  never  less  than  half 
an  hour,  and  preferably  for  longer  periods  of 
time.  The  effect  is  to  unload  the  circulatory 
stasis  and  produce  a diminution  of  liver  size. 
This  change  is  gradual,  of  course,  but  by  per- 
sistent treatment  the  ultimate  result  will  be  a 
complete  reduction  in  size  and  restoration  of 
function,  relieving  the  headaches  and  other 
symptoms  completely.  Following  the  first 
treatment,  it  is  good  therapy  to  prescribe  a dose 
of  castor  oil,  as  the  unloading  of  toxins  is  so 
great  that  there  is  a tendency  to  a severe  head- 
ache within  the  next  24  hours  from  re-absorp- 
tion unless  this  practice  is  carried  out.  This 
dose  of  oil  may  have  to  be  repeated  every  4 
or  5 days  during  the  early  part  of  the  treat- 
ments, as  the  toxins  are  being  eliminated  ac- 
tively during  these  early  days,  and  later  about 
once  in  every  week  or  two.  Following  the 
diathermy,  we  may  elect  to  use  static  wave 
current  over  the  liver  area . for  its  active  ef- 
fect upon  elimination,  but  this  is  not  always 
necessary.  It  is  always  good  practice  to  check 
up  results  by  use  of  the  laboratory.  Such  tests, 
together  with  regular  physical  examinations, 
will  keep  one  in  touch  with  progress  and  make 
it  possible  to  give  a fairly  correct  prognosis. 

Neuritis. — Without  some  reference  to  this 
prevalent  condition,  a paper  such  as  this  would 
be  incomplete.  We  find  a large  percentage  of 
our  patients  complaining  of  painful  conditions 
of  various  parts  of  their  bodies,  and  while  all 
such  conditions  are  not  true  neuritis,  many  are, 
and  it  is  well  to  be  able  to  differentiate.  We 
have  myositis,  bursitis,  perineuritis,  as'  well 
as  neuritis,  all  giving  symptoms  that  cause  one 
considerable  mental  effort  to  make  a diagnosis, 
Of  course  in  bursitis,  the  x-rays  will  clear  up 
the  diagnosis,  but  in  the  others  we  cannot  de- 
pend upon  this.  There  is  one  fairly  infallible 
test  and  that  is  by  use  of  the  static  wave  cur- 
rent. A nerve  or  muscle  that  is  absolutely  well,' 


that  is,  having  no  inflammatory  involvement, 
will  not  respond  painfully  to  this  current,  no 
matter  how  strong  it  may  be,  but  if  there  is 
or  has  been  such  an  inflammation,  the  response 
is  painful,  and  the  degree  of  pain  corresponds 
to  the  involvement.  Now,  since  you  do  not 
all  have  access  to  static  machine,  you  cannot 
so  easily  decide  the  question,  and  I know  of 
no  other  test  that  will  replace  it.  The  only 
thing  to  do  when  you  are  undecided  is  to  get 
in  touch  with  some  one  who  has  a static  ma- 
chine and  who  knows  how  to  use  it.  It  has 
been  the  habit  of  recent  years  to  call  all  pains 
that  involve  either  the  arm  or  leg  “neuritis”. 
Many  are  what  we  call  perineuritis,  a super- 
ficial inflammatory  involvement  of  the  sheath 
of  the  nerve  and  not  of  the  neurons.  The 
exudate  making  pressure  causes  the  pain,  and 
while  the  involvement  is  superficial  it  does 
in  time  become  a deeper  one  if  not  allayed, 
so  that  we  then  have  true  neuritis. 

The  treatment  is  largely  static  current  ap- 
plication, as  this  offers  the  best  results  through 
its  ■ mechanical  action  upon  the  inflammation ; 
in  addition  to  which  we  have  the  cell  gymnas- 
tics for  restoration  of  nerve  tone.  I will  not 
go  into  details  here,  but  suffice  it  to  say  that  all 
cases  should  respond  either  promptly  or  at  a 
time  proportionate  to  the  length  of  involve- 
ment. We  always  expect  100%  of  good  re- 
sults. In  lieu  of  the  static  current,  diathermy 
may  be  used  and  in  some  cases  it  does  well  by 
its  hyperemia  induction.  Some  cases  react 
favorably  to  the  use  of  the  nonvacuum  tube, 
these  being  of  the  perineuritic  type.  This 
tube  is  infinitely  superior  to  the  vacuum  tube 
from  every  standpoint. 

The  bursitis  conditions  which  may  simulate 
neuritis  or  be  an  added  involvement,  will  suc- 
cumb to  diathermy.  The  deposits  will  be  dis- 
solved by  this  and  the  static  current  will  take 
care  of  the  pain. 

The  treatment  outlined  is  applicable  to 
neuritis  in  any  part  of  the  body,  each  area 
having  its  own  particular  adaptation  of  this. 
Before  concluding  this  brief  statement  con- 
cerning neuritis,  let  me  offer  a word  of  warn- 
ing in  reference  to  splinting  for  this  painful 
condition.  M,any  physicians  advise  using 
splints  to  hold  the  muscles  at  rest,  since  this  is 


448 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Sept.,  1926 


usually  indicated  in  the  treatment  of  inflamma- 
tions. The  theory  is  correct  but  the  practice 
is  wrong  in  the  average  case.  Atrophy  is  one 
of  the  possibilities,  and  temporary  ankylosis 
is  another.  I have  seen  very  bad  results  from 
plaster  casts  worn  for  several  weeks  in  the 
treatment  of  sciatic  neuritis,  and  even  the 
carrying  of  the  arm  in  a sling  has  been  a dis- 
advantage in  some  cases  that  have  been  re- 
ferred to  me.  A certain  amount  of  motion  will 
keep  up  the  muscular  tone  but  caution  must 
be  advised  as  to  how  much  is  allowed. 

This  is  a very  incomplete  recital  of  some  of 
the  problems  that  come  within  the  province 
of  the  general  practitioner  in  his  daily  prac- 
tice, and  while  it  is  lacking  in  many  details, 
I trust  that  it  will  be  of  some  service  to  you 
and  arouse  added  interest  in  your  minds  for 
this  form  of  therapy.  If  I am  any  sort  of  a 
prophet,  I will  state  that  in  my  humble  opinion, 
within  a very  few  years,  the  physician  who  is 
hoping  to  he  in  the  vanguard  of  therapeutics 
must  either  be  equipped  for  this  work  or  have 
a working  knowledge  of  it  so  that  he  can  ad- 
vise his  patients  intelligently.  Another  essen- 
tial matter  is  that  physicians  who  desire  to 
. carry  on  in  this  line  of  work  shall  not  accept 
teaching  from  the  selling  agents,  but  get  their 
education  in  physiotherapeutic  details  from 
experienced  physicians  just  as  they  would 
were  they  planning  to  take  any  other  post- 
graduate work.  At  present  writing,  there  is 
too  much  dependence  placed  upon  the  agent’s 
judgment  in  therapy,  a condition  that  would 
not  apply  in  any  other  type  of  therapy. 


REPORT  OF  SEVEN  CASES  OF  ACUTE 
APPENDICITIS,  OCCURRING  IN 
CHILDREN,  AND  TERMI- 
NATING FATALLY. 

F.  William  Shafer,  M.D., 

Camden,  New  Jersey. 

D.uring  this  year  we  have  had  7 cases  of 
acute  appendicitis,  in  the  children’s  ward,  which 
have  ended  fatally.  No  disease  has  been  more 
thoroughly  analyzed,  during  recent  years,  than 
appendicitis.  Since  Dr.  Reginald  Fitz,  of  Bos- 


ton, in  1886,  ascribed  the  appendix  as  the 
cause  of  most  inflammations  in  the  right  iliac 
fossa,  and  introduced  the  term  appendicitis,  its 
diagnosis,  symptomatology,  pathology  and 
treatment  have  been  widely  broadcast.  Surgical 
pediatrics  has  not  advanced  with  the  rapid 
strides  seen  in  medical  pediatrics ; indeed  it 
has  not  kept  abreast  with  the  other  departments 
of  practice.  Especially  is  this  true  in  relation 
to  appendicitis. 

Case  1 — N.  L.,  female,  aged  10,  was  ad- 
mitted February  11,  at  11:25  a.  m.,  with  his- 
tory of  nausea  and  vomiting,  abdominal  pain, 
fever  and  restlessness.  Had  been  sick  3 days 
with  vomiting,  followed  by  generalized  abdom- 
inal pain.  Unable  to  take  food.  No  history 
of  previous  attack.  She  was  fairly  well  nour- 
ished, pale-faced,  white  child,  slightly  cyanotic, 
quiet  and  appeared  very  ill.  Eyes  sunken, 
surrounded  by  a dark  circle.  Respiratory  rate 
rapid,  labored,  and  entirely  thoracic.  Expan- 
sion equal ; good  resonance  throughout.  No 
rales.  Heart  rapid,  rhythm  good ; border  en- 
larged to  the- left;  no  shock  or  palpable  thrill. 
Abdomen  scaphoid ; right  rectus  tense  and 
prominent ; skin  dry,  smooth,  no  rash ; no 
masses.  Liver  and.  spleen  palpable.  Tem- 
perature 104°;  pulse  140;  respiration  136. 
Diagnosis : A very  acute  appendicitis ; question 
of  perforation  to  he  considered.  Operation: 
At  12:45  p.  m.  (1  hour  and  a half  after  ad- 
mission. Chloroform  anesthesia.  Duration  18 
minutes.  Right  semilunar  incision.  Fecal  ma- 
terial free  in  the  abdominal  cavity.  Perforation 
about  midway  of  appendix  ‘half-inch  in  di- 
ameter through  which  discharge  was  flowing. 
No  attempt  at  walling  off.  Rubber  tube  drain 
in  pelvis.  Laboratory  report.  Diagnosis,  acute 
suppurative  appendicitis.  Appendix  swollen, 
purulent.  All  coats  infiltrated  by  numerous 
pus  cells ; marked  edema  and  early  necrosis  of 
the  mucosa.  Child  ceased  to  breathe  at  8 :45 

p.  m.' 

Case  2 — B.  S.,  female,  age  10,  admitted 
February  26,  at  12 :45  p.  m.,  with  pain  in 
lower  abdomen,  both  sides,  nausea,  vomiting 
and  high  fever.  History  of  attack:  Began  6 
days  ago  with  sore  throat.  Severe  abdominal 
pain  and  tenderness.  Yesterday  had  frequency 
20  to  30  drops.  Has  not  voided  today.  Cathe- 
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terized  and  recovered  6 drops.  Has  a constant 
desire  to  void.  Face  thin;  worn-out  ex- 
pression ; looks  very  sick.  Mouth  and  tongue 
coated,  dry ; tonsils  enlarged,  inflamed  and 
looked  infected.  Many  anterior  and  posterior 
palpable  lymph-glands.  Chest  expansion  equal, 
respirations  rapid  (30).  Heart  sounds  clear, 
regular  and  rapid.  Abdomen : Slightly  dis- 
tended ; large  mass  felt  in  lower  abdomen, 
more  pronounced  toward  the  left  side.  Tem- 
perature 103  , pulse  100.  White  count  23,550; 
hemoglobin  70%.  Urine  negative  for  albumen 
and  sugar,  few  red  and  white  cells.  Impres- 
sion : Appendiceal  abscess.  Operation : At 
5:30  p.  m.  (5  hours  after  admission)  ; nitrous 
oxide  and  ether  anesthesia : Duration  38  min- 
utes. Straight  incision.  Appendiceal  abscess 
found  in  left  pelvis,  extending  left  to  sigmoid 
and  left  adnexa,  above  to  small  intestines, 
limited  to  the  right  by  the  omentum.  The  ap- 
pendix was  easily  removed.  Four  cigarette 
drains  placed.  Laboratory  report : Gangrenous 
appendix  covered  with  pus  cells.  Concretion 
in  the  lumen.  After  operation  the  patient 
gradually  became  worse,  and  died  at  2.10  a.  m. 
the  following  morning. 

Case  3 — B.  J.  R.,  female,  2 years  of  age, 
was  admitted  February  28,  at  9:15  a.  m.,  with 
history  of  frequent  vomiting  and  pain  in  right 
lower  abdomen.  Slight  fever.  The  trouble 
began  yesterday  morning  with  abdominal  pain. 
Bowels  moved  with  a physic.  Has  had  a slight 
cold  .and  cough  for  1 week.  Breath  sounds 
were  somewhat  roughened  at  left  lower  lobe 
posteriorly ; occasional  bronchial  rales  heard. 
Abdomen : Both  recti  fairly  rigid ; tender  over 
entire  abdomen  ; some  distension.  X-ray  re- 
port: No  pathology  noted  in  chest.  Urinalysis 
negative.  White  count  34,700.  Impression : 
Acute  appendicitis ; probably  perforated,  with 
peritonitis.  Operation  at  1 p.  m.  (4  hours  af- 
ter admission).  Chloroform  anesthesia.  Dura- 
tion 15  minutes.  Davis  incision.  On  entering- 
abdomen  considerable  amount  of  pus  found,  no 
attempt  at  walling  off.  Appendix  was  found 
well  toward  midline.  Many  large  lymph  glands 
size  of  almond  found  in  the  mesentery  of 
small  bowel.  Appendectomy.  One  rubber 
tube  in  pelvis.  Laboratory  report : Appendix 
swollen,  covered  by  flakes  of  pus,  necrosis  of 


mucosa  and  submucosa,  marked  edema,  puru- 
lent infiltration  of  all  walls.  After  operation 
the  condition  seemed  better  for  a few  hours, 
then  became  worse.  Both  lungs  became  filled 
with  mucous  rales.  Ceased  to  breathe  10:15 
p.  m.  same  day. 

Case  4 — I.  M.,  male,  colored,  aged  7,  was 
admitted  March  26,  11.10  a.  m.,  with  pains 
in  right  lower  abdomen,  frequent  vomiting, 
fever  and  diarrhea.  Illness  began  4 days  ago, 
with  sudden  sharp  pain  in  the  umbilical  re- 
gion ; nauseated ; constipated  until  mother  gave 
pill,  since  then  bowels  became  loose  with  in- 
voluntary movements.  No  history  of  previous 
attack.  Heart  and  lungs  negative.  Abdomen 
distended  and  with  marked  tenderness.  White 
cells  17,800;  temperature  104°;  pulse  140; 
respiration  52.  Impression : Acute  appendi- 
citis; perforation,  with  general  peritonitis. 
Operation  at  12:45  p.  m.  (l)/2  hours  after 
admission).  Chloroform  anesthesia.  Dura- 
tion not  noted.  Semilunar  incision.  Free  pus 
in  the  peritoneal  cavity,  not  walled  off.  Ap- 
pendix very  acutely  inflamed,  swollen,  covered 
with  flakes  of  lymph.  Lymph  also  on  ascend- 
ing colon,  cecum,  and  small  intestine.  Ap- 
pendectomy. One  drain  in  pelvis,  1 near 
stump  of  appendix.  Laboratory  report : Diag- 
nosis. .Acute  suppurative  appendicitis.  Ceased 
to  breathe  at  7 :45  p.  m.  same  date. 

Case  5 — P.  M.,  female,  aged  6,  admitted 
April  19,  at  2 :20  p.  m.,  with  pain  in  the  epi- 
gastrium. Headache  and  emesis  for  2 days. 
Yesterday  morning  at  2 o’clock  awakened  with 
severe  pain  in  upper  abdomen.  Diarrhea.  Well 
nourished  toxic-looking  girl.  Abdomen  tender 
and  rigid  over  whole  area,  most  marked  in  right 
lower  quadrant.  No  masses.  Urine  1012;  heavy 
trace  of  albumen ; sugar  absent.  White  count 
before  admission,  23,100;  after,  22,700.  Tem- 
perature 105° ; pulse  132  ; respiration  36.  X-ray 
report : Chest  is  negative.  Impression  : Acute 
appendicitis  with  general  peritonitis.  Opera- 
tion at  5:15  p.  m.  (3  hours  after  admission) 
by  Dr.  Mecray.  Chloroform  anesthesia.  Dura- 
tion 16  minutes.  Semilunar  incision.  Abdo- 
men filled  with  cloudy  serum.  Appendix 
swollen.  Appendectomy.  One  rubber  tube 
in  pelvis.  Laboratory  report : Culture  showed 
hemolytic  streptococci.  A corroded  pin  was 
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found  embedded  within  the  walls  of  the  ap- 
pendix. Progress : The  patient  was  a poor 
operative  risk,  but  stood  anesthetic  fairly  well. 
Slept  some  during  the  night.  Condition  be- 
came worse  and  ceased  to  breathe  at  1 1 a.  m. 
next  morning. 

Case  6-^-C.  S.,  female,  aged  7,  admitted 
April  19,  2 p.  m.,  with  pain  and  tenderness  in 
lower  right  abdomen,  nausea,  vomiting  and 
fever.  Five  days  ago  began  to  have  pain  in 
abdomen ; slight  sore  throat  for  2 days.  Con- 
stipated ; mother  gave  child  physic  and  she 
then  had  frequent  bowel  movements.  Fever 
continued.  Throat  got  better,  but  pain  in 
abdomen  became  worse,  with  vomiting.  Heart 
and  lungs  negative.  White  count  38,400 ; 
tempei-ature  103.4°;  pulse  120;  respirations  36. 
Impression : Acute  appendicitis  with  general 
peritonitis.  Operation  at  5:15  p.  m.  (3  hours 
following  admission).  Chloroform  anesthesia; 
duration  20  minutes.  Davis  incision.  Appen- 
dix removed.  Largie  and  small  bowel  in- 
flamed. Considerable  amount  of  cloudy, 
greasy  fluid  free  in  the  abdominal  cavity.  One 
rubber  tube  in  pelvis.  Laboratory  report : 
Pure  culture  of  hemolytic  streptococci.  Diag- 
nosis of  chronic  interstitial  appendicitis ; acute 
suppurative  appendicitis.  Appendix  swollen. 
The  peritoneal  coat  roughened.  Microscopi- 
cally, appendix  showed  marked  edema  and  in- 
filtration by  pus  cells  involving  especially  the 
peritoneal  coat.  In  addition,  there  was  a 
chronic  interstitial  and  chronic  catarrhal  in- 
flammation. After  operation  patient  gradu- 
ally became  worse,  more  restless  and  delirious. 
Ceased  to  breathe  at  5:10  a.  m.  next  morning. 

Case .7 — R.  H.,  female  child  2)4  years  old, 
admitted  . May  3,  12  o’clock  noon  with  pain  in 
abdomen,  nausea,  vomiting  and  fever.  Began 
2 days  ago  with  abdominal  pain.  No  fre- 
quency. Bowels  moved  this  morning.  Very 
sick,  restless,  face  flushed,  respirations  rapid, 
pulse  rapid  and  weak.  Abdomen : Markedly 
distended  and  tense.  Tympanites  and  rigidity. 
Urine  1030;  trace  of  albumen,  no  casts.  White 
count  20,800.  X-ray  report:  Chest  shows  no 
definite  pathology.  Colon  much  distended 


with  gas.  Impression:  Acute  peritonitis;  too 
ill  to  operate.  Ceased  to  breathe  at  8:15  p.  m. 
next  day.  Autopsy  findings : Plastic  lymph 

on  large  and  small  bowels  and  bladder,  free 
pus  in  the  peritoneal  cavity.  Appendix  acutely 
inflamed,  covered  with  lymph.  No  attempt  at 
walling  off.  Diagnosis : Acute  diffuse  sup- 
purative peritonitis.  Acute  suppurative  ap- 
pendicitis. 

All  these  cases  were  brought  to  operation 
at  too  late  a period.  All  died  of  general  peri- 
tonitis, secondary  to  acute  appendicitis,  except 
case  No.  3 which  probably  died  from  edema 
of  lungs. 

All  were  operated  on  promptly  on  admission 
to  the  hospital,  except  the  last  case  which  was 
not  operated  on  because  of  the  grave  condition 
of  the  child.  All  the  cases  showed  a devia- 
tion of  the  appendix  from  the  fixed  position 
so  frequently  seen  in  the  adult ; the  position 
being  usually  higher  and  internal  to  the  so- 
called  McBurney’s  point,  due  to  not  having 
completed  the  usual  change  of  position  to  the 
right  and  downward.  All  these  cases  failed 
to  be  walled  off,  except  case  No.  2 which  had 
been  sick  6 days,  because  of  this  variation  and 
because  the  omentum  was  too  short,  small,  and 
thin  to  wrap  around  the  focus.  All  the  pa- 
tients over  6 years  of  age  gave  the  history  of 
early  pain  at  the  umbilical  region,  due  to  the 
superior  mesenteric  plexus  of  Meissner  and 
Auerbach. 

Appendicitis  in  young  childreu  is  a different 
condition  from  appendicitis  in  adolescence  and 
in  adults.  It  is  not  rare  in  childhood.  Al- 
though the  greater  liability  of  the  male  sex  to 
appendicitis  is  as  conspicuous  in  children  as 
in  later  life,  the  proportion  being  2 to  1,  the 
prognosis  in  girls  is  distinctly  more  uncertain 
than  in  boys.  Therefore,  the  statistics  rela- 
tive to  the  mortality  rate  of  appendicitis  in  the 
young  are  of  no  value. 

The  different  pathologic  types  of  the  dis- 
ease— catarrhal,  suppurative,  and  gangrenous 
— can  not  always  be  differentiated  clinically; 
they  are  so  often  atypical. 


Sept.,  1926 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


451 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

Office  of  Publication:  14  SOUTH  DAY  STREET,  ORANGE,  N.  J. 

Entered  at  the  post  office  at  Orange,  N.  J.,  as  second-class  matter 


PUBLICATION  COMMITTEE: 

CHARLES  D.  BENNETT,  M.D.,  Chairman,  75  0 Broad  Street,  Newark,  N.  J. 

EDITOR: 

HENRY  O.  REIK,  M.D.,  F.A.C.S.,  Apartment  22  Grammercy  Court,  Atlantic  City,  N.  J. 

Each  member  of  the  State  Society  is  entitled  to  receive  a copy  of  the  Journal  every  month.  Any  member  failing  to 
receive  the  paper  will  confer  a favor  by  notifying  the  Chairman  of  the  Publication  Committee  of  the  fact. 

NOTE. — The  transaction  of  business  will  be  expedited,  and  prompt  attention  secured  if,— 

All  papers,  news  items,  reports  for  publication  and  any  matters  of  medical  or  scientific  interest,  are  sent  direct  to 
The  Editor,  Atlantic  City,  N.  J. 

All  communications  relating  to  reprints,  subscriptions,  extra  copies  of  the  Journal,  books  for  review,  advertisements, 
or  any  matter  pertaining  to  the  business  management  of  the  Journal  are  sent  direct  to  The  Chairman  of  the  Publication 
Committee,  (address  above!,  Newark,  N.  J. 


WORK  OF  THE  SOCIETY. 

Those  members  who  did  not,  or  could  not, 
avail  themselves  of  the  privilege  of  attending 
the  Annual  Convention  of  the  State  Society 
at  Atlantic  City  should  read  carefully  the  de- 
tailed “Transactions”  issued  as  a supplement 
to  the  August  Journal. 

It  is  impossible  to  present  a satisfactory 
monthly  statement  of  the  work  being  done 
throughout  the  year  by  your  officers  and  com- 
mittees, and  this  annual  presentation  of  de- 
tailed reports  of  their  activities  is  about  the 
•only  way  in  which  you  can  be  properly  ap- 
prised of  the  character  and  vast  amount  of 
work  being  carried  on  by  the  Society.  Each 
of  you  owes  it  to  himself  to  become  familiar 
with  every  phase  of  the  Society’s  undertakings, 
and  in  these  committee  reports  you  will  find 
complete  explanations  of  what  has  been  ac- 
complished and  is  being  planned  for  the  future. 
There  are  very  few  state  medical  societies  as 
progressive  as  this  one  of  yours ; very  few  with 
as  good  a record  for  past  achievements  and 
very  few  as  actively  engaged  today  in  dealing 
with  economic  and  social  problems  having  a 
medical  bearing.  Familiarize  yourselves  with 
this  work  so  that  you  may  fully  understand 
and  thoroughly  codperate  with  the  efforts  of 
your  associates  in  the  organization. 

In  this  connection,  and  showing  that  our 
work  is  extending  beyond  the  geographic 
bounds  of  the  state,  we  might  call  your  atten- 
tion to  the  summarized  report  of  the  third 
Tristate  Medical  Conference  recently  held  in 
Philadelphia,  which  is  published  in  this  num- 
ber of  the  Journal.  As  evidenced  in  the  pre- 
ceding conferences,  the  fact  is  further  illu- 
strated here  that  unity  of  action  in  medicole- 


gal matters  by  the  states  of  New  York,  Penn- 
sylvania and  New  Jersey  is  very  much  to  be 
desired  and  the  efforts  being  made  to  bring 
about  concerted  and  harmonious  action  over 
this  territory  should  be  encouraged.  The  re- 
sults of  these  conferences  to  date  have  been 
beneficial  beyond  expectations  and  there  is  now 
an  apparent  promise  that  the  continuance  of 
such  efforts  will  bring  about  an  adjunct  or- 
ganization of  considerable  importance  to  each 
of  these  state  societies. 


CONTROL  OF  RABIES. 

That  rabies  is  becoming  a real  menace  in 
this  state  is  evidenced  by  the  increasing  fre- 
quency of  newspaper  items  from  various  dis- 
tricts relating  its  occurrence,  and  now  even 
more  forcibly  by  the  statistics  furnished  by  the 
State  Health  Director  for  this  issue  of  the 
Journal.  It  is  a sad  commentary  on  the  in- 
telligence of  any  community  that  it  permits 
the  continued  existence  of  a disease  that  might 
so  readily  be  banished. 

It  has  been  proved  in  some  sections  of  this 
state,  as  well  as  in  many  other  places,  that 
vaccination  of  dogs  renders  the  animals  im- 
mune to  the  disease  and  thus  accomplishes  2 
most  excellent  objects:  By  rendering  the 

animal  immune,  the  possibility  of  spreading 
the  disease  is  removed ; the  dog  being  usually 
the  transfer  agent  by  which  the  affection  is 
transmitted  from  a rabid  animal  to  the  human. 
Knowledge  of  this  fact  is  not  held  solely  by 
laboratory  scientists,  nor  even  exclusively  by 
members  of  the  medical  profession ; it  is  in 
the  possession  of  all  reasonably  well  educated 
persons  and  has  been  made  available  to  all 
reading  people.  And  yet,  there  is  little  public 
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interest  in  application  of  this  special  know- 
ledge, or  worse  still,  there  is  actual  opposition 
from  supposedly  intelligent  individuals. 

The  State  Department  of  Health  had  in- 
troduced into  the  last  General  Assembly  an 
Act  providing  for  compulsory  vaccination  of 
all  dogs.  The  Committee  on  Public  Health, 
of  the  House  of  Assembly,  reported  favorably 
upon  this  proposed  legislation,  but,  when  the 
Act  came  up  for  consideration  and  vote  of  the 
“representatives  of  the  people",  these  “grave 
and  reverend  seigneurs”  indulged  in  clownish 
revelry  that  would  have  been  discreditable  to 
any  organization  above  the  grade  of  hoodlums. 
Other  attempts  were  made,  at  later  sessions, 
to  secure  serious  consideration  of  the  proposed 
law,  but  without  success;  though  one  member 
related  a sad  personal  experience  with  rabies — 
his  wife  and  child  having  been  bitten  by  a mad 
dog- — the  majority  of  his  colleagues  could  not 
he  moved  to  sufficient  interest  to  even  discuss 
the  problem.  There  were  present,  on  the 
floor  and  in  the  lobby,  some  active  opponents 
of  the  Act — some  self-styled  “dog  lovers”. 

On  what  basis  do  these  deluded  folk  decide 
that  they,  and  they  only,  are  fond  of  dogs? 
Who  truly  loves  animals  best,  the  man  who 
protects  them  against  contraction  of  disease,  or 
the  man  who  insists  on  their  running  all  the 
risks  of  contamination  and  refuse  them  the 
right  to  protection  from  disease  that  is  known 
to  be  prevalent  in  the  community?  A certain 
percentage  of  all  dogs  that  run  at  large,  with- 
out protective  immunization,  will  inevitably 
become  infected.  Then  what  happens?  Even 
though  the  dog  may  not  bite  a person,  the  mere 
fact  that  it  shows  evidence  of  being  “mad  ’ 
usually  leads  to  the  innocently  sick  animal 
being  shot  or  pitilessly  stoned  to  death.  \\  ill 
any  “dog  lover”  dare  to  say  that  such  treat- 
ment of  dogs — allowing  them  all  to  run  the 
risk  of  a preventable  disease  and  then  ruth- 
lessly murdering  those  that  happen  to  become 
sick — is  more  humane,  more  kind  and  con- 
siderate, than  vaccinating  the  dog  to  protect 
its  health?  We  contend  without  fear  of  con- 
tradiction that  the  man  who  looks  after  the 
health  of  his  dog  is  a far  better  “lover”  of 
animals  than  the  one  who  shows  his  love  only 
by  silly  protestations. 

If  those  who  oppose  antirabic  vaccination 


of  dogs  will  not  consider  the  saving  of  human 
life  thereby  to  be  effected,  they  should  at, 
least  ponder  upon  the  protection  such  vacci- 
nation affords  their  dogs. 

GROUP  LIFE  AND  HEALTH 
INSURANCE. 

There  is  a legal  phrase  often  made  part  of 
a contract,  and  which  might  well  apply  to  our 
consideration  of  the  proposition  for  insuring 
the  lives  and  health  of  members  of  the  State 
Medical  Society;  i.  e. : “Time  is  of  the  essence 
of  this  contract”.  As  you  were  informed  in 
the  beginning,  it  is  necessary  to  obtain  the 
signatures  of  75%  of  our  members  before  we 
can  secure  the  advantages  of  these  very  fa- 
vorable offers  of  group  insurance.  It  is  high- 
ly important  that  these  signatures  be  procured 
in  the  very  near  future,  as  neither  the  in- 
surance companies  nor  the  State  Society  com- 
mittee will  want  the  canvassing  to  drag  along 
over  a long  period  of  time. 

The  propositions  presented  at  the  State  So- 
ciety meeting,  and  which  were  endorsed  by 
vote  ‘of  the  House  of  Delegates,  were  pub- 
lished in  the  July  Journal,  page  356;  a reprint 
of  that  special  article  Was  mailed  to  every 
member  of  the  State  Society  by  the  Chairman 
of  the  Special  Insurance  Committee ; it  is 
probable  that  you  have  since  been  approached 
by  that  member  of  the  committee  who  repre- 
sents your  county ; so,  it  may  be  assumed  that 
you  have  had  the  opportunity  to  become  fully 
acquainted  with  these  2 propositions,  the  one 
for  group  life  insurance,  and  the  other  for 
group  accident  and  health  insurance. 

As  we  understand  the  proposition,  any  mem- 
ber of  the  Society  who  is  more  than  25  years 
of  age  can  by  this  plan  secure  insurance  on 
better  terms  than  he  can  possibly  get  by  di- 
rect personal  dealing  with  any  reputable  in- 
surance company.  As  far  less  than  25%  of 
our  members  are  below  that  age,  it  would  seem 
that  there  should  be  no  difficulty  in  obtaining 
the  support  of  more  than  75%  for  putting 
these  plans  into  operation. 

The  important  thing  at  the  moment  is  that 
you  give  this  question  immediate  and  serious 
consideration  and  then,  if  you  approve  the 
plans  and  wish  to  benefit  thereby,  that  you 
adopt  the  slogan  “Do  it  now”. 
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BEST,  George  N.,  one  of  the  most  widely-known  physicians  of  Hunterdon 
County  and  a scientist  of  international  reputation,  died  at  his  home  in  Rosemont, 
N.  J.,  on  June  18,  1926,  after  a long  period  of  suffering.  In  spite  of  great  af- 
fliction he  attended  to  his  practice,  making  his  daily  rounds,  until  the  fourteenth 
of  last  January.  Since  that  time  he  had  been  confined  to  the  house  and  most  of 
the  time  to  his  room.  He  was  in  his  eightieth  year. 

He  is  survived  by  his  wife,  Hannah  W.  Best,  to  whom  he  was  married  in 
1877 ; by  one  brother,  A.  Lincoln  Best,  of  Pittstown,  N.  J. ; by  one  sister,  Mrs. 


Frances  Robinson,  widow  of  the  late  Elijah  Robinson  and  mother  of  Freeholder 
George  N.  Robinson,  and  by  several  nieces. 

Dr.  Best  was  born  at  Round  Valley,  Hunterdon  County,  October  16,  1846. 
His  father,  Cornelius  Best,  was  a farmer,  who  later  removed  to  a farm  above 
Pittstown,  near  King’s  Mills,  where  the  boy  “Newt”  grew  to  manhood,  spending 
his  leisure  hours,  we  are  told,  largely  in  hard  study,  and  taking  his  recreation 
chiefly  in  finding  out  what  the  brooks  and  fields  and  forests  of  the  vicinity  had 
to  teach  him. 
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In  1866-67  he  taught  school  at  Sunnyside,  and  later  in  other  nearby  districts. 
He  entered  Lafayette  College  in  the  class  of  1873,  but  did  not  complete  the  course. 
Leaving  Lafayette,  he  enrolled  in  the  Medical  Department  of  the  University  of 
Pennsylvania,  from  which  he  was  graduated  in  1875,  having  meanwhile  served 
one  year  as  Professor  of  Natural  Sciences  and  Mathematics  in  Rugby  Academy, 
Wilmington,  Del. 

He  began  the  practice  of  medicine  in  Rosemont,  N.  J.,  in  1875,  soon  after  grad- 
uating, “intending  to  stay  there  only  for  a little  while”,  as  he  smilingly  declared  on 
a recent  occasion.  Being  asked  why  he  changed  his  mind,  he  pondered  for  a mo- 
ment and  replied:  “These  people  seemed  to  need  me  and  I liked  them.  By  the  time 
I had  thought  to  be  leaving,  I couldn’t  break  away.  So  here  I am,  after  more  than 
fifty  years.” 

To  the  suggestion  that  he  might  have  had  a much  easier  and  more  lucrative 
practice  in  some  center  of  population  he  replied:  “Yes — maybe  so.  But  I felt 
that  I was  doing  a little  something  worth  while  here,  and  mv  family — his  patients 
were  his  family — appeared  to  think  so  too.  I guess  it  is  just  as  well.” 

Besides  keeping  up  with  progress  in  the  practice,  of  medicine,  Dr.  Best  gave 
much  attention  to  other  scientific  subjects,  especially  to  botany.  He  had  long  been 
recognized  both  in  this  country  and  in  Europe  as  an  authority  on  the  mosses.  He 
was  at  one  time  President  of  the  Sullivant  Moss  Chapter,  the  leading  bryological 
society  in  the  United  States.  He  was  for  many  years  engaged  with  leading  botan- 
ists in  the  preparation  of  the  “Systematic  Botany  of  North  America”. 

Dr.  Best  has  published  “Revision  of  the  North  American  Thuidiums”,  “Re- 
vision of  the  Clapodiums”,  “Revision  of  North  American  Pseudoleskias",  “Re- 
vision of  North  American  Herberelodiums”,  and  papers  on  various  medical  sub- 
jects. 

Among  his  own  people  Dr.  Best  was  known  as  an  old-time  “country  doctor”, 
one  whose  advice  and  judgment  on  matters  in  general  were  always  worthy  of  con- 
sideration ; to  the  scientific  world  he  was  known  as  a painstaking  scientist,  one 
wTiose  decision  in  the  line  of  his  specialty  was  the  ruling  of  a court  of  competent 
jurisdiction.  Mosses  came  to  him  for  identification  from  great  institutions  of 
learning  both  of  this  country  and  of  Europe.  Some  twenty  years  ago  one  speci- 
men that  had  baffled  all  examiners  finally  came  to  Dr.  Best.  He  spent  months  of 
his  leisure  time  laboriously  tracing  out  every  known  species  of  this  and  that  family, 
declaring,  “I  can’t  afford  to  be  wrong”.  After  covering  the  whole  field  of  Mosses 
as  laid  down  by  authorities,  he  reported  that  nothing  like  the  specimen  under  con- 
sideration was  known  to  science.  His  report  was  accepted  as  the  last  word  on  the 
matter.  Some  time  later  the  savants  named  the  specimen  in  honor  of  Dr.  Best. 
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MEDICAL  SURVEY  OF  BERGEN 
COUNTY. 

S.  E.  Armstrong,  M.D., 

Rutherford,  New  Jersey. 

Nature  in  the  distribution  of  her  largess, 
especially  in  handing  out  her  opportunities 
calculated  to  encourage  the  advancement  of 
knowledge  in  medicine,  has  been  rather  un- 
kind to  our  profession  in  Bergen  County. 
Instead  of  giving  us  an  oasis  surrounded  by  a 
desert,  she  has  given  us  at  least  a partial  desert 
surrounded  by  a number  of  oasis.  Because  of 
shipping  and  other  commercial  advantages, 
New  York,  Jersey  City,  and  Newark  have 
grown  to  enormous  proportions,  and  because 
of  water  power  and  other  reasons  of  advan- 
tages of  location,  Paterson  early  became  an 
attraction  to  settlers  of  this  locality,  thus 
leaving  Bergen  County  a territory  occupied 
by  farmers  with  small  villages  springing  up 
here  and  there  without  any  special  interests 
to  give  them  impetus  for  rapid  growth.  Hence, 
in  those  early  times  medical  talent  such  as  it 
was — and  it  was  by  no  means  mediocre^-had, 
comparatively  speaking,  but  little  material  to 
feed  upon.  As  another  reason  for  the  condi- 
tions then  existing,  add  to  this  the  fact  that 
the  people  were  mostly  immigrants  from  Hol- 
land, or  their  direct  descendants,  a people  both 
from  habit  and  necessity  more  interested  in 
clearing  the  land  and  developing  the  soil  than 
in  the  founding  of  schools  and  colleges.  We 
can  readily  understand  that  because  of  these 
influences  working  in  the  formative  stage  of 
a people’s  development,  all  the  sciences,  in- 
cluding medicine,  suffered  from  forced  neg- 
lect. 

Dr.  William  L.  Vroom,  of  Ridgewood,  gives 
me  the  following  information:  “Dr.  Van  Em- 
burg  must  have  practiced  in  and  about  Hack- 
ensack before  1709,  as  a deed  is  filed  that  year 
to  his  widow.  The  next  one  of  whom  any 
account  is  found  is  Dr.  Abraham  Van  Bus- 
kirk,  who  lived  at  Paramus  and  was  surgeon 
in  the  First  Militia  of  Bergen  County,  Febru- 
ary 17,  1776.  In  July  of  that  year  the  Provin- 
cial Congress  ordered  that  the  treasurer  pay  to 
Dr.  Van  Buskirk  and  2 others,  the  sum  of 
335  pounds,  10  shillings,  being  the  amount  due 
on  79  stands  of  arms  at  4 pounds,  10  shillings 
apiece,  but  before  the  year  was  out,  he  had 
gone  over  to  the  British  bag  and  baggage.  He 
was  the  leader  of  many  Tory  raids  in  Bergen 
County.  One  raid  through  Closter  in  1779.” 

“Joseph  Sacket,  Jr.  who  practiced  in  Para- 
mus, was  one  of  the  17  who  signed  the  In- 


struments of  Association  and  Constitution  of 
the  Medical  Society  of  New  Jersey  in  1766.” 

“Dr.  John  T.  De  Mund  was  an  assistant 
surgeon  in  the  58th  Regular  Pennsylvania 
Infantry  in  1863.  He  came  to  Ridgewood  in 
1878  where  he  continued  to  practice  his  pro- 
fession up  to  the  year  1914.” 

“Dr.  John  B.  Parker,  surgeon  of  the  Civil 
War,  came  to  Ridgewood  about  1876.  He 
was  founder  of  City  Point  Hospital,  and  it 
is  related  that  President  Grant  said  to  him : 
‘Dr.  Parker,  if  there  is  any  position  you  wish, 
I would  be  glad  to  make  the  appointment.’  The 
doctor,  in  his  characteristic  way  answered : 
‘Thank  you,  Mr.  President,  I am  a Demo- 
crat.’ ” Dr.  Parker  long  treasured  an  axe  with 
which  President  Lincoln  split  a rail  in  his  tent 
one  night  at  the  earnest  solicitation  of  a com- 
pany of  officers,  just  to  demonstrate  he  had. 
not  lost  his  cunning  in  accomplishing  that  feat.. 

There  were  many  more  very  worthy  physi- 
cians in  Bergen  County  during  the  early  days, 
but  space  does  not  permit  us  to  mention  them 
at  this  time.  The  real  renaissance  in  medical 
progress  and  learning  began  for  Bergen 
County  in  the  year  1888. 

We  quote : “In  the  early  part  of  the  year 
1888  Dr.  David  St.  John,  a prominent  physi- 
cian of  Hackensack,  undertook  the  organiza- 
tion of  a hospital  to  supply  the  local  require- 
ments for  such  an  institution.  His  enthusiasm 
met  with  a ready  response,  resulting  in  a pre- 
liminary  meeting  held  at  the  office  of  William 
M.  Johnson,  April  23,  1888.  May  1.  1888, 
an  orp'anization  was  effected  and  the  Hacken- 
sack Hospital  Association  was  duly  incor- 
porated. A large  plot  of  ground  with  a 10 
room  house  on  it  was  purchased  at  a cost  of 
$4000.  After  remodelling  to  suit  its  new  pur- 
pose. it  was  thrown  open  to  the  public  June  13, 
1888. 

“At  about  the  same  time,  through  the  lead- 
ership of  Mrs.  Shephard  Homans,  Adelaide 
Stirling,  Doctors  J.  A.  Wells,  Edward  Clark 
and  D.  A.  Currie,  a quite  universal  sentiment 
was  created  in  favor  of  the  establishment  of 
a hospital  for  Englewood  and  its  neighboring- 
towns  ; a suitable  site  was  secured  and  a build- 
ing erected  by  May  1,  1890,  at  a total  cost  of 
$4684.63.” 

Thus  the  Hackensack  General  Hospital 
started  on  its  career  with  25  beds,  and  the 
Englewood  General  Hospital  with  approxi- 
mately 20  beds,  each  in  a fair  way  to  give  good 
service,  but  neither  completely  equipped. 

Dr.  Joseph  Morrow,  Superintendent  of  the 
Bergen  County  Hospital,  in  a communication 
to  the  writer  of  this  article  very  aptly  says : 
“For  many  years  the  need  of  a public  hos; 
pital  for  communicable  diseases  was  recog- 
nized by  the  physicians  and  many  of  the  citi- 
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zens  of  Bergen  County!  Public  sentiment, 
crystalized  bv  The  Bergen  County  'Medical 
Society,  caused  the  Board  of  Chosen  Free- 
holders to  adopt  a definite  program  which  re- 
sulted in  the  erection  of  the  original  hospital 
building  in  1914.” 

This  first  unit  of  the  present  elaborate  Ber- 
gen County  Hospital  was  intended  for  the  care 
and  treatment  of  patients  suffering  from  either 
scarlet  fever  or  diphtheria;  nevertheless,  it 
was  called  into  use  during  the  infantile  paraly- 
sis epidemic  of  1916  until  such  time  as  this 
disease  disappeared,  then  it  was  opened  and 
devoted  to  its  original  purpose. 

During  the  3 or  4 years  previous  to  this 
time,  the  Board  of  Freeholders  had  been  mak- 
ing various  efforts  to  secure  a suitable  site 
for  the  establishment  of  a hospital  for  the 
tuberculous,  all  of  which  proved  to  be  abor- 
tive and  some  of  them  expensive,  particularly 
the  one  at  Alpine  on  the  Hudson,  at  which 
place  a large  plot  of  ground  with  house  was 
rented,  and  15  or  20  patients  treated  for  a 
brief  period.  After  having  exhausted  every 
means  to  find  a suitable  location  for  the  es- 
tablishment of  a hospital  for  tuberculosis,  the 
Board  of  Chosen  Freeholders,  guided  by  a 
quite  general  public  sentiment  as  well  as  the 
expressed  opinion  of  the  physicians  of  the 
county,  sought  and  obtained  approval  of 
the  State  Board  of  Health  for  the  erec- 
tion of  the  tuberculosis  unit  on  the  land — 
that  of  the  County  Farm — then  being  partly 
used  for  the  so-called  “Isolation  Hospital” ; 
this  being  the  second  attempt,  the  first  having 
been  denied  by  the  State  Board.  “Following 
this  approval,  the  Board  of  Freeholders,  pur- 
suant to  the  recommendation  of  the  Board 
of  Managers,  immediately  began  the  erection 
of  2 additional  buildings.” 

“In  1920  a sizable  epidemic  of  smallpox” 
demandd  the  erection  of  a unit  for  the  care 
of  patients  afflicted  with  that  malady,  and 
within  2 weeks  a building  was  completed  and 
put  to  use.  Robinson  Crusoe  was  never  more 
completely  isolated,  and  of  course  nothing  like 
as  well  served. 

“Plans  were  then  prepared  for  the  erection 
of  a modern  100-bed  tuberculosis  infirmary, 
and  the  necessary  recommendations  were  made 
to  the  Board  of  Chosen  Freeholders  in  De- 
cember, 1923.  With  a spirit  of  cooperation, 
new  characteristics  with  that  body,  the  Free- 
holders adopted  these  recommendations  and 
decided  to  award  the  contract  for  construction 
of  the  new  infirmary  as  soon  as  the  specifica- 
tions could  be  prepared.” 

Concurrent  with  this  building  operation,  a 
Nurses’  Home  was  constructed,  furnishing  ac- 
commodations for  50  people,  and  also  tem- 


porary quarters  for  the  business  administra- 
tion. 

Thus  has  been  provided  a hospital  for  com- 
municable diseases,  in  all  probability  second  to 
none  in  the  State  of  New  Jersey. 

In  1920,  notwithstanding  that  numerous  ad- 
ditions and  improvements  had  been  made  to 
the  Hackensack  Hospital,  it  was  found  that  its 
capacity  was  greatly  overtaxed,  and  erection 
of  an  entire  new  building  was  decided  upon. 
Accordingly,  steps  were  immediately  taken  to 
finance  the  enterprise  and  subscriptions  to  the 
extent  of  $730,000  were  secured.  When  com- 
pleted and  equipped,  the  new  structure  will 
cost  approximately  $870,000.  A similar  state- 
ment applies  with  equal  force  to  the  Englewood 
Hospital,  except  that  over  $1,000,000  was  ex- 
pended in  the  construction  and  equipment  of 
its  new  building. 

The  Holy  Name  Hospital,  under  the  aus- 
pices of  the  Sisters  of  St.  Joseph’s  of  Peace, 
was  brought  to  its  present  state  of  completion 
and  opened  for  the  reception  of  patients,  Oc- 
tober 4,  1925.  The  institution  is  beautifully 
located  in  Teaneck  on  a 16-acre  plot.  The 
present  building  has  a capacity  of  172  beds, 
and  was  constructed  and  equipped  at  a cost 
of  $750,000.  There  is  in  contemplation  an 
additional  structure  to  house  300  beds,  as  well 
as  a commodious  building  for  the  accommoda- 
tion of  nurses  and  help. 

It  is  to  be  noted  that  Bergen  County,  in  its 
early  days  having  been  a partial  desert  as 
formerly  pointed  out,  and  up  to  1888  a county 
without  a hospital  bed,  now  has  3 general 
hospitals,  with  an  aggregate  bed  capacity  of 
570,  and  1 of  250  beds  devoted  to  the  treat- 
ment of  communicable  diseases ; making  a 
grand  total  of  820  beds  at  the  disposal  of  its 
people,  the  present  value  of  the  entire  prop- 
erties being  approximately  $4,750,000. 

One  wonders  how  so  much  money  could  have 
been  accumulated  for  such  a purpose.  The 
answer  is : A rapidly  increasing  population 
making  the  demand  ' self-evident ; a philan- 
thropic spirit  permeating  the  communities  most 
concerned,  so  that  men  of  large  means  gave 
largely  and  people  of  small  means,  including 
the  women,  being  equally  philanthropic;  today 
all  seem  satisfied,  not  even  the  “poor  tax- 
payer” finding  the  least  fault. 

What  a magnificant  sum  for  charity,  and 
what  an  enormous  responsibility  it  places  on 
the  other  part  of  the  machinery — the  personnel, 
particularly  the  Medical  Profession  ! 

There  are  approximately  150  physicians 
connected  with  these  hospitals  in  one  capacity 
or  another,  who  have,  as  their . working  tools, 
practically  all  of  the  modern  implements,  in- 
cluding x-ray  laboratories  as  well  equipped 
as  those  of  metropolitan  hospitals;  the  Engle- 
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wood  Hospital  has  among  its  diagnostic  ap- 
pliances a cardiograph  “as  good  as  the  best”. 

Those  “sentinels  at  the  gate”,  the  pathologi- 
cal laboratories,  are  first-class  in  equipment 
and  personnel,  and  are  well  supplied  with  ma- 
terial. It  can  be  said  without  hesitancy  that 
the  first  thought  in  all  these  institutions  is  the 
best  interest  of  the  patients ; the  desire  for 
advancement  being  such  that  the  next  thought 
is  the  acquirement  of  knowledge  and  its  dif- 
fusion. Perhaps  it  is  hardly  necessary  to  say 
that  numerous  clinics  are  held  throughout  the 
county,  the  principal  ones  being  those  at  the 
hospitals  by  members  of  the  staff,  and  others 
at  Hackensack,  Englewood,  Cliffside,  Gar- 
field, and  Lodi,  by  Dr.  Morrow  of  the  County 
Hospital,  in  the  interest  of  persons  suspected 
of  being  tuberculous:  at  these  clinics  all  pa- 
tients found  to  have  the  disease  are  referred 
back  to  their  family  physician,  if  they  have  one, 
otherwise  to  a doctor  of  good  reputation,  be- 
fore being  received  at  the  infirmary. 

The  Bergen  County  Medical  Society. 

It  has  always  been  the  policy  of  the  Bergen 
County  Medical  Society  to  be  interested  in 
civic  affairs.  As  an  example : A few  years 
previous  to  1902  a company  was  formed  and 
obtained  control  of  our  natural  water  supply. 
Some  of  our  health  boards  became  interested 
in  the  sanitary  conditions  of  the  water  shed, 
and  doctors  connected  with  them,  on  making 
an  investigation,  found  their  suspicions  justi- 
fied. After  much  discussion  with  the  com- 
pany without  satisfactory  results,  the  matter 
was  taken  up  by  the  society,  and  through  grand 
jury  presentment  the  company  was  induced 
to  install  a filtering  plant  and  make  other  much 
needed  improvements,  so  that  a large  part  of 
the  people  in  the  lower  Hackensack  valley  be- 
came served  in  a very  satisfactory  manner. 

Having  gone  thus  far  in  attempting  to  give 
a description  of  the  hospitals  and  other  things 
pertinent  to  our  subject,  I propose  having  a 
brief  session  with  the  doctors  of  my  acquain- 
tance during  the  past  40  years ; in  doing  this 
I feel  that  I have  always  been  and  am  now 
in  the  camp  of  my  friends,  and  to  love  them 
.all,  one  has  only  to  exercise  a little  charity 
now  and  again.  My  observation  has  been  that 
doctors  are  human.  We  know  that  the  personal 
element  enters  into  the  composition  of  the  mini- 
ster, lawyer,  farmer,  and  the  rest;  why  should 
it  not  enter  into  the  composition  of  the  doc- 
tor? Those  whom  I first  met  in  the  society 
were  the  suave,  alert  St.  John ; Currie,  the 
fighter  for  the  right  as  he  saw  it;  Nier,  Za- 
briskie,  and  Haring,  now  living  and  past  nine- 
ty— all  gentle,  sweet,  and  passive,  and  better 
than  wholesome.  These  men  were  deeply  in- 
terested in  the  Medical  Society,  and  did  much 


for  its  betterment.  They  have  all,  except 
Haring,  gone  to  their  rest. 

The  men  of  a later  date  are  certainly  wor- 
thy and  well  qualified.  If  we  attempt  to  pre- 
sent a list  of  them,  it  would  be  “as  long  as 
your  arm”,  and  even  then  we  would  probably 
be  criticized  for  not  making  another  as  long  as 
your  other  arm;  however  we  may  be  pardoned 
if  for  specific  reasons  we  mention  a few  of 
them. 

No  political  post  of  great  importance  as  far 
as  1 can  learn  has  ever  been  held  by  any  physi- 
cian of  Bergen  County.  Some  years  ago, 
William  E.  Ogden  was  elected  to  the  State 
Assembly ; he  is  now  county  physician.  G. 
Howard  McFadden  held  this  office  at  one 
time,  and  the  writer  of  this  article  succeeded 
him. 

The  following  list  gives  name  and  rank  of 
those  doctors  of  Bergen  County  who  were  in 
the  U.  S.  service  during  the  Spanish-Ameri- 
can  and  World  Wars:  The  late  Charles 

Francis  Adams,  Spanish-American  War  with 
rank  of  Major.  In  the  World  War:  Lieu- 
tenant Colonels:  William  L.  Vroom,  overseas 
in  hospital  service ; J.  M.  Teeter,  assignment 
not  known ; j.  B.  Edwards,  x-ray  work  in  the 
United  States ; J . T.  Wykoff,  assignment  not 
known.  Majors:  M.  J.  Sullivan,  overseas  in 
base  hospital ; Frank  Freeland,  overseas,  regi- 
mental surgeon;  Valentine  Ruch,  in  United 
States  with  ambulance  corps.  Lieutenant: 
William  S.  McDonald,  assignment  not  known. 
Lieutenant-Commander  in  the  Navy:  J.  B. 
Lynn. 

It  will  be  seen  by  the  foregoing  that  our 
County  of  Bergen  stands  in  the  front  respect- 
ing every  fine  human  endeavor,  and  that  it 
will  not  be  many  years  before  it  shall  be  re- 
cognized as  an  integral  part  of  one  of  the 
world’s  greatest  medical  centers — that  of  New 
York. 


Cstfjettcg 


THE  FRUIT  OF  THE  FAMILY  TREE 

(Continued  from  August  Journal.) 

What  Education  Tells. 

“Wooden  legs  are  not  inherited,  but  wooden 
heads  are.”  Up  to  the  present  time  no  incon- 
testable case  of  the  inheritance  of  an  induced 
or  acquired  character  has  ever  come  forward, 
at  least  in  the  higher  plants  and  animals. 
Broadly  speaking,  we  can  say,  with  just  about 
as  much  certainty  as  we  speak  of  gravitation, 
that  what  happens  to  parents  during  their 
lives,  or  what  they  do,  has  no  appreciable  in- 
fluence in  causing  their  children  to  be  born 
either  better  or  worse,  brighter  or  more  stupid, 
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weaker  or  stronger,  wiser  or  more  foolish. 
Biblical  scholars  agree  that  the  quotation  from 
the  Hebrew  prophets  about  the  “sins  of  the 
fathers’’  refers  not  to  heredity  (about  which 
they  knew  nothing)  but  to  the  penalties  of 
criminal  law,  which  punished  not  only  the  man 
who  committed  a crime  but  also  his  children 
and  grandchildren. 


Prenatal  Influences. 

One  instance  where  the  father's  sin  is  visited 
upon  the  children  is  in  the  case  of  syphilis 
which,  however,  is  not  inherited  in  the  true 
sense  of  the  word.’  Although  the  axact  me- 
chanical processes  whereby  a child  is  born  with 
syphilis  are  not  universally  agreed  upon,  the 
weight  of  opinion  leans  toward  the  probability 
that  the  microbe  first  infects  the  mother  and 
passes  from  her  blood  through  the  placenta  to 
the  child.  The  disease  is  thus  transmitted  as 
a congenital  impairment  but  it  is  not  due  to 
defects  in  the  germ-cells  themselves.  Heredi- 
tarially  speaking,  the  sins  of  the  father  are 
visited  upon  the  children  when  the  fathers 
commit  the  one  unpardonable  biologic  sin  of 
marrying  the  sinful.  Not  even  “the  taste  for 
drink”  can  be  laid  to  inheritance,  although 
lack  of  self-control  may  be  inherited  and  fos- 
tered by  wrong  environment. 

As  evidence  that  educating  or  injuring  the 
parents  will  not  improve  or  injure  the  children 
we  have  the  wonderful  discovery,  made  about 
30  years  ago  by  August  Weismann,  that  in 
the  differentiation  of  cells  in  embryonic  life 
the  reproductive  cells,  or  sex-cells,  are  set 
aside  and  take  no  further  part  in  the  life  of 
the  individual.  They  are  isolated  in  appro- 
priate organs  and  remain  unchanged  except 
that  at  maturity  they  increase  enormously  in 
numbers,  and  are  then  handed  on  in  union 
with  the  reproductive  cells  from  some  other 
individual.  Thus  the  germ-cells  are  much  like 
coins  carried  in  one’s  pocket.  No  amount  of 
wishing  or  educating  will  change  the  five-cent- 
piece  to  a dime. 

If  the  foregoing  seems  pessimistic,  the 
reader  is  asked  to  reflect  upon  the  other  side 
of  the  problem.  Suppose  that  the  effects  of 
moral  improvement  and  education  were  trans- 
mitted to  the  germ-cells  and  through  them  to 
children,  then  the  lack  of  education  would  be 
likewise  equally  transmitted.  Parents  of  the 
dark  ages  or  of  pioneer  days,  who  had  no 
chance  to  get  an  education,  would  have  only 
feeble-minded  and  reckless  children.  Ihe 
obvious  truth  is  that  the  work  of  heredity  done 
once  lasts  until  the  stock  commits  the  unfor- 
givable sin  of  marrying  lower  and  meaner 
stock,  but  the  work  of  environment  has  to  be 
done  over  and  over  again  for  each  generation. 


Education  and  environment  are  then  vital  fac- 
tors to  the  extent  that  they  so  largely  deter- 
mine who  shall  marry  whom,  and  thus  what 
characters  of  body  and  mind  are  preserved  in 
the  race. 

The  logical  difficulty  remains  that  unless 
new  characters  appeared  from  some  cause  we 
would  have  no  evolution.  This  can  never  be 
solved  until  someone  proves  beyond  debate 
that  he  has  induced  a new  character  or  has  dis- 
covered how  nature  does  it,  since  it  is  im- 
possible to  prove  a universal  negative.  It  must 
also  be  borne  in  mind  that  many  characters 
which  have  been  thought  to  be  new  have  been 
found  to  be  merely  a reshuffling  of  Mendelian 
factors  already  present  in  the  germ  plasm. 

All  these  considerations  lift  education,  sym- 
pathy, public  health,  charity  and  all  the  meas- 
ures for  human  improvement  into  new  im- 
portance. The  ideals  of  human  excellence 
which  we  teach  our  young  men  and  women  are 
sought  in  their  mates  and  thus  become  the  in- 
destructible inheritance  of  the  race.  The  en- 
vironmental enthusiasts  and  the  hereditarian 
enthusiasts  can  thus  cooperate  in  a great  racial 
program. 

What  Prenatal  Influence  Tells. 

At  this  point  the  reviewer  interrupts  what 
has  been  an  almost  continuous  abstract  of 
Wiggam’s  subject  matter  to  remark  that  the  two 
chapters  under  this  heading  would  probably 
bring  very  little  grist  to  the  mill  of  the  medical 
man.  They  would,  however,  afford  him  no 
end  of  enjoyment  with  their  caustic  and  witty 
refutation  of  certain  literature  and  tenets, 
ancient  and  modern.  The  author  hopes  that 
the  truth  on  this  subject  will  ultimately  reach- 
and  comfort  thousands  of  mothers  who  are 
wrecking  their  nerves  in  fear  of  birthmarks, 
or  breaking  their  hearts  in  the  thought  that 
they,  by  some  neglect,  have  caused  a child  to 
be  born  with  an  imperfect  body  or  mind.  For 
thevhad  no  more  to  do  with  it  than  the  man 
in  the  moon. 

Twins. 

Twins  hold  many  secrets  of  psychology  and 
the  biology  of  heredity.  Scientists  have  been 
looking  into  their  faces  for  ages  trying  to  de- 
cipher these  mysteries.  Some  twins  look  so 
nearly  alike  that  their  own  mothers  cannot 
tell  them  apart.  But  the  interesting  point  is 
that  in  their  mental  and  moral  make-up  and 
in  their  emotional  reactions  under  the  same 
circumstances,  twins  are  as  similar  as  they  are 
in  physical  appearance.  This  is  true  of  what 
are  known  as  “identical”  or  “duplicate”  twins. 
They  are  always  of  the  same  sex  and  are  be- 
lieved to  have  been  born  from  the  same  germ- 
cell. Then  again  there  are  other  twins  (“fra- 
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ternal  twins”)  who  seem  so  dissimilar  that  no 
one  would  suspect  they  were  even  brother  and 
sister.  It  seems  that  in  the  United  States 
about  one  birth  in  90  results  in  twins.  In 
about  2 cases  out  of  5 the  twins  are  of  the 
same  sex,  but  only  in  about  one  case  in  3 
are  they  identical. 

Many  students  believe  that  the  tendency  to 
produce  twins  is  usually  an  inherited  one,  but 
just  precisely  how  tlje  tendency  is  transmitted, 
whether  it  is  a recessive  or  a dominant,  whether 
it  comes  through  the  father  or  mother  or  both, 
has  not  yet  been  worked  out. 

Sir  Francis  Galton,  the  founder  of  the 
science  of  eugenics,  was  the  first  man  to  apply 
careful  methods  to  the  study  of  twins.  He 
collected  the  histories  of  80  pairs.  In  the  cases 
of  identical  twins  all  ran  about  the  same,  their 
natures  remaining  the  same  under  varying  cir- 
cumstances. Dissimilar  twins,  however,  often 
showed  almost  opposite  reactions  to  the  same 
environment.  (This  seems  to  be  the  gist  of 
pretty  strong  evidence  in  favor  of  heredity  in 
the  heredity  vs.  environment  case.  However, 
parents  quoted  from  the  author’s  own  collec- 
tion, and  the  narrative  of  the  author’s  own 
interviews  with  twins  are  as  much  the  despair 
of  the  reviewer  in  these  two  chapters  as  they 
would  be  the  joy  of  the  reader.) 

What  Cousin  Marriages  Tell  About 
Heredity. 

Cousin  marriages — where  is  the  medical 
man  whose  advice  has  not  repeatedly  been 
sought  on  this  question?  On  the  one  hand 
stand  those  disastrous  results  from  such  unions 
— defectives,  several  or  more  of  whom  are 
known  to  almost  everyone.  On  the  other  hand 
stand  such  distinguished  personages  as  the  four 
sons  of  Charles  Darwin  (who  married  his 
cousin)  whose  names  are  “ornaments  to  the 
scientific  history  of  England ; also  the  famous 
Cleopatra,  whose  ancestry  shows  the  highest 
inbreeding  in  human  history  without  ill  results, 
and  who,  “notwithstanding  her  personal  vices, 
was  a woman  not  only  of  wonderful  beauty, 
but  of  great  intellectual  powers.”  Several 
cousin  marriages  appear  in  the  nedigrees  of 
the  Bach,  the  Harrison  and  Kemble  families 
with  no  obvious  injury.  Although  25  years 
ago  these  apparently  conflicting  results  were 
an  enigma,  careful  and  extensive  experimenta- 
tion in  cross-breeding  and  inbreeding  has 
solved  the  mystery.  It  is  this : Many  persons 
carry  in  u.  portion  of  their  reproductive  cells 
defects  of  which  they  themselves  are  ignorant. 
Therefore,  two  cousins,  since  they  had  a com- 
mon ancestry,  would  be  more  likely  to  be  carry- 
ing the  same  defect,  in  which  case  a por- 
tion of  the  children  would  show  the  defect  in 
full  force.  Some  would  be  free.  Professor 


East  has  calculated  that  if  the  same  defect  has 
not  appeared  in  both  sides  within  3 generations 
it  is  as  safe  for  cousins  to  marry  each  other  as 
to  marry  into  an  outside  family.  It  should  also 
be  noted  that  in  experimental  animals,  where 
the  stock  has  been  sound,  inbreeding  of  the 
best  pairs  of  each  generation  has  produced  in- 
creasingly fine  individuals.  “It  is  a pity”,  says 
the  author,  “that  the  human  family  does  not 
follow  the  breeder’s  practice  and  throw  out 
all  defectives  from  parenthood,  whether  cou- 
sins or  unrelated Our  saving  of  the 

weaklings  is  one  of  the  true  glories  of  our 
civilization;  but  if  we  permit  those  whom  we 
have  saved  to  marry  freely,  we  are  extremely 
likely  to  make  individual  improvements  not 
the  ally....  but  the  greatest  enemy  of  race 

improvement Disease  is  inherited;  but 

health  is  also  inherited.  There  are  in  the  hu- 
man germ-cells  probably  a hundred  times  as 
many  health  factors  as  disease  factors.  It  is 
not  too  great  a task  for  human  intelligence  to 
•eliminate  the  disease  factors  and  preserve  the 
health  factors.  We  can  have  a sound,  happy, 
beautiful  race  if  we  really  want  it.” 

Is  Brain  Power  Inherited? 

It  seems  that  it  lies  within  the  power  of  the 
human  race  to  endow  itself  with  mentality 
since  science  has  found  out  that  brains  are 
largely  a family  affair;  that  some  families 
furnish  numerous  children  with  a high  order 
of  brain  power,  while  other  lines  of  blood 
would  not  produce  a really  intelligent  indi- 
vidual in  100  years;  that  where  the  ancestry 
is  of  mixed  breeds,  children  of  energy,  char- 
acter and  high  grade  mentality  may  appear  in 
the  same  family  as  those  of  reckless,  intem- 
perate and  stupid  qualities.  Science  has  also 
long  ago  established  these  facts : that  half  the 
great  men  and  women  of  the  world  were  either 
born  from  great  ancestry  or  left  great  de- 
scendants; that  the  children  of  great  men  are 
practically  always  remarkable  provided  the 
father  married  a woman  of  mental  attainment 
cr  of  great  ancestry ; that  practically  all  of  the 
remaining  half  of  the  great  men  and  women 
of  history  have  been  born  of  ancestors  of 
sound  ability  and  character.  The  important 
fact  is  also  to  be  noted  that  about  1%  of  the 
world’s  nooulation  has  produced  one  half  the 
world’s  great  leaders,  while  it  has  taken  all 
the  countless  millions  of  people  of  ordinary 
blood  to  produce  the  other  half. 

Measuring  Heredity  In  Royalty. 

That  the  royal  families  of  Europe,  during 
the  monarchical  period  there,  easily  led  the 
world  in  the  production  of  men  of  high  order 
of  character  and  talent,  particularly  in  the 
fields  of  statesmanship  and  war,  may  come  as 
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a surprise  to  many  100%  Americans  who  have 
been  perhaps  too  ready  to  believe  that  royal 
blood  was  also  tainted  blood.  It  is  true  that 
just  at  the  moment  there  seems  to  be  no  out- 
standing- genius,  but  we  have  fallen  upon 
democratic  times  when  the  two  talents  in  which 
these  persons  have  excelled  in  times  past  are 
not  the  vital  interests  of  the  nations.  Royalty 
still  constitutes,  however,  a vast  family  of 
about  2000  interrelated  individuals  of  more 
than  the  average  of  intelligence,  personal 
beauty  and  character.  Going  back  beyond  the 
living  members  of  these  families,  an  estimate 
of  whose  qualities  can  not  be  exact,  Frederick 
Adams  Woods  has  made  an  epochal  study  in 
his  book,  Mental  and  Moral  Heredity  in  Roy- 
alty, of  over  600  individuals,  starting  with  Ed- 
ward VII  and  including  all  his  ancestors  to  4 
generations,  then  all  the  other  descendants  of 
these  ancestors,  all  their  wives  and  their  an- 
cestors, including  pretty  completely  England, 
Germany,  France,  the  Netherlands,  Spain, 
Portugal,  Austria,  Italy,  Russia,  Denmark 
and  Sweden.  The.  period  covered  extends  in 
general  back  to  about  the  sixteenth  century, 
but  in  the  case  of  Spain  and  Portugal  to  the 
eleventh  century. 

Woods  arranged  all  these  characters  in  two 
separate  scales,  one  for  morals  and  one  for 
intellect.  As  a basis  for  judging  whether  an 
individual  was  great  or  commonplace,  good  or 
bad,  wise  or  foolish,  he  averaged  up  all  the 
adjectives  used  by  historians  in  describing 
their  character  and  achievements,  finding  a 
quite  general  agreement  as  to  essentials.  While 
the  purpose  of  Woods’  work  was  not  to  com- 
pare royalty  in  ability  and  morals  with  man- 
kind in  general,  but  to  compare  the  members  of 
all  these  families  with  one  another,  the  in- 
vestigator is  finally  and  inevitably  led  to  a 
comparison  of  the  incidence  of  genius  among 
those  of  royal  and  nonroyal  blood.  Woods 
showed  in  Heredity  in  Royalty  that  out  of 
about  800  persons  of  royal  lineage  there  were 
about  20  men  of  genius,  as  agreed  by  all  his- 
torians. Now  in  J.  McKeen  Cattell’s  list  of 
the  1000  most  eminent  men  of  all  time,  not 
more  than  200  men  of  such  unquestioned 
genius  appear  in  any  of  the  nations  during 
their  entire  history.  Since  these  countries  had 
millions  of  inhabitants,  the  chances  of  inborn 
genius  are  several  hundred  thousand  times  in 
favor  of  royalty.  The  reader’s  natural  com- 
ment at  this  point  is  met  by  the  reminder  that 
everywhere  environment  has  been  found  to  be 
of  slight  influence  in  producing  men  of  fame. 
Although  royalty  was  drawn  from  one  family 
numbering  at  most  a few  thousand,  and  the 
statesmen  of  modern  Europe  came  from  mil- 
lions of  people,  the  total  number  of  great 
statesmen  was  less  than  the  number  of  great 


royalty.  And  the  nonroyal  generals,  according 
to  our  author,  fell  far  below  royal  generals  in 
the  number  of  tbeir  successes. 

“No  man  of  imagination  can  read  this  won- 
derful research  without  many  deep  reflections. 
It  shows  that  in  times  past  great  human  strains 
have  been  built  up  and  have  grasped  the  des- 
tiny of  the  world  in  their  hands.  Such  breeds 
will,  beyond  question,  be  built  up  again.  Indeed, 
with  our  new  knowledge  of  heredity,  it  does  not 
pass  belief  that  the  nation  which  first  applies 
eugenics  to  founding  great  families  may,  by  sheer 
force  of  the  character  and  intellect  of  its  leader- 
ship, rule  the  world". 

Can  We  Make  the  Race  More  Beautiful. 

Turning  again  to  humanity  in  the  mass,  the 
author  devotes  a chapter  to  beauty,  which,  he 
says,  is  all  a question  of  ideals.  We  can  breed 
the  race  forward  or  backward,  up  or  down. 
There  is  much  evidence  in  portraits  (as  illus- 
trated by  pictures  accompanying  the  text)  that 
the  fundamental  types  of  beauty  and  the  per- 
sonal appearance  of  the  upper  classes  of  north- 
ern Eurone  and  America  have  undergone  great 
changes  within  the  past  few  centuries.  Woods 
is  quoted  as  having  said,  in  commenting  on  this 
phenomenon,  that  while  about  the  year  1500, 
the  heavy  bovine  aspect  was  almost  universal 
among  northern  painters,  the  type  became  less 
and  less  frequent  until  in  portrait  work  done 
between  1800  and  1900  it  is  as  difficult  to  find 
one  of  the  old  heavily  built  faces  as  it  is  to 
find  a Greek  or  modern  type  among  those  back 
in  the  fifteenth  and  sixteenth  centuries.  The 
relative  proportions  of  the  old  and  new  type 
of  faces  have  been  reversed.  To  explain  this 
genuine  evolution  in  a whole  race  of  human 
beings  two  theories  are  advanced.  According 
to  Woods : 

“It  may  have  been  due  to  some  correlation 
between  the  evolution  of  intelligence  and  the 
evolution  of  finer  and  more  exquisite  physical  or- 
ganization, probably  under  control  of  the  duct- 
less glands.  Eeauty  and  intelligence  are  prob- 
ably linked  together  in  the  very  inner  processes 
of  the  evolution  of  organic  life.  Beauty  practi- 
cally always  accompanies  economy  of  structure 
and  movement,  indeed  is  to  some  extent  the  ex- 
pression’ of  this  economy." 

Woods  has  also  made  the  suggestion  that 
the  immediate  cause  may  have  been  the  spread 
of  Greek  art  and  its  ideals  .over  the  Nordic 
race,  which  followed  the  Renaissance  in  Italy. 
It  is  quite  possible,  he  thinks,  that  this  led 
educated  men  to  admire  and  select  the  Greek 
type  of  women,  thus  perpetuating  this  ideal  in 
their  descendants.  On  the  other  hand,  the 
women  admired  and  selected  for  wives  by  the 
farmers  in  East  Prussia  are  those  built  like 
a draft  horse  and  good  for  hard  labor.  Thou- 
sands of  these  women  have  been  unloaded  at 
Ellis  Island.  They  are  broad-hipped,  short. 
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stout-legged  with  big  feet,  broad-backed  flat- 
chested, with  necks  like  a prize  fighter  and  with 
faces  expressionless  and  devoid  of  beauty. 

"When  we  reflect  that  these  women  are  giving 
us  nearly  3 babies  where  the  beautiful  women  of 
the  old  American  stocks  are  giving  us  one,  it 
does  not  take  a prophet  to  predict  that  the 
beauty  of  the  American  women  will  steadily  de- 
cline.” 

Yet  we  can  have  any  kind  of  a race  that  we 
want,  if  we  will  give  our  artists  and  educators 
a chance  to  guide  our  ideals  of  marriage  se- 
lection. For  like  everything  else  in  the  human 
race,  it  all  depends  upon  who  marries  whom. 

(To  be  continued.) 


ftflebtcal 


A BRIEF  HISTORY  OF  MEDICAL 
ETHICS. 

(An  article  from  the  pen  of  the  late 
George  F.  Keiper,  M.D.,  of  Lafayette,  In- 
diana, as  published  in  the  Journal  of  Indiana 
State  Medical  Association,  June,  1926,  page 
221). 

The  medical  profession  has  been  the  butt 
of  ridicule  at  times  because  of  our  former 
“Code  of  Ethics”  and  our  now  revised  “Prin- 
ciples of  Ethics.”  Folks  can  not  understand 
our  attitude  in  regard  to  the  practice  of 
medicine.  First  of  all,  let  me  say  that  we 
are  altruistic  and  not  egotistic  in  our  efforts 
to  bring  comfort  and  happiness  to  suffering 
humanity.  We  think  not  of  self.  Our  -motto 
is  service  above  self,  and  hence  we  venture 
where  the  laity  is  afraid ; nay,  rather  for- 
bidden to  enter  in  the  care  of  virulent  con- 
tagion. We  are  not  the  only  ones  who  have 
a code,  or  “Principles  of  Ethics.”  The  law- 
yers have  theirs.  In  1852  the  pharmacists 
formulated  theirs,  just  six  years  after  our 
own  was  first  projected.  Our  dental  con- 
freres have  a very  fine  brief  one.  Outside 
of  professional  lines  we  find  that  the  LTnited 
Tvpothetae,  the  printers,  formulated  one 
in  1891 ; the  United  Confectioners’  Associa- 
tion in  1901  ; the  National  Food  Brokers’ 
Association  in  1904. 

Recently  a number  of  dinner  clubs  have 
been  organized,  the  Rotarians,  Kiwanians, 
Optimists,  Lions,  Exchanges,  Altrusians,  and 
such,  and  each  apparently  has  its  “Code  of 
Ethics.”  So  medical  practice  has  pioneered 
in  this  matter  for  all  the  professions  and 
other  lines  of  business. 

According  to  Webster,  “Ethics  is  the 
science  of  moral  duty,”  or  more  broadly, 
“The  science  of  the  ideal  human  character.” 


The  word  comes  from  the  Greek,  meaning 
character. 

From  the  earliest  dawn  of  human  life  on 
earth,  moral  relationships  were  recognized. 
Our  first  parents  were  born  innocent  but 
ignorant,  and  they  recognized  their  obliga- 
tions to  the  surroundings  in  which  they 
were  placed. 

The  first  brothers  recognized  them.  Each 
had  learned  to  protect  the  other  and  when 
the  younger  brother  was  slain  by  his  .older 
brother,  his  reply  to  the  searching  question 
as  to  the  whereabouts  of  Abel  is,  “Am  I 
my  brother’s  keeper?”  in  which  reply  he 
admits  he  is. 

The  study  of  ethics  at  this  very  moment 
is  pursued  in  our  colleges  and  universities 
by  thousands  of  young  men  and  women. 
It  seems  that  our  fathers  were  fortunate  in 
prefixing  the  word  “medical”  to  ethics,  for 
the  broad  principles  of  ethics  in  general 
are  lost  sight  of,  if  possible,  and  delimit 
us  in  our  relationship  to  each  other  pro- 
fessionally and  to  the  community  in  general. 

But  ethics,  after  all,  is  more  than  a 
science.  It  is  a philosophy  for  “Philosophy 
is  a process  of  reflection  upon  presupposi- 
tions involved  in  unreflective  thought.” 
“Man  is  distinguished  from  other  animals  by 
his  appetite  for  tranquil  association  with 
his  fellows.  His  tendency  is  to  act  on  gen- 
eral principles.” 

The  great  question  which  the  medical 
profession  faces  is  this:  “Shall  our  ethics 
be  egotistic  (i.  e.  to  benefit  ourselves  only), 
or  shall  they  be  altrustic  (i.  e.  for  the  good 
we  may  do  others)  ? The  medical  profes- 
sion takes  the  latter  attitude  for  service  as 
the  dominant  note  in  all  our  work  to  relieve 
the  sick  suffering,  no  matter  how  dark  the 
night  or  inclement  the  weather.  So  much 
given  to  this  idea  were  our  forebears  that 
they  would  present  no  bills  for  service 
rendered  patients.  We  passed  that  period 
long  ago  because  the  average  doctor  did 
not  receive  an  adequate  and  a decent  living, 
recognizing  after  all  that  the  servant  is 
worthy  of  his  hire.  But  the  same  profes- 
sional conscience  still  lives  as  to  our  rela- 
tionships with  each  other  and  with  the 
world  at  large. 

A historical  review  of  this  subject  is  most 
interesting.  It  is  necessary  to  appreciate 
the  present  situation  in  medical  or  profes- 
sional ethics.  The  philosophy  began  crude- 
ly. But  as  mankind  broadened  the  boundary 
of  commercial  relations,  his  ethical  relations 
correspondingly  broadened. 

The  beginnings  of  medicine  are  involved 
in  myth.  The  ancient  Greeks  in  a beautiful 
poetic  way  peopled  Mount  Olympus  with  a 
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company  of  gods  and  goddesses,  super-men 
and  women,  as  it  were.  The  presiding  gen- 
ius was  Zeus,  the  Roman  Jupiter.  The  poet 
Homer  is  largely  responsible  for  this  system 
of  theology.  The  gods  and  goddesses  had 
all  the  frailties  and  passions  of  mortals 
living  below.  Disease  overtook  them  and 
Apollo  was  their  physician.  He  possessed 
the  powers  to  produce  deadly  pestilences, 
for  in  whatever  direction  he  hurled  his 
poisoned  arrows,  there  plagues  arose. 
W hen  the  people  prayed  for  remission  he 
would  send  Chiron,  the  centaur,  half  man 
and  half  horse,  to  stay  the  progress  of  the 
epidemics.  Apollo  instructed  Chiron  in  the 
details  of  the  healing  art.  Apollo  came 
down  to  earth  for  his  wife  and  married 
Coronis,  the  daughter  of  a Thessalonian 
prince,  and  she  lived  afterwards  with  Apollo 
on  the  heights  of  Olympus.  To  this  union 
was  born  Aesculapius,  the  Asclepius  of  the 
Greeks.  He  was  instructed  by  Chiron,  the 
centaur,  to  be  a physician.  Though  born 
a god,  he  had  a human  heart  given  him  by 
his  mother.  As  he  roamed  the  heights  of 
Olympus,  looking  down  upon  the  earth, 
mankind  was  sick  and  suffering.  So  he 
left  Olympus  to  dwell  with  men,  to  heal 
them  of  their  infirmities.  He  married  Epi- 
one  and  they  had  two  sons  and  two  daugh- 
ters, Hygeia  and  Panacea.  Panacea  gather- 
ed the  herbs  from  which  her  father  made 
medicine  to  heal  the  sick.  Her  sister,  how- 
ever, concluded  that  she  would  devote  her 
time  to  teaching  people,  not  how  to  get 
well,  but  how  to  keep  well.  She  was  con- 
vinced that,  after  all.  human  suffering  was 
due  to  ignorance.  So  well  did  she  succeed 
chat  she  pretty  nearly  put  her  father  out 
of  business.  Nevertheless,  Pluto,  god  of 
Hades,  noticed  that  the  number  of  arrivals 
at  his  domain  was  gradually  diminishing. 
He  hastened  to  Zeus  and  made  complaint 
that  Aesculapius  was  depopulating  hell,  for 
what  was  the  use  of  having  a perfectly  good 
hell  with  no  one  to  live  in  it.  Zeus  was 
convinced,  and  he  hurled  one  of  his  thunder 
bolts  at  Aesculapius,  which  disabled  the  old 
man.  Ever  afterward  he  was  compelled  on 
his  rounds  of  mercy  to  use  a stick,  or  rod, 
around  which  was  entwined  a serpent,  em- 
blematical of  wisdom.  He  soon  learned  to 
raise  the  dead.  Pluto,  looking  across  the 
river  Styx,  beheld  strange  sights.  Folks 
about  to  embark  for  his  realm  were  turning 
back  to  earth.  The  boat  was  carrying  pas- 
sengers both  ways.  Hell  was  being  depop- 
ulated. In  great  dismay  he  hastened  to 
Olympus  and  made  complaint  to  Zeus.  Zeus 
hurled  another  thunderbolt  at  Aesculapius, 
which  killed  the  old  man.  But  his  spirit 
still  abides. 


This  legend  is  given  that  we  may  under- 
stand the  references  in  the  earliest  ancient 
Greek  code  of  medical  morals. 

The  earliest  known  code  is  that  of  Ham- 
murabi, .King  of  Babylon,  who  reigned  2500 
years  before  Christ,  i.  e.,  before  the  days  of 
Abraham.  This  king  is  mentioned  in  Gene- 
sis under  the  name  of  Amraphel. 

1 he  code  was  chiseled  upon  a monument 
of  block  dionite  eight  feet  high.  It  was  dis- 
covered in  December,  1901,  and  January, 
1902,  at  the  acropolis  of  Susa  by  an  expedi- 
tion headed  by  Director  General  DeMorgan, 
and  sponsored  by  the  French  government. 
It  was  found  in  three  pieces  which  were 
easily  fitted  together  to  form  the  complete 
monument.  At  the  top  Y>f  one  of  the  sides 
is  a bas  relief  of  the  king  receiving  the  code 
from  the  sun  god.  1 here  are  sixteen  columns 
of  text^,  four  and  a half  of  which  is  epilogue 
reciting  the  achievement  of  the  monarch. 
He  was  a busy  king,  apparently.  He  con- 
quered all  opposing  nations  and  was  a god- 
fearing man  and  pious. 

On  the  reverse  side  are  twenty-eight 
columns  of  which  four  are  the  epilogue.  In  all 
there  were  2540  lines  of  writing;  1114  re- 
main. 1 he  rest  were  cut  off  by  the  Elamitic 
conqueror. 

Several  of  the  paragraphs  relating  to 
medicine  are  quoted,  taking  Harper’s  text : 

196.  If  a man  destroy  the  eye  of  another 
man,  they  shall  destroy  his  eye. 

198.  If  one  destroys  the  eye  of  a free- 
man, or  break  the  bones  of  a freeman,  he 
shall  pay  one  manna  of  silver. 

199.  If  one  destroys  of  a man’s  slave,  or 
break  a bone  of  a man’s  slave,  he  shall  pay 
one-half  this  price. 

215.  If  a physician  operate  on  a man  for 
a severe  wound  (or  make  a s'evere  wound  on 
a man)  with  a bronze  lancet  and  save  the 
man’s  life,  or  if  he  open  abscess  (in  the  eye 
of  a man)  with  a bronze  lancet  and  save 
tnat  man’s  eye,  he  shall  receive  ten  shekels 
of  silver  (as  his  fee). 

216.  If  he  be  a freeman,  he  shall  receive 
five  shekels. 

-17.  If  it  be  a man’s  slave,  the  owner 
shall  give  two  shekels  of  silver  to  the 
physician. 

218.  If  a physician  operate  on  a 'nan  for 
a severe  wound  with  a bronze  lancet  and 
cause  the  man’s  death,  or  open  an  abscess 
(in  the  eye)  of  a man  and  destroy  the  man’s 
eye,  they  shall  cut  off  his  fingers. 

219.  If  a physician  operate  on  a slave  for 
a severe  wound  with  a bronze  lancet  and 
cause  his  death  he  shall  restore  a slave  of 
equal  value. 

220.  If  he  open  an  abscess  in  his*eve  with 
a bronze  lancet  and  destroy  his  .eye,  he  shall 
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pav  silver  to  the  extent  of  one-half  his  price. 

221.  If  a physician  set  a broken  bone  for 
a man  or  cure  his  diseased  bowels,  the  pa- 
tient shall  give  five  shekels  of  silver  to  the 
physician. 

222.  If  he  be  a freeman  he  shall  give  three 
shekels. 

223.  If  it  be  a man’s  slave  the  owner  of 
the  slave  shall  give  two  shekels  of  silver  to 
the  physician. 

224.  If  a cow  doctor  or  a sheep  doctor 
has  treated  a cow  or  a sheep  for  a severe 
wound  and  cured  it,  the  owner  of  the  cow 
or  sheep  shall  give  one-sixth  of  a shekel  of 
silver  to  the  doctor  as  his  fee. 

The  Papyrus  of  Ebers  is  often  referred 
to  in  elucidating  ancient  Egyptian  medicine. 
The  Egyptians  had  specialism  specialized 
and  specialists  galore  as  a result.  As  many 
as  thirty  different  physicians  might  be 
necessary  to  treat  a single  patient ; the  sick 
were  visited  in  their  own  homes  by  the  phy- 
sicians. The  latter  were  called  through  the 
president  of  the  temple  and  lie  could  send 
the  ones  needed  in  the  case.  All  this  was 
1500  years  before  Christ. 

Herodotus  writes  “One  treats  only  the 
diseases  of  the  eye,  another  those  of  the 
head,  the  teeth,  the  abdomen  and  the  in- 
ternal organs”. 

It  was  about  this  time  that  the  great 
law  giver,  Moses,  appeared  on  the  scene  to 
rescue  the  bitterly  persecuted  Hebrews  from 
bondage.  One  cannot  read  the  first  four 
books  of  the  Old  Testament  and  then  the 
work  entitled  “The  Son  of  Amoan”,  with- 
out having  a huge  amount  of  respect  for  his 
learning  and  condition  in  the  matter  of 
medicine  and  sanitation.  The  works  of 
Flavius  Josephus  also  bear  like  testimony, 
Permit  me  to  quote  from  Neuburger’s  His- 
tory of  Medicine  : “The  commands  concern 
the  prophylaxis  and  suppression  of  epidem- 
ics, suppression  of  venereal  disease  and 
prostitution.  Care  of  the  skin,  baths,  food, 
housing  and  clothing,  regulation  of  labor 
and  sexual  life,  discipline  of  the  people,  etc. 
Many  of  these  commands,  such  as  Sabbath 
rest,  circumcision,  laws  concerning-  food  (in- 
terdiction of  blood  and  pork),  measures 
concerning  menstruation  and  lying-in 
women  and  those  suffering  with  gonorrhea, 
isolation  of  lepers  and  hygiene  of  the  camp, 
are  in  view  of  the  conditions  of  the  climate 
surprisingly  rational. 

We  now  come  to  the  time  of  Greek  medi- 
cine. Greece  was  the  center  of  culture  of  the 
world  for  a long  time  about  700  B.  C.  to  the 
time  of  the  Roman  conquest.  Livingston,  in 
his  book  “The  Greek  Genius  and  Its  Mean- 
ing to  Us”,  tells  us  this.  “Europe  has  nearly 


4,000,000  square  miles;  Lancashire  has  700; 
Attica  has  700.  Yet  this  tiny  country  has 
given  us  art,  which  we,  with  it  and  all  the 
world  has  done  since  it  for  models,  have 
equaled  perhaps,  but  have  not  surpassed.  It 
has  given  us  the  staple  of  our  vocabulary  in 
every  domain  of  thought  and  knowledge. 
Politics,  tyranny,  democracy,  anarchism, 
philosophy,  physiology,  genealogy  and  his- 
tory— these  are  Greek  words.  It  has  seized 
and  up  to  the  present  day  kept  hold  of  our 
higher  education.  It  has  exercised  an  un- 
failing fascination,  even  on  minds  alien  or 
hostile.  Rome  took  her  culture  thence. 
Young  Romans  completed  their  education 
in  the  Greek  schools.  . . . And  so  it  was 

with  nature  less  akin  to  Greece  than  the 
Roman.  St.  Paul,  a Hebrew  of  the  Hebrews, 
who  called  the  wisdom  of  the  Greeks  fool- 
ishness,- drawn  to  their  Areopagus  and  found 
himself  accommodating  his  gospel  to  the 
style,  and  quoting  verses  from  the  poets  of 
this  alien  race.  After  him  the  church,,  which 
was  born  to  protest  against  Hellenism, trans- 
lated its  dogmas  into  the  language  of  Greek 
thought  and  finally  crystallized  them  in  the 
philosophy  of  Aristotle.  (Osier’s  Evolution 
of  Modern  Medicine.) 

Who  then  were  some  of  these  luminaries 
in  the  field  above  mentioned?  They  were 
Pericles,  the  statesman,  whose  funeral  ora- 
tion over  the  heroes  of  Marathon  is  the 
hardest  piece  of  Greek  to  translate,  as  many 
a student  of  Greek  will  emphatically  avow. 

Poets  there  were  in  Pindar,  Euripides, 
Aeschylus,  Sophocles  and  Aristophanes. 

There  were  philosophers  in  Socrates, 
Plato  and  Xenophon,  who  wrote  also  the 
Anabasis. 

History  had  its  birth  in  Herodotus  and 
sculpture  in  Phidias. 

This  was  the  environment  in  which  was 
to  arise  the  father  of  medicine,  the  great 
Hippocrates,  for  all  these  were  his  con- 
temporaries in  the  golden  age  of  Greece. 

Is  it  any  wonder  then  that  he  should 
write  : 

“(1)  Medicine  is  of  all  arts  the  most  noble, 
but  owing  to  the  ignorance  of  those  who 
practice  it,  and  of  those  who  inconsiderately 
form  a judgment  of  them,  it  is  at  present 
far  behind  the  other  arts.  Their  mistake 
appears  to  me  to  arise  principally  from  this, 
that  in  the  cities  there  is  no  punishment  con- 
nected with  the  practice  of  medicine  (and 
with  it  alone)  except  disgrace,  and  that  does 
not  hurt  those  who  are  familiar  with  it. 
Such  persons  are  like  the  figures  which  are 
introduced  in  tragedies,  for  they  have  the 
shape,  and  dress,  and  personal  appearances 
of  an  actor,  but  are  not  actors;  so  also  are 
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many  physicians  in  title  but  very  few  in 
reality. 

“(2)  \\  hoever  is  to  acquire  a competent 

knowledge  of  medicine  ought  to  be  pos- 
sessed of  the  following  advantages : a 

natural  disposition  ; instruction  ; a favorable 
position  for  the  study ; early  tuition  ; love  of 
labor;  leisure.  First  of  all  a natural  talent 
is  required,  for  when  nature  opposes,  every- 
thing else  is  in  vain ; but  when  nature  leads 
the  way  to  what  is  most  excellent,  instruc- 
tion in  the  art  takes  place,  which  the  stu- 
dent must  try  to  appropriate  to  himself  by 
reflection,  becoming  an  early  pupil  in  a place 
well  adapted  for  instruction.  He  must  also 
bring  to  the  task  a love  of  labor  and  perse- 
verance, so  that  the  instruction,  taking  root, 
may  bring  forth  proper  and  abundant  fruits. 

“(3)  Instruction  in  medicine  is  like  the 
culture  of  the  productions  of  the  earth.  For 
our  natural  disposition  is,  as  it  were,  the 
soil ; the  tenets  of  our  teacher  are,  as  it  were, 
the  seed;  instruction  in  youth  is  like  the 
planting  of  the  seed  in  the  ground  at  the 
proper  season ; the  place  where  the  instruc- 
tion is  communicated  is  like  the  food  im- 
parted to  vegetables  by  the  atmosphere; 
diligent  study  is  like  the  cultivation  of  the 
fields  and  it  is  time  which  imparts  strength 
to  all  things  and  brings  them  to  maturity. 

“(4)  Having  brought  all  these  requisites 
to  the  study  of  medicine  and  having  acquired 
a true  knowledge  of  it,  we  shall  thus  in 
traveling  through  the  cities  be  esteemed 
physicians,  not  only  in  name,  but  in  reality. 
But  inexperience  is  a bad  treasure,  and  a 
bad  friend  to  those  who  possess  it,  whether 
in  opinion  or  reality,  being  devoid  of  self-re- 
liance and  contentedness  and  the  reverse  of 
both,  timidity  and  audacity.  For  timidity 
betrays  a want  of  powers,  and  audacity  a 
want  of  skill.  4 here  are,  indeed,  two  things, 
knowledge  and  opinion,  of  which  the  one 
makes  the  possessor  really  to  know,  the 
other  to  lie  ignorant. 

“(5)  Those  things  which  are  sacred  are 
to  be  imparted  only  to  sacred  persons  ; and 
it  is  not  lawful  to  impart  them  to  the  pro- 
fane till  they  have  been  initiated  in  the  mys- 
teries of  the  science.” 

Smithies  says:  “This  describes  the  social, 
educational,  and  personal  qualities  which  go 
to  make  the  ideal  physician  and  no  composi- 
tion so  tersely  or  so  correctly  exhibits  the 
layman’s  weakness  to  judgment  as  exercise 
towards  medical  men.” 

How  modern  this  statement  appears  in 
view  of  the  vagaries  seen  on  every  side  to- 
day, in  the  cults  that  seek  competition  with 
the  legitimate  practice  of  scientific  medi- 
cine. Never  was  a more  dignified  protest 


offered  to  all  such  practices.  But  human 
nature  has  not  changed  evidently,  for  though 
we  have  advanced  very  far  in  scientific  re- 
search and  invention  in  the  2500  years,  yet 
the  heart  of  man  is  as  perverse  as  it  was 
then.  Unfortunately  all  the  progress  made 
has  been  the  result  of  the  efforts  of  rather 
a small  minority  for  it  is  a startling  fact  that 
even  today  in  this  enlightened  age  but  10% 
in  any  profession,  especially  medicine,  are 
the  workers  producing  the  things  worth 
while.  Would  that  all  physicians  were  as 
zealous  as  the  10%. 

\\  hatever  reform  has  taken  place  in  the 
practice  of  medicine  has  always  come  from 
the  inside  of  the  profession  and  not  from  the 
outside.  We  always  wash  our  own  dirty 
linen,  sometimes  unwisely  in  the  public  gaze, 
but  mostly  out  of  sight.  Therefore,  let  us 
appropriate  to  ourselves  the  statements  of 
the  law  of  Hippocrates,  bringing  them  down 
to  the  conditions  as  they  now  exist  among 
us.  We  all  make  mistakes.  The  most  suc- 
cessful man  is  not  the  one  who  makes  no 
mistakes  but  the  one  who  makes  the  fewest 
mistakes. 

1 he  law  is  taken  from  the  genuine  works 
of  Hippocrates,  a copy  of  which  is  in  our 
public  library,  a perusal  of  which  by  all  will 
be  profitable  if  not  edifying.  The  eloquent 
Patrick  Henry  before  the  Virginia  House  of 
Delegates,  prior  to  the  American  Revolution, 
gave  forth  the  “I  have  but  one  lamp  by 
which  my  feet  are  guided,  and  that  is  the 
lamp  of  experience”.  Let  us  therefore  ex- 
amine the  experiences  of  the  authorities  of 
the  past  as  a proper  guide  for  our  conduct, 
present  and  future. 

lo  this  very  day,  medical  students  here 
and  there  take  the  oath  of  Hippocrates: 

“I  swear  by  Apollo,  the  physician,  and 
Aesculapius,  and  Health  and  All  Heal,  and 
all  the  gods  and  goddesses,  that  according 
to  my  ability  and  judgment,  I will  keep  this 
oath  and  stipulation.  To  reckon  him  who 
taught  me  this  art,  equally  dear  to  me  as 
my  parents. 

“ I o share  my  substance  with  my  fellow 
practitioners  and  to  relieve  his  necessities 
if  required;  to  regard  his  offspring  on  the 
same  footing  as  my  own  brothers,  and  teach 
them  this  art  if  they  should  wish  to  learn  it, 
without  fee  or  stipulation,  and  by  precept, 
lecture  and  every  other  mode  of  instruction, 
impart  a knowledge  of  the  art  to  my  own 
sons  and  those  of  our  teachers  and  to  disci- 
ples bound  by  a stipulation  and  oath,  ac- 
cording to  the  law  of  medicine,  but  to  none 
others. 

“I  will  follow  that  system  of  regimen 
which  according  to  our  ability  and  judgment, 
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I consider  for  the  benefit  of  my  patients, 
and  abstain  from  whatever  is  deleterious  and 
mischievous. 

“I  will  give  no  deadly  medicine  to  anyone 
if  asked,  nor  suggest  any  such  counsel,  and 
in  like  manner  I will  not  give  to  a woman 
a pessary  to  produce  abortion. 

“With  purity  and  with  holiness  I will  pass 
my  life  and  practice  my  art.  I will  not  cut  a 
person  who  is  suffering  with  a stone,  but  will 
leave  this  to  be  done  by  practitioners  of 
this  work.  Into  whatever  houses  I enter  I 
will  go  into  them  for  the  benefit  of  the  sick 
and  will  abstain  from  every  voluntary  act  of 
mischief,  and  corruption ; and  further,  from 
the  seduction  of  females  or  males,  bond  or 
free. 

“Whatever  in  connection  with  my  pro- 
fessional practice,  or  not  in  connection  with 
it,  I may  see  or  hear  in  the  lives  of  men 
which  ought  not  to  be  spoken  about  I will 
not  divulge,  as  reckoning  that  all  such  should 
be  kept  secret. 

“While  I continue  to  keep  this  oath  un- 
violated, may  it  be  granted  to  me  to  enjoy 
life  and  the  practice  of  the  art,  respected  by 
all  men  at  all  times,  but  shoidd  I transgress 
and  violate  this  oath,  may  the  reverse -be  my 
lot.” 

Each  paragraph  may  well  be  text  for  a 
sermon  on  service,  which  has  its  origin  from 
on  high ; for  the  legend  of  Aesculapius  is 
nothing  more  or  less  than  the  attempts  of 
the  enlightened  ancients  in  beautiful  poetic 
fashion  to  tell  us  that  the  healing  art  is  from 
on  high ; the  gods  came  down  to  earth  to 
heal  the  sick,  and  that  all  physicians  are  in- 
deed akin  to  divinity.  That  is  putting  the 
practice  of  the  healing  art  on  a very  high 
plane  and  with  that  sublime  concept  in  view, 
is  it  any  wonder  that  the  father  of  medicine 
.should  write  the  oath  he  did  ? 

In  obedience  to  its  precepts  we  find  physi- 
cians everywhere  referring  with  affectionate 
regard  to  their  teachers  of  student  days 
and  to  those  of  post  student  days,  upon 
whose  advice  they  rely.  The  young  man 
should  seek  the  counsel  of  the  elders  in  the 
profession  that  he  may  avoid  the  pitfalls 
into  which  others  have  stumbled.  Experi- 
ence is  an  expensive  teacher.  A great  deal 
of  the  expense  may  just  as  well  be  avoided. 

We  are  brothers  in  the  art,  and  it  is  wise 
in  writing  letters  to  our  brother  practition- 
ers to  put  the  postcript  “Very  fraternally” 
above  our  signature.  We  are  to  live  clean 
lives,  observing  all  the  laws  of  God  and 
man.  “Thou  shalt  not  kill”  of  the  moral 
code  is  certainly  paraphrased  here,  not  only 


to  the  living,  but  to  the  living  yet  unborn. 

The  father  of  medicine  regarded  the  field 
of  medicine  and  surgery  too  wide  to  be  com- 
passed by  any  one  individual  and  recom- 
mended special  surgery  to  those  especially 
qualified  to  do  it.  But  what  of  medical  and 
surgical  practice  of  today?  If  we  could  not 
compass  the  meager  knowledge  then  extant, 
how  can  we  be  competent  in  all  that  is 
known  now?  Pardon  me  when  I speak  of 
my  own  specialty,  alone.  Over  20,000  pages 
of  its  literature  appear  each  year.  It  is  a 
high  task  to  read  it  all  intelligently. 

Service  above  self  has  always  been  the 
motto  of  the  profession,  ages  long  before 
Rotary  clubs  came  into  existence.  We  re- 
gard not  ourselves  but  others’  welfare  as 
paramount.  We  see  ofttimes  the  seamy  side 
of  life.  We  see  skeletons  in  family  closets, 
obscured  to  other  eyes,  but  we  never  divulge 
to  a gossiping  world  the  troubles  into  which 
these  ugly  accusers  plunge  their  victims. 
Over  all  the  sins  of  omission  and  commis- 
sion of  frail  humanity  we  throw  the  mantle 
of  charity. 

To  all  who  will  thus  practice  the  healing 
art,  no  fear  shall  be  existent  of  an  adequate 
financial  support,  and  a competency  against 
old  age  and  its  infirmities. 

Upon  the  walls  of  our  waiting  room  let  us 
display  the  oath  of  Hippocrates  that  .our 
clientele  may  read  it  for  their  own  edifica- 
tion and  inspiration.  But  never  hang  there 
the  law.  That  should  be  hung  in  the  sanc- 
tum sanctorum  of  our  offices,  for  that  is  for 
our  own  private  frequent  perusal. 

The  oath  of  Hippocrates  was  the  system 
of  ethics  for  the  profession  of  medicine  un- 
til the  year  1803.  It  held  undisputed  sway. 

But  500  years  after  the  father  of  medi- 
cine held  sway,  the  Great  Physician  ap- 
peared, and  He,  too,  from  on  high,  from  the 
very  courts  of  heaven  itself.  Divinity  indeed 
came  down  to  earth  this  time.  He  was  no 
mythical  person.  We  have  the  abundant 
proof  of  His  ministrations  in  heading  the 
sick  and  cleansing  the  leper,  and  in  raising 
the  dead.  He,  too,  gave  us  precepts,  the 
sum  of  which  is,  “Whatsoever  ye  would  that 
men  do  to  you,  do  ye  likewise  unto  them”. 

Rabbi  Hillel  the  elder,  a contemporary  of 
Jesus,  was  asked  by  a scoffing  irreligious 
libertine,  to  express  all  the  teachings  of  God 
in  a space  of  time  no  longer  than  one  could 
endure  bearing  up  the  weight  of  his  body 
on  one  leg.  “Certainly”,  said  he,  “here  it  is, 
all  of  it — ‘Love  thy  neighbor  as  thyself’,  all 
the  rest  is  commentary”. 

(To  be  continued.) 


466 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Sept.,  1926 


TLav  Jffltrror  Reflections 


NEWARK  HELPING  IN  DIPHTHERIA 
DEFEAT. 

Apropos  of  our  recent  references  to  a pos- 
sible- state-wide  campaign  for  the  abolition  of 
Diphtheria,  we  were  pleased  to  notice  an  edi- 
torial in  the  Newark  Evening  News  of  June 
30,  referring  to  the  activity  of  that  city’s 
Board  of  Health : 

Decision  to  open  in  the  Department  of  Health 
a clinic  for  Schick  testing  and  diphtheria  immuni- 
zation is  a step  forward.  It  should  aid  the  prog- 
ress already  made  here,  as  elsewhere,  in  eliminat- 
ing a disease  which  experience  has  shown  to  be 
eradicable. 

“To  those  who  watched  the  sesquicentennial  pa- 
rade of  public  and  parochial  school  children  the 
other  day,  the  banner  displayed  by  St.  Bridget’s 
School  must  have  stood  out  in  memory.  They 
blazoned  the  fact  that  this  Newark  school  is  nine- 
ty-nine per  cent  Schick  tested,  a record  which,  ac- 
cording to  Health  Officer  Craster,  is  not  exceeded 
in  the  United  States. 

“Newark’s  confidence  in  preventive  medicine  is 
not  new.  It  was  only  three  years  after  the  dis- 
covery of  diphtheria  antitoxin,  as  long  memories 
will  recall,  that  in  1 894  the  city  established  its  own 
laboratories  for  production  of  preventive  serums, 
the  first  municipality  to  do  so.  A good  habit  then 
begun  is  still  maintained. 

“The  Schick  test  is  not  compulsory  in  Newark, 
but  it  has  made  great  progress.  When  it  was  in- 
augurated in  1920  as  a school  policy  the  diph- 
theria death  rate  was  14.9  per  100,000.  By  1924 
that  had  been  reduced  to  8.7.  There  were  1,022 
officially  reported  diphtheria  cases  in  1920:  only 
575  in  1924. 

“New  Y'ork  has  immunized  a million  of  its 
school  children  since  1920,  and  the  death  rate 
has  fallen  from  18  to  11  per  100,000,  while  cases 
have  declined  from  14.000  to  9000  a year.  But 
there  are  much  more  remarkable  records,  such 
as  Syracuse’s  cut  in  her  diphtheria  death  rate 
from  45.6  to.  2.6  per  100,000  in  the  years  1921- 
1925,  Detroit’s  reduction  from  34.5  to  9.7  and  New 
Haven’s  drop  from  14.4  to  1.7  in  the  same  period. 
A California  county — San  Joaquin-  had  51  deaths 
per  100,000  from  diphtheria  in  1921  and  none  last 
year,  while  Auburn,  N.  Y.,  cut  hers  in  that  period 
from  38.4  to  zero,  and  New  Haven's  dropped  90 
per  cent  in  the  five  years. 

“For  the  country  as  a whole,  says  Dr.  Donald 
B.  Armstrong  in  an  article  in  The  American  Jour- 
nal of  Public  Health,  from  which  these  figures  are 
extracted,  the  registration  area  death  rate  from 
diphtheria  declined  in  the  period  1900  to  1925 
from  43.3  per  100,000  to  12.1.  Those  twenty-five 
years  cover  the  span  from  the  general  adoption 
of  antitoxin  for  the  stricken  to  that  of  Schick  test- 
ing and  toxin-antitoxin  immunization  for  the  well. 

“Diphtheria,  once  the  worst  enemy  of  childhood 
and  the  terror  of  parents,  has  been  conquered. 
We  need  < nly  armor  ourselves  against  it.” 

What  Newark  has  done  and  is  doing  toward 
the  elimination  of  diphtheria  can  he  just  as 
readilv  done  by  any  other  city  or  town  in  New 


Jersey  and  that  such  action  should  be  taken 
by  every  town  is  a statement  that  admits  of  no 
argument.  Physicians  can  help  by  stimula- 
ting public  interest  and  by  aiding  local  health 
agencies  to  push  the  campaign. 


CHICAGO  VERSUS  QUACKS. 

An  officer  of  the  State  Society  sends  us  the 
following  clipping  from  that  all-seeing  weekly 
review — -Time — which  is  quite  enlightening  as 
to  what  a city  daily  newspaper  may  accom- 
plish when  it  sets  out  to  expose  the  charlatans 
of  its  community. 

In  Chicago,  the  Tribune,  big  newspaper,  did 
valuable  work  last  week,  as  it  did  13  years  ago. 
It  investigated  the  medical  quacks,  imposters, 
charlatans,  “specialists”,  ‘‘old  Docs”,  “health  in- 
stitutes” of  the  city,  flayed  them  all  and  sundry, 
laid  bare  their  foul  and  intricate  inner  workings. 
Chicago  for  a period  was  almost  clean  of  these 
pseudo-medics,  some  of  whom  were  regularly  li- 
censed physicians  with  debased  practices.  Many 
had  been  deprived  of  their  onetime  licenses  for 
malpractice.  Many  were  merely  pornerastic  lay- 
men with  a smattering  of  technical  terminology. 
Of  recent  years  they  have  been  filtering  back, 
spread-eagling  their  “specialties”  on  flamboyant 
office  signs,  advertising  especially  in  the  foreign 
language  and  Negro  newspapers,  greatly  daring 
even  to  insert  their  advertisements  in  such  Eng- 
lish-speaking sheets  as  would  accept  their  copy. 

To  learn  how  extensive  Chicago  quack  opera- 
tions were,  the  Tribune  editors  picked  out  a husky 
reporter,  one  F,  . . . W.  ....  30  years  old,  220  lb. 
in  weight,  6 ft.  1 in.  in  height:  had  him  examined 
by  such  highly  reputed  physicians  as  Dr.  Louis 
E.  Schmidt  and  Dr.  Eugene  Laurence  Hartigan. 
They  tapped  him,  sounded  him,  made  Wasser- 
mann  tests,  pronounced  him  “an  exceptionally 
healthy  young  man”.  Not  so  the  charlatans.  His 
reports  on  their  personalities,  their  diagnoses  and 
their  cures  he  made  unabashedly,  and  the  Tribune 
bravely  dealt  with  seven  of  them  last  week: 

Old  Doc  S.  E.  Embry  is  a stoop-shouldered, 
middle-aged  practitioner  with  greying  hair.  One- 
time, 1907-1908,  he  was  intimately  connected  with 
government  prosecution  for  using  the  mails  to  de- 
fraud against  “The  Boston  Medical  Institute”  and 
“The  Belleview*  Medical  Institute”  of  Chicago. 
These  were  one  and  the  same  firm,  using  the  same 
office  suite,  but  with  entrances  on  different  streets 
to  divert  suspicion,  an  oldtime  quack  stunt.  Old 
Doc  Embry  uses  the  same  method — “Dr.  Embry” 
on  the  door  of  a squalid  office  for  Negroes,  “The 
Parker  Health  Institute”  on  a communicating  of- 
fice door  for  whites.  His  gyp  game  is  to  thrill  and 
mystify  the  patient  by  the  intimated  cure-all  pow- 
ers of  the  x-ray.  His  staff  found  the  Tribune  man 
very  ill,  but  curable  for  $90,  $20  down. 

Old  Doc.  R.  C.  McCarthy,  stocky,  smooth  faced, 
of  ’medium  height,  heavy,  spectacled  and  prema- 
turely grey,  sat  looking  at  the  patient,  asked  a 
few’  questions,  declared  he  suffered  from  “pros- 
tatic trouble”  curable  by  “electric  treatment”  for 
$100,  $20  down.  He  operates  the  “House  of 

Health”,  where  in  a demurely  yet  impressively 
equipped  waiting  room  a buxom,  black-eyed, 


*A  scoundrelly  echoing  of  the  name  of  Man- 
hattan's esteemed  Bellevue  Hospital. 
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black-haired  demoiselle  welcomes  the  “lobs”. 
But  they  work  for  H.  L.  Giles  and  August  E. 
Kroening,  who  syndicate  their  institutions  with 
branches  in  Manhattan,  Jersey  City,  Newark,  N. 
J.,  Kansas  City,  Montreal  and  Detroit.  They  have 
been  harried  about  the  U.  S.  and  Canada. 

Old  Doc  John  G.  Gill,  who  is  grey-haired,  wears 
large  round  tortoise-shell  glasses  and  constantly 
smokes  a cigar,  has  long  been  able  to  find  a “loss 
of  manhood”  in  practically  every  visitor,  to  his 
“People's  Health  Institute”.  “[My  cure]’  is  the 
same  thing  as  gland  transplantation.”  The  re- 
porter grabbed  for  his  clothes.  “You  know  what 
a ram  is — a strong,  virile,  he-man  sheep?  Well, 
that’s  where  this  stuff  comes  from — from  the  ram. 
....  He’s  red-blooded  and  full  of  fun.  We  inject 
a little  of  that  spirit  into  you  and  the  first  thing 
you  know  you’re  a new  man....”  He  could 
“cure”  the  strapping  reporter  for  $150,  $50  down. 

Old  Doc.  W.  M.  Lawhon,  dapper,  trimly  mus- 
tached  and  bearded,  frankly  admits  his  quackery 
when  squeezed,  but  has  always  managed  to  blar- 
ney out  of  prosecution.  He  found  the  reporter’s 
“manhood”  seeping  away  through  “prostathelco- 
sis”,  which  he  certified  to  cure  by  means  of  “Y  ? 
14”,  for  $40,  $6  down. 

Old  Doc  L.  D.  Rogers  is  almost  bald,  about 
65,  flaccid,  yet  benev  lent  seeming.  His  cure-all 
is  “autohemic  therapy”,  which  is  supposed  to 
wake  up  sluggards  and  to  perk  up  hang-dogs.  He 
mixes  a bit  of  the  patient’s  blood  with  some  Chip- 
pewa water  and  squirts  the  solution  back  into  the 
vein.  Such  ministrations  the  reporter  managed 
to  elude  even  against  the  reduced  rate  of  $100 
for  16  treatments  and  a red  paper-covered  book 
thrown  in. 

Old  Doc  H.  S.  Whitney  is  a fat,  large  man,  quite 
bald,  with  a ferret-like  face  ornamented  by  tor- 
toise-shell pince-nez.  He  finds  “autotoxemia”  in 
his  patients,  found  it  in  the  reporter  too,  who 
also  gravely  suffered  from  “neurarchy  with  a basis 
of  autotoxin”.  The  treatment  was  to  be  “R  12 
plus  injections;  static  electricity  and  medicine”, 
for  $46,  $3  down. 

On  the  way  from  that  place  the  reporter  peeked 
into  a cubicle  where  he  got  an  idea  of  the  elec- 
trical treatment.  Before  a nice,  shiny,  intricate- 
seeming  machine  that  crackled  and  droned,  sat 
on  raised  chairs  a handsome  Negress  and  a young 
Negro.  Over  their  heads  and  almost  touching 
were  steel  loops  connected  to  the  machinery.  As 
he  passed  they  were  silently  sitting  and  thinking, 
looking  wearily  into  space,  as  the  high  frequency^ 
current  passed  through  their  bodies. 

These  quacks  and  others  usually  manage  to 
elude  prosecution,  scurrying  to  other,  and  as  pros- 
perous, haunts  when  the  hue  gets  too  shrill.  The 
Illinois  Board  of  Education  and  Registration, 
which  should  always  be  alert  against  such  mal- 
practices, was  last  week  condemned  by  the  Tri- 
bune for  being  lethargic  and  for  ignoring  data 
brought  to  its  direct  attention.  Some  civil  suits 
have  already  been  filed  against  quacks  for  the 
damage  they  have  done  to  patients.  The  Tribune 
in  an  editorial  urged  popular  information  to 
counter  ignorance  and  fear,  which  the  charlatans 
exploit.  It  said:  “Medicine  has  long  hedged  itself 
about  with  a barrier  of  sanctity,  surrounded  its 
rites  with  mystery,  conducted  its  services  in  a 
lingo  incomprehensible  to  the  layman  . . . but 
the  forward-looking  members  [of  the  profession] 
see  the  advantage  to  the  people  they  serve  in 
getting  into  popular  language  the  lessons  modern 
medicine  has  to  teach.  . . 


d^bserbations  from  fte  Htgfjtfjouse. 


DIABETES  AND  INSULIN. 

Since  the  discovery  of  insulin  the  “diabetically 
educated”  patient  has  attained  such  a degree  of 
proficiency  that  we  have  in  the  Maine  Medical 
Journal  for  June  the  report  of  an  address  made  by 
a layman,  Roger  E.  Bousfield,  before  the  Penob- 
scot County  Medical  Association,  on  “Practical 
Points  in  the  Treatment  of  Diabetes”.  “My  only 
excuse”-,  he  says,  “for  agreeing  to  appear  before 
you  learned  gentlemen  is  that  diabetes  has  per- 
haps concerned  me  more  vitally  than  any  of 
you.*  * * * I speak  from  the  standpoint  of  a pa- 
tient who  has  tried  to  observe”. 

Inasmuch  as  22%  of  diabetics  show  a family 
history  predisposing  to  this  disease,  the  speaker 
urges  physicians  to  keep  watch  on  the  blood  re- 
latives of  their  diabetic  patients  with  a view 
to  preventing  disaster;  His  hearers  are  also  warn- 
ed to  make  sure  of  their  diagnosis  of  diabetes  be- 
fore they  prescribe,  definitely  excluding  the  pos- 
sibility of  renal  glycosuria  and  of  false  reactions 
for  sugar  in  the  urine  (due  to  pentoses  and  the 
administration  of  salicylic  acid  and  its  related 
compounds)  making  decision  by  means  of  blood 
sugar  tests  and  sugar  tolerance  tests  if  necessary. 

“Adequately  nourish  your  patients.  If  necessary, 
cut  down  the  fats  in  the  diet,  cut  down  the  body 
weight,  but  give  all  the  starches  and  sugars  con- 
sistent with  safety.  * * * * To  some  the  advent 
of  insulin  has  been  the  signal  for  cake-eating. 

* * * * How  much  insulin,  does  it  take  to  eat  a 
piece  of  cake?  That  is  an  individual  question 
and  the  doctor  may  be  justified  in  not  trying  to 
find  out.  What  are  the  objections  to  giving  the 
mild  diabetic  some  insulin?  Fear  of  hypogly- 
cemic reaction?  Educate  him;  if  necessary  have 
him  undergo  a reaction  under  your  supervision.. 

* * * * How  much  carbohydrate?  All  that  is  con- 
sistent with  safety  in  insulin  dosage.  I would  sug- 
gest as  a minimum  L%  gr.  per  kilo  body  weight 
per  day.  How  much  insulin?  All  that  the  patient 
can  safely  and  beneficially  use.  For  a diabetical- 
ly well-educated,  intelligent  adult  with  severe 
diabetes  I should  say  that  1 % units  per  kilo  body 
weight  is  within  the  safety  limit.  That  is  far  be- 
yond the  sanction  of  most  doctors,  but  I am  con- 
vinced that  it  is  not  only  safe  ■ but  imperative ; 
most  patients  will  not  require  as  much  as  that. 
What  is  the  effect  of  prolonged  dosage  of  insulin  ? 
For  myself  I have  derived  nothing  but  benefit. 
I had  rather  live  one  year  with  it  than  a hun- 
dred without  it;  and  there  are  hundreds  of  the 
same  opinion  as  I.  * * * * Insulin  properly  used 
makes  a well  person  out  of  an  invalid.  * * * * 
Educate  the  patient.  Spare  no  pains,  for  it  is 
only  when  he  knows  the  how  and  a little  of  the 
why  that  full  cooperation  is  possible.  Give  him 
a handbook,  make  him  keep  a note  book,  insist 
that  he  study.  * * * * Undeniably  it  is  hard  to 
teach  some  people  the  principles  of  treatment. 
For  those  whom  you  can  not  instruct  there  is  but 
one  course — insulin  restricted  to  a safe  minimum. 

* * * * The  patient  should  undergo  some  physi- 
cal redevelopment.  Too  much  exertion  makes 
him  hungry  and  uses  up  too  many  calories;  too 
little,  decreases  his  tolerance  and  makes  him 
flabby.  It  is  wrong  to  keep  the  patient  in  bed, 
yet  equally  wrong  to  advise  strenuous  physical 
effort.  Bring  back  his  physical  vigor.  So  shall 
you  prolong  his  life  and  make  possible  its  con- 
tinued usefulness  and  happiness. 


(Time,  Feb.  15,  1926) 
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THIi  CHANGING  CONCEPTION  OF  DIABETES 
AS  A DISEASE. 

George  H.  Tuttle  (Boston  Med.  & Surg.  J., 
194:931,  May,  1926)  says  that  whereas  during 
the  last  few  years  the  cause  of  diabetes  has  been 
pretty  generally  ascribed  to  more  or  less  perman- 
ent lesions  of  the  islands  of  Langerhans  of  the 
pancreas,  autopsies  have  not  sustained  this  view, 
and  clinicians  are  beginning  to  consider  it  as  a 
purely  functional  condition.  Comparing  a series 
of  nondiabetic  and  diabetic  autopsies  performed 
by  Labbe,  the  author  notes  that  out  of  a total 
of  3 7 subjects  dying  from  various  acute  or  chronic 
affections,  the  pancreas  was  normal  in  (only)  7; 
sclerosis  of  the  glandular  acini  was  found  in  var- 
ious degrees  in  2 7 cases;  adiposis  was  noted  in 
over  50%  and  the  Langerhans  islands  were  nor- 
mal (only)  8 times.  A series  of  18  diabetic  au- 
topsies showed  sclerosis  completely  absent  in  6 
cases,  very  mild  in  6,  intense  in  5 and  complete 
in  1 case.  Since  animal  experiments  show  that 
in  order  to  produce  diabetes  the  pancreas  must 
be  almost  completely  excised,  and  that  if  only  a 
small  portion  of  the  gland  remains — for  example, 
one-fifth — diabetes  does  not  ensue,  the  sclerosis 
must  be  very  intense  if  it  brings  about  a com- 
plete destruction  of  the  glands.  In  the  majority 
of  cases,  therefore,  pancreatic  sclerosis  can  not 
be  regarded  as  the  cause  of  diabetes. 

Quoting  further  from  Labbe,  Tuttle  notes  that 
fatty  infiltration  of  the  pancreas  has  a still  slight- 
er significance,  as  the  pancreas  follows  the  na- 
tural habit  of  the  individual,  whether  he  is  dia- 
betic or  not.  As  to  lesions  of  Langerhans  islands, 
Labbe  has  encountered  a well  developed  insular 
sclerosis  as  well  as  hyaline  infiltration  of  the 
islands  when  no  diabetes  was  present.  Further- 
more, the  lesions  never  involved  all  the  islands, 
and  the  development  of  diabetes  can  not  be  ac- 
counted for  by  a lesion  of  only  a few.  Another 
thing  that  claimed  his  attention  was  the  want  of 
correlation  between  the  severity  of  the  lesion  and 
the  gravity  of  the  diabetes. 

In  26  diabetic  autopsies  performed  by  Root 
and  Warren  the  number  of  the  islands  of  Lan- 
gerhans was  normal  in  2 0 cases,  few  in  6;  scler- 
osis was  found  in  6 cases,  hyalinization  in  13, 
lymphocytes  in  3,  and  normality  in  5 cases.  No 
pancreas  in  this  series  was  without  a larger  or 
smaller  number  of  normal  islands,  no  matter 
how  severe  the  .clinical  features  or  how  marked 
the  changes  in  some  of  the  islands.  No  correla- 
tion between  diabetic  coma  and  pathology  was 
found.  The  investigators  suggest  the  possibility 
of  the  morphologic  changes  being  the  result 
rather  than  the  cause  of  the  disease. 

It  is  therefore  evident,  as  Tuttle  observes,  that 
no  satisfactory  explanation  of  the  pathology  of 
diabetes  can  be  found  in  the  pancreas  after 
death.  Considered  as  a functional  disease,  how- 
ever, in  which  the  function  of  the  pancreas 
increases  or  decreases  according  as  the  islands 
increase  or  decrease,  diabetes  becomes  more 
easily  explainable,  and  gives  the  hope,  moreover, 
that  in  all  but  the  severe  cases  the  condition 
is  not  incurable,  but  susceptible  of  improvement. 
It  may  be  that  in  mild  cases  the  islands  could  be 
completely  restored.  Since  hope  of  a cure  de- 
pends upon  the  ability  to  raise  the  tolerance 
by  the  slow  stimulation  of  added  carbohydrate 
food  with  other  therapeutic  aids,  it  is  interesting 
to  note  that  two  French  observers.  Gelle  and 
Labbe,  have  studied  the  histologic  process  as  it 
actually  occurs  in  the  transitional  forms  of 
change  from  acini  to  islands  and  vice  versa,  in 
the  pancreas.  When  the  tolerance  rises  the 


number  of  acini  changing  to  islands  increases; 
when  the  tolerance  falls  the  converse  is  true. 
This  flux  proceeds  continually  in  both  the  diabe- 
tic and  the  normal  pancreas,  and  is  believed 
to  be  directly  proportional  to  the  functional 
strain  put  upon  these  delicate  units  by  the  food 
ingested.  It  is  for  this  reason  that  the  rational 
way  to  increase  the  tolerance  in  striving  for 
a cure  in  mild  or  moderate  cases  of  diabetes  is 
to  rest  the  pancreas,  either  by  holding  the  food 
at  the  level  of  the  natural  tolerance  for  a month 
or  more,  or  by  means  of  small  amounts  of  insulin 
for  a like  period,  then  slowly  to  raise  the  toler- 
ance by  gradual  additions  to  the  diet.  The 
added  carbohydrate  stimulates  the  change  of 
acinous  to  insular  units,  increases  the  number 
of  islands,  and  thus  makes  the  pancreas  produce 
more  insulin,  which  is  the  object  of  the  treatment 
and  the  only  way  in  which  diabetes  can  be 
cured. 

The  author  calls  attention  to  the  fact  that  most 
so-called  diabetic  deaths  are  not  due  to  diabetes 
but  to  more  fatal  diseases  acting  upon  diabetic 
ground. 


EFFECT  OF  INSULIN  TREATMENT  ON 
EXPERIMENTAL  DIABETES. 

What  is  regarded  by  Banting  and  others  as  a 
most  important  piece  of  research  is  reported 
by  E.  F.  F.  Copp  (California  & Western  Med., 
24:618,  May,  1926),  who  was  associated  with 
Banting  in  his  early  experiments  with  insulin. 
The  object  of  the  work,  Copp  tells  us,  was  to 
discover  what  changes  are  taking  place  in  the 
pancreas,  especially  the  islands,  as  a result  of 
insulin  treatment.  In  the  series  of  experiments 
some  30  animals  were  used,  dogs  being  found 
best  suited  for  the  tests.  Each  dog  was  sub- 
mitted to  several  operations.  At  the  first’  one, 
from  eight-ninths  to  twelve-thirteenths  of  the 
total  amount  of  pancreatic  tissue  was  removed, 
and  the  small  remnant  of  the  gland  was  left 
around  the  major  or  minor  duct.  A specimen 
was  saved  for  microscopic  examination.  The  dog 
was  then  placed  on  high  carbohydrate  diet  for 
approximately  one  month,  during  which  time  the 
animal  was  actively  diabetic.  A second  opera- 
tion was  then  performed  in  which  a specimen 
of  the  gland  was  removed  for  microscopic  ex- 
amination. These  sections  showed  that  the  alpha 
and  gamma  cells  of  the  pancreatic  islands 
remained  in  good  condition  but  that  the  beta 
cells  exhibited  so-called  hydropic  degeneration. 
The  acinar  cells  remained  normal.  Vacuolation 
of  some  of  the  cells  lining  the  ducts  was  also 
seen  at  times.  Immediately  after  the  second 
operation  treatment  with  insulin  was  started 
and  subcutaneous  injections  were  usually  made 
3 to  4 times  a day  at  fairly  even  intervals  during 
the  24  hours.  Each  dog  was  placed  on  a care- 
fully weighed  diet,  usually  being  fed  3 times  a 
day  on  lean  meat.  A strictly  normal  level  of 
blood  sugar  was  aimed  at  and  maintained  during 
the  whole  of  this  period.  This  program  was  kept 
up  for  24  hours  to  3 weeks,  many  specimens  of 
pancreas  being  removed  from  different  animals 
at  varying  intervals. 

Results  showed  the  complete  disappearance  of 
hydropic  degeneration  of  the  beta  cells  of  the 
islands  of  Langerhans,  and  restoration  to  normal 
was  found  after  a period  of  14  days  of  insulin 
treatment.  About  the  ninth  day  vacuolation 
began  to  subside,  but  before  this  period  very 
little  recovery  could  be  noticed.  Careless  control 
of  the  diabetes  showed  that  the  functional  over- 
strain on  the  islands  had  not  been  relieved,  as 
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they  still  exhibited  hydropic  degeneration.  In- 
vestigators have  reason  to  believe,  says  Copp, 
that  hyperglycemia,  without  sugar  in  the  urine, 
will  prevent  the  clearing  up  of  the  pathologic 
picture  of  vacuolation  of  the  island  cells.  Lack 
of  control  of  the  symptoms  of  diabetes  in  dogs 
is  rapidly  followed  by  acidosis.  It  is  interesting 
to  note  that  before  insulin  treatment  of  diabetes 
in  dogs,  it  was  almost  impossible  to  produce  a 
severe  acidosis  in  these  animals.  Now  it  is 
easily  done  by  suddenly  stopping  the  administra- 
tion of  insulin  but  keeping  on  with  the  same  diet. 
The  glucose  tolerance  of  diabetic  dogs  under 
insulin  treatment  will  improve,  often  remarka- 
bly. The  diabetic  dog  thrives  best  when  strictly 
normal  blood  sugars  are  maintained. 

Copp  has  been  unable  to  prove  definitely  the 
formation  of  new  islands  but  vacuolation  ob- 
served occasionally  in  centro-acinar  cells  and  in 
the  small  ducts  or  cell  cords  seems  to  suggest 
an  intimate  relationship  between  these  cells  and 
the  beta  cells  of  the  island. 

As  the  pathologic  changes  of  the  pancreas  as 
a result  of  diabetes  in  the  dog  and  in  the  human 
are  almost  identical,  it  is  important  to  realize 
that  only  by  careful  control  and  by  the  main- 
tenance of  strictly  normal  blood  sugars  can  one 
expect  to  have  the  already  damaged  organ  in 
diabetes  functioning  at  its  best.  Occasional  pres- 
ence of  sugar  in  the  urine  means  the  probabil- 
ity that  some  of  the  beta  cells  of  the  islands  are 
becoming  vacuolated,  and  if  this  is  repeated  it 
may  mean  the  destruction  of  island  tissue  with 
a further  irreparable  loss  in  food  tolerance. 
Just  what  is  happening  to  the  patient’s  pan- 
creas when  under  good  control  is  an  interesting- 
speculation,  but  w-hen  under  poor  control  we 
most  certainly  know,  says  the  author,  that  speci- 
fic pathologic  changes  are  taking  place  detri- 
mental to  the  patient. 

In  discussing  the  foregoing  paper.  Banting  of 
the  University  of  Toronto,  Canada,  says  in  part, 
“The  fact  that  Dr.  Copp  has  been  able  to  show 
the  complete  disappearance  of  hydropic  degen- 
eration of  the  beta  cells  of  the  islets  of  Langer- 
hans  in  partially  depancreatized  dogs  by  insulin 
treatment  is  of  great  importance,  because  it  pro- 
vides experimental  evidence  which  supports  the 
clinical  findings  that,  in  order  that  there  be  a 
gain  in  tolerance,  the  islets  of  Langerhans  must 
be  relieved  of  all  strain". 

Frederick  M.  Allen,  of  the  Physiatric  Insti- 
tute, Morristown,  Now  Jersey,  regards  the  ability 
to  produce  specific  island  changes  at  will  by  die- 
tary overstrain,  and  to  arrest  these  changes  by 
relieving  the  overstrain,  as  so  significant  that  these 
simple  experiments  should  be  tried  by  those 
pathologists  who  still  doubt  the  island  theory 
of  diabetes. 

The  occurence  of  this  degenerative  process 
furnishes  the  anatomic  explanation  of  the  pro- 
gressiveness of  diabetes.  One  of  the  traditional 
errors  that  was  hardest  to  overthrow  was  belief 
in  the  inherent  progressiveness  of  diabetes. 
There  is  now  agreement  of  experimental  and 
clinical  proof  that  diabetes  is  progressive  when 
the  island  function  is  overtaxed,  and  is  not  pro- 
gressive when  that  function  is  spared.  The 
means  of  overtaxing  the  function  are  also  signi- 
ficant. Not  only  carbohydrate  but  also  the  total 
calories  and  body  weight  influence  the  island 
function  in  both  dogs  and  patients.  It  is  un- 
fortunate that  it  should  still  be  necessary  to  re- 
peat this  very  simple-  and  easily  demonstrated 
fact.  Increased  calories  in  the  form  of  fat  in- 
crease the  tendency  to  glycosuria  and  acidosis, 
and  increase  the  insulin  requirement.  * * * * The 


pernicious  fad  of  high  fat  diet  rests  only  upon 
inconclusive  observations  that  some  patients  can 
be  freed  from  glycosuria  and  acidosis,  in  spite 
of  such  diets.  Accurate  comparisons  of  low  and 
high  fat  diets  have  never  failed  to  confirm  this 
fact,  which,  besides  its  practical  importance, 
has  a deep  theoretic  significance  with  reference 
to  the  role  of  insulin  in  the  bodily  chemistry.” 
’John  R.  Williams,  of  Rochester,  N.  Y.,  while 
admitting  the  value  of  maintaining  the  body 
chemistry  as  nearly  normal  as  possible  in  dia- 
betes, says  that  “the  difficulty  of  doing  so  in 
severe  cases  is  another  matter.  If  it  has  to 
be  done  at  the  cost  of  marked  undernutrition,  it 
is  an  open  question”.  The  patients  in  my  care 
who  are  permitted  to  maintain  an  approximately 
normal  nutrition  not  only  feel  better,  but  appear 
clinically  improved  and  show  no  evidence  of 
breaking  down.  Some  of  these  patients  have 
carried  high  blood  sugar  and  urine  sugar,  and 
in  other  ways  have  violated  the  conventional 
beliefs  as  to  the  importance  of  diabetic  standards. 
* * * * Without  insulin,  on  the  plan  of  under- 
nutrition alone,  my  patients  were  greatly  ben- 
efited for  a considerable  period  of  time;  event- 
ually they  failed,  and  although  the  expectancy 
of  life  was  extended  as  much  as  100%,  the 
disease  progressed  and  the  patient  finally  suc- 
cumbed either  to  inanition  or  to  the  diabetes. 
I have  noticed  no  such  regression  since  the  use 
of  insulin. 


INSULIN  IN  RELATION  TO  DIABETIC 
GANGRENE. 

In  an  excellent  summary  of  a most  interesting 
paper  on  Diabetic  Gangrene,  with  Particular 
Reference  to  the  Value  of  Insulin  in  its  Treat- 
ment, Harry  Blotner  and  Reginald  Fitz  (Boston 
Med.  & Surg.  .1.,  194:1156,  June  24,  1926)  report 
a clinical  study  of  69  cases  of  diabetic  gangrene 
observed  at  the  Peter  Bent  Brigham  Hospital. 
Of  the  969  cases  of  diabetes  admitted  to  the 
hospital  in  the  last  12  years,  7%  were  com- 
plicated with  gangrene,  which  usually  depends 
upon  obliterative  vascular  lesibns  in  the  ex- 
tremities of  elderly  diabetic  patients,  with  super- 
imposed infection,  thrombosis  or  osteomyelitis. 
The  condition  may,  however,  occur  in  young  per- 
sons with  essentially  normal  blood-vessels  and 
be  of  infectious  origin.  The  underlying  cause 
of  the  vascular  disease  encountered  in  the  major- 
ity of  cases  of  diabetic  gangrene  is  unknown. 
Syphilis  was  of  only  slight  importance  as  an 
etiologic  factor  in  the  cases  reported,  and  the 
relation  of  biochemical  changes  encountered  in 
diabetes  to  the  development  of  arteriosclerosis 
was  a matter  of  speculation. 

Trauma,  often  of  a very  minor  nature,  was 
the  immediate  cause  of  the  gangrene  in  65% 
of  the  cases.  More  cases  originated  during  the 
winter  than  during  the  summer  months:  2 
patients  developed  gangrene  while  at  rest  and 
under  observation  in  the  hospital.  Minor  injur- 
ies, cold  weather  and  the  lack  of  exercise,  there- 
fore, all  seemed  important  factors  in  the  pre- 
cipitation of  this  complication. 

Diabetic  gangrene  has  a notably  high  death 
rate,  23%  of  the  patients  in  this  series  dying 
while  under  treatment  in  the  hospital.  The 
results  of  medical  treatment  of  gangrene  have, 
in  the  authors'  experience,  been  disappointing, 
but  the  effect  of  insulin  upon  the  surgical  cases 
has  been  of  particular  interest.  Up  to  October, 
1922,  when  insulin  was  first  used  in  the  hospital, 
25%  of  the  gangrene  patients  treated  by  one 
method  died,  while  since  that  date  18%  of 


470 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Sept.,  1926 


the  patients  have  died.  Insulin,  therefore,  seems 
to  have  had  an  appreciable  effect  in  lowering 
the  hospital's  mortality  rate  in  these  cases. 

In  comparing  cases  of  diabetic  gangrene  treat- 
ed surgically  with  and  without  insulin,  it  appears 
that  insulin  has  afforded  a means  of  rapidly 
desugarizing  patients  before  operation  and  of 
allowing  them  a liberal  diet  during  the  period 
of  convalesence.  Before  the  days  of  insulin 
certain  patients  died  in  coma;  others  were 
forced  to  undergo  prolonged  periods  of  malnutri- 
tion in  preparation  for  operation  and  during  con- 
valescence therefrom,  suffering  progressive  loss 
of  weight  and  strength;  they  became  unresistant 
to  infection,  required  repeated  operations  and 
finally  died  after  a protracted  illness.  With  in- 
sulin, patients  are  made  free  of  acidosis  and  pre- 
pared for  operation  in  a few  hours;  they  are  able 
to  manage  an  adequate  diet  shortly  after  opera- 
tion, as  a result  of  which  they  gain  weight  and 
strength,  resist  infection  and  recover  from  their 
illness  in  a rapid  and  gratifying  manner. 

The  hospital’s  death  rate  from  diabetic  gang- 
rene is  considerably  higher  than  the  present 
death  rate  from  diabetic  coma.  The  authors 
believe  that  the  proper  use  of  insulin  in  the  treat- 
ment of  diabetic  gangrene  is  as  important  as 
is  the  proper  use  of  insulin  in  the  treatment 
of  diabetic  coma,  and  that  all  cases  of  diabetic 
gangrene  should  be  treated  as  carefully  and  as 
energetically  as  cases  of  diabetic  coma  are 
treated. 


INSULIN  IN  INFANT  FEEDING. 

The  use  of  insulin  in'  the  treatment  of  non- 
diabetic conditions  is  still  in  the  experimental 
stage.  According  to  Hyman  Green  and  George 
Robbins  (Boston  Med.  & Surg.  J„  194:1162,  June 
24,  1926),  its  use  in  relation  to  the  treatment  of 
malnourished  infants  was  first  suggested  by  Pit- 
field  in  1923.  He  was  impressed  with  the  stimu- 
lating properties  of  this  active  principle  of  the 
islands  of  Langerhans  and  he  tried  injecting 
1 unit  of  insulin  daily  for  3 weeks  in  2 young 
infants.  The  injection  was  given  at  the  same 
time  as  the  morning  feeding  and  Pitfield  con- 
sidered that  beneficial  effects  were  obtained  in 
both  cases. 

It  is  usually  stated  that  a normal  infant  of 
average  weight  requires  a daily  intake  of  food 
having  a fuel  value  of  approximately  45-50  calor- 
ies per  lb.  body  weight,  and  that  the  amount  of 
whole  milk  required  to  supply  the  necessary  pro- 
tein and  mineral  salts  approximates  1 y2  oz.  per 
lb.  body  weight.  In  the  case  of  an  undernour- 
ished infant,  weighing  one-half  what  he  should 
weigh,  the  total  food  requirement  is  likely  to 
be  in  the  neighborhood  of  100  calories  per  lb., 
and  the  milk  requirement  about  3 oz.  per  lb! 
body  weight.  It  is  generally  found  quite  impos- 
sible to  give  these  infants  the  optimal  quantity 
of  food  as  they  are  unable  to  handle  it,  so  some 
means  must  be  devised  to  increase  the  capacity 
for  utilizing  the  food. 

The  9 cases  reported  by  the  author  in  which 
insulin  was  administered  to  stimulate  ' nutrition 
were  selected  as  the  most  difficult  in  the  wards. 
The  dose  of  insulin  was  based  upon  the  ratio 
of  1 unit  of  insulin  to  15  gr.  carbohydrate  in 
the  diet.  In  3 cases  this  was  changed  to  1:13, 
1:25  and  1:50,  respectively.  All  the  patients 
gained  with  the  exception  of  1 who  was  handi- 
capped by  severe  complications.  In  6 cases  the 
gains  were  striking.  An  improvement  in  the 


general  condition  was  observed  in  5 cases;  a 
doubtful  reaction  occurred  in  1.  The  authors  dis- 
claim any  intention  of  offering  insulin  as  a pan- 
acea for  malnutrition  but  they  believe  the  fore- 
going observations  on  a limited  number  of  cases 
are  suggestive. 


Rational  jffletncal  J^etos. 


RESUME  OF  THE  PROCEEDINGS 
ANNUAL  CONVENTION  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION, 

Dallas,  Texas,  April  19-23,  1926. 

! he  first  feature  of  this  gre^t  convention 
that  one  wishes  to  mention,  is  the  hospitality 
extended  to  those  in  attendance.  We  had  heard 
of  and  experienced  “southern  hospitality”  at 
other  places,  but  were  scarcely  prepared  for  the 
overwhelming  cordiality  of  the  Dallas  specimen 
of  entertainment.  Southern  courtesy  and  gener- 
osity were  in  this  southwestern  city  combined 
with  western  open-hearted  good-will  and  liber- 
ality; a combination  that  left  nothing  to  be 
desired.  The  entertianment  was  of  a lavish  char- 
acter, yet  was  given  with  such  apparent  simpli- 
city as  to  make  us  feel  entirely  at  home. 

1 he  scientific  sessions  call  for  little  comment, 
as  they  were  of  the  usual  high  class  and  the 
papers  read  at  the  various  Sections  are  appearing 
in  the  A.  M.  A.  Journal.  It  may  be  worth  men- 
tioning that  the  moving  picture  exhibition,  run- 
ning constantly,  was  even  more  successful  than 
heretofore.  The  program  was  not  only  extreme- 
ly interesting  but  was  run  upon  a definite  time 
schedule  which  was  adhered  to  with  such  accur- 
acy that  one  could  plan  to  drop  in  at  a fixed 
time  for  those  subjects  he  desired  to  learn  more 
about.  Likewise,  the  pathologic  exhibit  was  well 
arranged  for  study.  One  of  the  most  striking 
exhibits  in  this  department  was  that  prepared  i 
by  Dr.  Alexander  Lambert  to  explain  “Cardiac 
pain  and  sudden  death  in  angina  pectoris”.  Dr. 
Lambert  was  always  at  this  booth  to  explain  his 
specimens  and  charts,  and  the  Committee  on 
Cardiology  has  published  an  illustrated  brochure  i 
upon  this  work  which  should  be  of  inestimable 
value  to  the  general  practitioner. 

The  business  sessions  of  the  House  of  Dele- 
gates dealt  with  many  questions  of  interest  to  the 
general  profession.  The  most  important  mattery 
had  been  submitted  to  all  delegates  in  a preses- 
sional  volume  of  committee  reports  so  that  they 
might  come  prepared  for  intelligent  discussion  | 
and  action  upon  such  questions.  In  accordance, 
too,  with  the  custom  of  the  organization  all 
reports  from  officers  and  standing  committees 
were  promptly  given  to  special  reference  com-  ! 
mittees  to  be  digested  and  submitted  to  the 
House  at  a later  session  with  recommendations,  j 
This  plan  certainly  facilitates  the  careful  and 
deliberate  transaction  of  business. 


BOARD  OF  TRUSTEES. 

The  Board  of  Trustees  presented  a detailed  i 
report  of  the  many  aspects  of  Association  Work 
considered  during  the  fiscal  year  and  every  mem- 
ber should  inform  himself  by  reading  that  report 
in  full,  as  published  in  the  Journal  of  March  20,  \ 

page  845.  Under  the  very  able  guidance  of  this  | 
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board,  the  business  of  the  Association  has  pros- 
pered most  satisfactorily.  The  Journal  easily 
maintains  its  position  of  leading  medical  journal 
of  the  world,  with  a circulation  of  more  than 
86,000  weekly.  The  receipts  from  sale  of  adver- 
tising space  in  the  Journal  showed  a gain  of 
11%  for  the  year,  and  this  in  spite  of  very 
strict  censorship  governing  the  acceptance  of 
advertising  matter.  Of  the  special  journals  pub- 
lished by  the  Association,  4 — Interal  , Medicine, 
Diseases  of  Children,  Surgery,  and  Otolaryngo- 
logy— returned  a profit,  while  2 — Neurology  and 
Psychiatry,  and  Dermatology  and  Syphilology — 
were  published  at  a loss.  Hygeia  has  reached 
a monthly  circulation  exceeding  41,000  and  is 
approaching  a self-supporting  basis. 

Periodic  Health  Examinations — The  Trustees 
reported  reasonable  progress  in  this  movement. 
The  Manual  of  Suggestions  for  Health  Exami- 
nations has  received  a cordial  reception  by  the 
profession  throughout  the  country.  (A  supply 
of  these  manuals  is  on  hand  for  distribution  to 
our  own  members  in  New  Jersey,  in  combination 
with  the  other  essentials  for  conducting  such 
examinations,  and  will  be  supplied  by  the  Execu- 
tive Secretary  at  cost  price.)  It  was  suggested 
by  the  Trustees  that  every  county  medical  society 
should  devote  at  least  one  meeting  each  year  to 
consideration  of  this  question,  if  necessary  calling 
upon  the  State  Society  for  lecturers  and  demon- 
strators to  aid  in  developing  local  interest.  A 
special  exhibition  was  arranged  for  State  Society 
officials,  at  which  a film  was  projected  on.  the 
screen  depicting  the  conduct  of  a complete  phy- 
sical examination.  (Our  State  Society,  at  the 
recent  annual  meeting,  authorized  the  purchase 
of  a copy  of  this  film  for  use  of  the  county 
societies.) 

Bureau  of  Legal  Medicine  and  Legislation — 
Cooperation  between  this  Bureau  and  the  State 
Society  legislative  committees  has  grown  very 
materially,  and  with  benefit  to  all  concerned. 
By  interchange  of  experiences  the  state  associ- 
ations can  reduce  to  a minimum  the  occasions 
on  which  they  acquire  knowledge  in  the  school 
of  experience,  and  in  which  knowledge  may  come 
too  late  to  be  of  practical  value.  The  Bureau 
has  reason  to  believe  that  Congress  will  reduce 
the  Narcotic  Registration  tax  to  $1.00  per  annum, 
and  reported  that  the  governmental  proposition 
to  require  an  additional  registration,  without 
cost,  for  the  prescibing  of  exempt  narcotics  has 
been  abandoned  by  the  Internal  Revenue  Depart- 
ment. As  yet  the  Bureau  has  not  succeeded 
in  securing  deduction  from  Income  Tax  of 
moneys  spent  by  physicians  in  travel  and 
general  expenses  attending  postgraduate  study; 
it  will  probably  be  necessary  to  have  some  indi- 
vidual member  institute  an  appeal  from  the  deci- 
sion of  the  Commissioner  of  Internal  Revenue  in 
order  to  have  this  question  decided  by  the  court. 

The  National  Prohibition  Act  Case — Lambert 
versus  Yellowley — is  still  pending  before  the 
United  States  Supreme  Court;  the  object  of  this 
suit  having  been  to  have  declared  unconstitu- 
tional the  quantitative  limits  on  prescribing  of 
liquor  as  now  laid  down,  on  the  grounds  that 
no  authority  has  been  delegated  to  Congress  to 
proscribe  the  use  of  remedies  which  qualified 
physicians  believe  to  be  efficacious  in  the  treat- 
ment of  disease.  At  the  Atlantic  City  meeting, 
in  1925,  the  Association  authorized  the  Trustees 
to  appoint  a speciaf  committee  to  confer  with 
the  Assistant  Secretary  of  the  Treasury  in  charge 
of  prohibition  with  a view  to  drafting  satisfac- 
tory regulations  governing  the  distribution  of 


medicinal  liquor  in  the  event  that  the  quantita- 
tive limitation  referred  to  shall  be  declared  un- 
constitutional. A committee  was  appointed,  con- 
ferred with  General  Andrews,  and  submitted 
to  the  Trustees  a report  containing,  among  others, 
the  following  recommendations: 

(a)  Any  physician  prescribing  more  than  1 
pint  of  liquor  in  30  days  to  the  same  patient  shall 
issue  a certificate  to  accompany  said  prescription 
and  be  necessary  to  its  validity,  that  the  excess 
prescribed  for  is  in  the  judgment  of  the  prescrib- 
ing physician  a medical  necessity;  and  the  pre- 
scribing physician  shall  forthwith  mail  or  deliver 
a copy  of  said  certificate  to  the  prohibition  ad- 
ministrator of  the  district  in  which  said  prescrip- 
tion is  to  be  filled. 

(b)  That  any  person  to  whom  a pharmacist 
delivers  liquor  called  for  by  any  prescription  be 
required  by  the  pharmacist  to  pledge  himself  in 
writing  on  the  prescription  blank,  that,  so  far  as 
lies  in  his  power  to  prevent  it,  no  part  of  any  such 
liquor  will  be  used  for  other  than  lawful  medici- 
nal purposes. 

(c)  That  the  allowance  of  spirituous  liquor 

to  physicians  for  emergency  use  be  reduced  so 
as  not  to  exceed  normally  .2  quarts  annually,  not 
more  than  1 pint  to  be  purchased  by  the  physician 
at  any  one  time;  and  that  the  amount  of  alcohol 
allowed  physicians  for  other  than  internal  ad- 
ministration be  reduced  so  as  not  to  exceed  nor- 
mally more  than  3 gallons  annually  to  any  one 
physician:  Provided,  however,  that  prohibition 

administrators  be  empowered  to  authorize  larger 
allowances,  both  annually  and  in  the  quantity 
purchased  at  any  one  time,  in  the  case  of  any 
physician  who  submits  to  the  prohibition  adminis- 
trator within  whose  jurisdiction  he  practices  sat- 
isfactory evidence  to  show  that  the  nature  and 
extent  of  his  practice  are  such  as  to  make  such 
larger  quantities  necessary. 

The  report  was  considered  by  the  House  of 
Delegates  in  executive  session,  sitting  as  a com- 
mittee of  the  whole,  so  we  are  not  informed  as  to 
the  arguments  but  the  final  decision  as  recorded 
is  that  the  committee  is  to  be  continued,  with 
such  additional  members  as  the  Trustees  may  find 
advisable,  and  with  instructions  to  report  at  the 
next  annual  meeting.  This,  action  was  possibly 
taken  to  allow  time  for  all  members  to  consider 
the  newly  proposed  restrictions  and  to  give  ex- 
pression to  their  views. 

Veterans’  Bureau. — It  will  be  remembered  that 
at  the  1925  session  the  Association  adopted  reso- 
lutions disapproving  the  provisions  of  the  [World 
War  Veterans’  Act  of  1924  granting  to  all  veter- 
ans, regardless  of  need,  the  privilege  of  hospital- 
ization and  treatment  at  government  expense  for 
all  diseases  and  injuries  whatsoever,  and  whether 
or  not  traceable  to  military  service.  Bills  pend- 
ing before  the  Congress  of  1925-26  propose  to  ex- 
tend such  bounty  to  include  out-patient  treat- 
ment, as  well  as  the  hospitalization  already 
authorized,  and  to  make  both  provisions  cover-in 
civilian  employees  who  served  overseas.  Fur- 
thermore, one  bill  proposes  the  establishment 
Of  a “commissioned  medical  corps’’  for  this  bur- 
eau. 

Colonel  Gilbert  E.  Seaman,  representing  Gen- 
eral Hines,  Director  of  the  Veterans’  Bureau,  ad- 
dressed the  House  in  explanation  of  existing  con- 
ditions and  problems.  He  pointed  out  the  fact 
that  his  bureau  has  the  largest  number  of  hos- 
pitals, dispensaries  and  patients  under  one  organ- 
ization in  the  United  States,  if  not  in  the  world. 
This  bureau  does  not  make  the  law,  that  being  a 
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function  of  Congress,  but  has  to  follow  the  pro- 
visions of  such  laws  and  render  to  the  disabled 
ex-service  man  such  attention  as  is  provided  by 
the  government. 

“There  were  approximately  5,000,000  men  and 
women  who  served  in  the  war.  Of  this  number  a 
certain  proportion  suffered  in  health,  or  will  suf- 
fer by  reason  of  their  service.  The  Veterans’ 
Bureau  conducts  50  hospitals  and  more  than  100 
dispensaries.  In  these  hospitals  during  the  past 
year  there  have  been  hospitalized  approximately 
77,000  patients.  At  the  end  of  the  last  fiscal  year 
there  were  in  hospitals  approximately  27,000  pa- 
tients. Of  this  number  83%  were  suffering  from 
service  connected  disabilities,  while  17%  were 
veterans  of  all  wars  or  military  movements  since 
189  7 suffering  form  disabilities  which  may  or  may 
not  have  been  connected  with  military  service; 
some  having  applied  but  their  service  connection 
not  yet  determined.  Many  of  these  were  veterans 
of  the  Spanish  American  War,  the  Philippine  in- 
surrection, the  Boxer  rebellion  and  later  military 
operations,  some  of  whom  had  grown  old,  many  of 
them  drawing  small  pensions  and  all  of  them  suf- 
fering from  some  disability,  compensable  or  other- 
wise. The  World  Wair  Veterans’  Act  provides,  it  is 
true,  for  the  care  of  veterans  under  certain  circum- 
stances regardless  of  the  origin  of  their  disability, 
but  only  when  hospital  facilities  in  Veterans'  Bur- 
eau hospitals  are  available,  and  preference  is' 
given  to  those  who  are  financially  unable  to 
adequately  care  for  themselves.  It  will  there- 
fore be  seen  that  this  very  generous,  many 
people  think  too  generous,  and  some  people  think 
unwarranted  provision  of  the  law,  does  not  apply 
to  a very  large  percentage  of  the  total  number 
in  hospitals.  The  extension  of  Veterans’  Bureau 
hospital  facilities  for  the  care  of  non-service 
connected  disabilities  of  ex-soldiers  is  not  con- 
templated.’’ 

(According  to  newspaper  reports  the  amend- 
ments to  the  Veterans’  Act  were  passed  by 
Congress  in  the  final  hours  of  the  session  just 
closed,  but  we  are  not  informed  as  to  what  ex- 
tent they  were  modified  by  conference  between 
the  House  of  Representatives  and  Senate  com- 
mittees and  do  not  know  whether  any  of  the 
objectionable  features  were  obliterated  or  toned 
down.) 

Dealing  with  Cults — The  House  of  Delegates, 
considering  another  feature  of  the  Trustees’ 
Report,  adopted  a resolution  condemning  the 
United  States  Department  of  Labor  for  giving 
“approval’’  to  chiropractic  schools  and  thereby 
encouraging  quackery,  and  calling  upon  the  Trus- 
tees to  see  that  every  proper  effort  is  made 
to  have  such  approvals  canceled.  The  Depart- 
ment of  Labor  had,  apparently  without  any 
investigation  of  their  teaching  facilities,  put  the 
stamp  upon  these  schools,  11  in  number,  as 
institutions  for  the  receipt  of  student  immigrants 
outside  of  the  quota  limit,  .such  approval  carries 
the  coincident  posting  of  lists  in  our  consulates 
abroad,  and  the  chiropractic  schools  accepted 
and  adopted  that  as  a means  of  advertising. 

In  that  same  connection,  the  Trustees  called 
attention  to  the  determined  efforts  on  the  part 
of  sectarian  practitioners  in  some  districts  to 
force  themselves  into  hospitals  on  an  equal 
footing  with  physicians.  This  situation  merits 
the  close  attention  of  state  and  county  medical 
societies,  as  the  movement  may  be  expected  to 
show  itself  in  new  quarters. 

Legislative  Representative  at  Washington — 
After  considering  the  suggestion,  made  at  a 


previous  meeting,  that  the  Association  maintain 
a full-time  representative  in  Washington,  the 
Trustees  had  declined  to  make  such  an  appoint- 
ment, in  the  belief  that  the  delegates  had  not 
understood  at  the  time  of  the  aforesaid  action 
that  there  existed  connections  at  Washington 
that  seemed  to  be  adequate.  The  question  was 
considered  by  the  House  of  Delegates  in  executive 
session  and  it  was  finally  decided  that  the  Trus- 
tees be  requested  to  provide  a representative 
in  Washington  during  the  legislative  sessions. 


REPORTS  OF  SECRETARY  AND  GENERAL 
MANAGER. 

Dr.  Olin  West  presented  a most  satisfactory 
and  instructive  report  covering  the  details  of 
this  very  important  office.  The  growth  in  mem- 
bership continues  and  now  shows  an  enrollment 
of  more  than  91,000.  “Most  of  the  constituent 
associations  have  made  definite  progress  during 
the  year  in  strengthening  themselves  as  organi- 
zations and  in  providing  more  helpful  service 
for  their  members.  Some  have  extended  their 
activities  so  that  the  benefits  of  membership 
have  been  greatly  enhanced.  The  state  associa- 
tions as  such,  are,  in  most  instances,  stronger 
than  ever  before.  A great  deal  has  been  done 
within  the  last  few  years  toward  perfecting  their 
organizational  machinery.” 

County  Societies — “The  county  medical  society 
is  the  fundamental  unit  in  our  scheme  of  organi- 
zation. More  than  that,  it  is  the  essential  factor 
in  the  record,  whether  of  progress  or  otherwise, 
that  may  be  made  by  medical  organization  as 
a whole.  A constituent  state  association  can 
not  permanently  succeed,  no  matter  how  its 
own  separate  machinery  may  be  developed,  un- 
less its  component  county  societies  are  meeting 
their  own  responsibilities  with  reasonable  effi- 
ciency. No  more  can  the  American  Medical  ! 
Association  fully  succeed  unless  its  basic  units 
are  efficient.  There  are  those  things  that  must 
be  done,  and  done  well,  by  the  county  society 
for  itself  and  for  organized  medicine  as  a whole. 
In  building  up  the  state  association  or  the  Amer- 
ican Medical  Association,  great  care  should  be 
taken  to  see  to  it  that  nothing  is  done  to 
weaken  the  county  society,  whether  by  taking 
over  the  work  it  should  do  for  itself  or  by  any 
other  method. 

As  has  been  stated  in  reports  heretofore  sub- 
mitted, there  are,  as  is  clearly  shown  by  official 
reports  from  their  own  officers,  too  many  county 
societies  that  are  stagnant.  In  many  instances 
persistent  effort  has  been  made  to  stimulate  them 
into  action  without  any  measurable  success.  It 
might  be  worth  while  for  the  state  associations 
to  undertake  a careful  survey,  each  within  its 
own  jurisdiction,  with  a view  to  making  a final 
effort  toward  bringing  every  chartered  compon- 
ent unit  as  now  constituted  into  useful  activity, 
or,  failing  that,  to  effect  organization  anew  by 
the  combination  of  2 or  more  counties  into 
1 society.  This  plan  has  already  been  tried  to 
good  advantage  in  some  instances. 

Turning  to  a brighter  side  of  the  general  pic- 
ture, it  is  extremely  gratifying  to  report  that 
many  county  societies  in  all  sections  of  the  coun- 
try are  doing  more  and  be\ter  work  than  ever 
before.  Among  these  are  some  with  relatively 
small  membership.  Their  programs  of  work, 
scientific  and  otherwise,  are  prepared  with  care 
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and  carried  out  with  inspiring  enthusiasm.  Such 
societies  confer  real  benefits  on  their  members 
and  exert  a most  helpful  influence  in  their  own 
several  communities.  They  are  the  strength 
of  medical  organization  in  the  United  States. 

It  is  easily  apparent  to  any  who  will  examine 
the  facts  that  the  scientific  work  of  constituent 
associations  and  of  ^active  component  county 
societies  is  showing  constant  improvement — in 
both  quantity  and  quality.  More  and  more  the 
scientific  programs  are  being  made  really  pur- 
poseful. This  appears  to  be  largely  due  to  the 
fact  that  the  compilation  of  these  programs 
is  made  the  duty  of  qualified  committees, 
elected  officers,  or  otherwise.  The  programs  are 
planned  far  enough  ahead  to  give  contributors 
ample  time  for  the  preparation  of  well  thought 
out  papers  and  discussions. 

There  seems  to  be  a growing  tendency  on  the 
part  of  some  county  and  district  societies  toward 
depending  on  ‘outside  talent’  exclusively  for 
program  material.  It  may  be  that  this  tendency, 
if  permitted  to  develop,  will  destroy  one  of  the 
important  purposes  of  these  societies,  namely, 
to  encourage  study  and  promote  the  art  of  ex- 
pression, by  both  the  written  and  the  spoken 
word,  among  their  own  members.” 


SUPPLEMENTARY  REPORT  OF  REFERENCE 
COMMITTEE. 

County  Societies — This  committee  added  to  the 
Secretary’s  report  the  following  comment  relating 
to  county  societies:  “The  county  society  should 
be  the  fountain  head  of  scientific  work."  The 
secretary  very  properly  points  to  a danger  in 
this  connection.  The  scientific  program  of  a 
county  society  should  accomplish  2 distinct 
things,  instruct  the  membership  and  develop 
in  members  the  scientific  ability  and  the  ability 
to  express  themselves.  If  these  programs  do 
not  bring  to  the  society  those  who  are  qualified 
to  speak  and  able  to  speak,  instruction  will 
suffer.  On  the  other  hand,  if  this  is  done  to 
the  exclusion  of  discussions  by  members  gen- 
erally, there  will  be  no  development.  State  asso- 
ciations and  county  societies  will  do  well  to  give 
special  study  to  this  problem. 

We  feel  that  the  annual  conference  of  secre- 
taries of  constituent  state  associations  is  proving' 
of  great  value.  We  trust  that  the  Board  of 
Trustees  will  continue  to  foster  this  practice. 
One  of  the  most  difficult  tasks  confronting  our 
national  organization  is  that  of  coordinating  the 
activities  of  constituent  state  associations  and 
bringing  about  the  maximum  uniformity  of  laws 
and  regulations  for  their  government.  There  can 
be  no  better  agency  for  this  purpose  than  the 
annual  conference  of  state  secretaries.” 

(At  our  own  recent  annual  meeting  the  secre- 
taries and  reporters  of  county  societies  were 
brought  together  for  a conference  a.nd  the  re- 
sults were  so  pleasing  that  it  is  hoped  this 
may  become  an  established  custom.  The  first 
gathering  was  necessarily  in  the  nature  of  an 
entertainment  but  successive  meetings  will  pro- 
vide opportunity  for  these  county  society  officers 
to  present  and  discuss  their  local  problems  so 
that  by  exchange  of  experiences  the  general  level 
of  accomplishment  may  be  elevated.) 

(To  be  continued). 


Current  events. 


ABSTRACT  REPORT  OF  THE  THIRD  TRI- 
STATE MEDICAL  CONFERENCE, 

Held  at  Philadelphia,  June  21,  1926. 

The  third  meeting  of  the  officers  from  the  New 
Jersey,  New  York  and  Pennsylvania  State  Medical 
Societies  was  held  at  the  Philadelphia  County 
Medical  Society  building  on  the  afternoon  of 
Monday,  June  21,  1926,  Dr.  Ira  G.  Shoemaker 
and  Dr.  Harry  W.  Albertson,  alternately,  presiding 
and  Dr.  Frank  C.  Hammond  acting  as  Secretary. 
The  3 states  were  represented  by  the  following 
officers: 

New  Jersey:  J.  B.  Morrison,  Recording  Secre- 
tary: Andrew  F.  McBride,  Chairman  of  the  Wel- 
fare Committee;  Henry  O.  Reik,  Editor;  Charles 
B.  Kelley  and  Alexander  MacAlister,  representing 
the  Board  of  Medical  Examiners. 

New  York:  George  M.  Fisher,  President;  Joseph 
S.  Lawrence,  Executive  Officer;  H.  P.  Hourigan, 
Chairman  of  Committee  on  Workmen’s  Compen- 
sation; and  Harold  Rypins,  Secretary  of  the  Board 
of  Examiners, 

Pennsylvania:  Ira  G.  Shoemaker,  President; 

Harry  W.  Albertson,  President-elect;  Arthur  C. 
Morgan,  Chairman  of  Committee  on  Legislation; 

L.  F.  Stewart,  Chairman  Commission  on  Work- 
men’s Compensation;  Frank  C.  Hammond,  Editor; 
William  H.  Hillegas,  member  Board  of  Medical 
Legislation  and  Licensure;  Moses  Behrend,  Presi- 
dent, Philadelphia  County  Medical  Society;  George 
H.  Meeker,  Dean  of  Graduate  School  of  Medicine, 
University  of  Pennsylvania;  and  Charles  S.  Pit- 
cher, Superintendent  of  Presbyterian  Hospital, 
Philadelphia. 

The  Secretary , announced  that  a telegram  had 
been  received'  from  Dr.  Van  Etten  explaining  that 
illness  prevented  his  attendance  and,  on  assuming 
the  chair,  Dr.  Albertson  introduced  Dr.  George 

M.  Fisher  as  the  recently  elected. President  of  the 
Medical  Society  of  New  York  State. 

Dr.  Fisher:  Your  program  for  the  afternoon  is 
so  extensive  that  it  is  hardly  in  line  to  make  an 
address  but  I do  wish  to  convey  to  you  the  best 
wishes  of  our  State  Society  in  carrying,  on  the 
work  you  have  started.  There  is  a general  opinion 
that  there  should  be  a better  interlacing  of  the 
medical  laws  of  these  states,  because  you  will 
bear  in  mind  that  in  these  3 states  we  have  one- 
fifth  of  the  population  of  the  entire  United  States, 
and  probably  about  the  same  percentage  of  the 
physicians  of  the  country.  We  have  also  approx- 
imately 20%  of  all  the  hospitals  and  it  stands  to 
reason  that  in  a district  so  thickly  populated  and 
with  so  many  physicians  there  should  be  an  in- 
terlocking system  of  laws  that  would  be  satis- 
factory to  all  3 states. 

Postgraduate  Medical  Instruction. 

Dr.  George  H.  Meeker,  Dean  of  Graduate  School 
of  Medicine,  University  of  Pennsylvania,  addressed 
the  conference  upon  the  subject  of  postgraduate 
medical  work  for  the  practicing  physician.  He 
felt  that  no  one  plan  would  be  applicable  to  all 
communities,  since  both  the  needs  and  the  facili- 
ties vary  considerably  in  different  localities.  In 
the  vicinity  of  a medical  school  and  in  a commun- 
ity well  supplied  with  hospital  facilities,  the  prob- 
lem of  postgraduate  teaching  is  quite  different 
from  that  existing  in  a community  remote  from 
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such  institutions.  Attendance  upon  the  regular 
medical  society  meetings  may  be  considered  as 
postgraduate  study  in  a sense  and  it  is  possible 
to  make  such  meetings  part  of  a general  scheme 
for  teaching  and  studying.  The  thing  most  gen- 
erally needed,  however,  seems  to  be  some  definite 
courses  of  study  for  general  practitioners  in  the 
rural  districts  and  that  these  courses  shall  be  con- 
ducted by  specialists  who  can  speak  authorita- 
tively on  their  subjects  and  yet  can  at  the  same 
time  sense  the  particular  needs  of  the  family 
physician.  The  teacher  must  be  thoroughly 
familiar  with  and  the  master  of  the  subjects  he 
teaches  and  his  teaching  must  not  be  that  of 
merely  repeating  text-book  instructions;  the 
physician  student  can  read  that  for  himself. 

Dr.  Meeker  suggested  that  instead  of  an  ela- 
borate “course”  of  instructions  in  any  branch, 
the  word  “course”  implying  that  the  subject  will 
be  fully  covered  from  beginning  to  end,  we  sub- 
stitute “topical”  teaching  and  let  the  selected 
topic  be  fairly  completely  covered  during  the 
period  of.  instruction.  The  Philadelphia  County 
Medical  Society  has  been  developing  a plan  of 
that  character.  As  applied  to  district  societies  this 
would  mean  that  the  educational  committee  of 
the  State  Society  should  first  ascertain  the  needs 
of  the  general  practitioners  in  a county  or  dis- 
trict, and  then  provide  for  presentation  of  in- 
formation bearing  upon  the  topics  selected.  “For 
instance,  at  the  Philadelphia  County  Society  the 
first  subject  selected  was  that  of  ‘Physiotherapy’ 
and  a seminar  on  that  subject  was  arranged.  The 
Committee  which  was  first  appointed  was  under 
the  Chairmanship  of  Dr.  Ralph  Pemberton,  who 
.is  an  Internist,  who  has  given  much  attention 
to  this  subject  of  Physiotherapy;  Dr.  Tait  Mac- 
kenzie, who  is  the  Professor  of  Physical  Educa- 
tion in  the  University  of  Pennsylvania,  and  the 
lecturer  there  upon  Physiotherapy;  Dr.  Hill,  an  Or- 
thopedic Surgeon;  Dr.  Lee,  a member  of  your 
body  who  was  a prominent  surgeon  in  his  day; 
Dr.  J.  Madison  Taylor,  a man  who  has  devoted 
much  of  his  life  to  the  subject  of  Physiotherapy; 
Dr.  Corcoran,  a practitioner  of  Physiotherapy; 
Dr.  Weisenburg,  a Neurologist  who  has  been  as- 
sociated with  this  kind  of  work  ever  since  the 
days  of  Weir  Mitchell;  Dr.  Johnson,  a practicing 
Electrotherapist;  Dr.  Miller  a practicing  Physio- 
therapist; Dr.  Pfahler,  a Radiologist;  and  Dr. 
Schamberg,  a Dermatologist. 

The  Committee  was  practically  coincident  with 
what  might  be  termed  the  faculty  for  this  teach- 
ing although  occasionally  they  brought  in  as- 
sistants. Y'ou  will  notice  there  is  not  a general 
practitioner  there.  Every  man  is  a specialist  and 
a specialist  who  has  had  something  particular  to 
do  with  Physiothereapy,  either  because  he  prac- 
tices it  or  because  he  practices  some  specialty  in 
which  he  hak  given  considerable  attention  to  the 
Physiotherapy  phase  of  his  therapy. 

The  decision  was  made  to  have  these  meetings 
always  occur  at  4 p.  m.  on  Fridays  and  to  give  5 
jf  them  this  spring.  The  first  one  was  on  Thermo- 
and  Hydrotherapy.  The  second  one  on  Massage 
and  Manipulation,  the  third  upon  Light  Therapy, 
the  fourth  upon  Radiotherapy  and  the  fifth  and 
last  upon  Diathermy. 

Broadly  speaking,  the  topic  was  treated  in  a 
generalized  way.  Pains  were  taken  to  have  a lot 
of  illustrative  apparatus  here  of  a modern  char- 
acter and  so  there  was  an  exhibition  and  demon- 
stration of  that.  Then  the  patients  were  here; 
many  of  them  were  private  patients  who  kindly 
consented  to  come  at  the  behest  of  the  members  of 


what  I,  for  want  of  a better  name,  call  the  Semi- 
nar Faculty. 

There  were  many  illustrative  cases,  and  it  was 
not  simply  a matter  of  saying,  ‘Light  is  good  for 
this  or  x-ray  for  that,  or  manipulation  for  the 
other  thing’.  The  actual  cases  were  here  and  you 
could  talk  to  the  patients  themselves  if  you 
pleased,  and  there  was  a good  bit  of  discussion 
of  that  sort. 

We  have  intermitted  for  the  summer  to  resume 
in  the  fall,  namely  on  October  3.  The  program 
I am  now  giving  you  is  not  official  because  the 
Executive  Committee  has  not  been  called  together 
to  endorse  it  but  I have  no  doubt  when  the  Ex- 
ecutive Committee  comes  together  on  Thursday 
of  this  week  it  will  endorse  this  plan  which  in- 
cludes a series  of  11  seminars  on  “Cardiology”, 
the  cardiology  seminar  beginning  on  Friday,  Octo- 
ber 1 and  ending  December  17,  just  before  the 
Christmas  holidays.  That  does  not  mean  that  we 
will  necessarily  drop  cardiology  then  or  that  we 
will  drop  the  seminars,  merely  that  that  is  as 
far  as  our  program  at  present  extends.  Between 
now  and  then,  that  is  to  say  before  next  fall, 
the  committee  will  take  up  a further  program. 

Y'ou  will  notice  that  is  almost  entirely  diagnosis, 
so  that  if  this  diagnosis  portion  takes,  we  will 
know  then  from  those  who  {ittend  they  want 
cardiology  to  continue,  and  if  so,  no  doubt,  cardi- 
ology will  still  be  continued,  without  pretending  to 
give  a course  in  cardiology.  It  is  simply  taking 
it  up  topically.  What  the  eventual  future  of  this 
will  be  in  Philadelphia  no  one,  of  course,  can 
say,  but  I will  say  those  who  have  attended  and 
seen  what  has  already  been  presented,  have  been 
benefited  whether  they  be  general  or  special  prac- 
titioners, and  those  who  will  attend  this  pro- 
gram, whether  general  or  special  practitioners, 
will  have  been  benefited  by  the  conclusion  of  this 
really  remarkable  series  of  seminars.  Further- 
more, there  will  have  been  covered  something 
quite  different  from  anything  covered  in  the  many 
medical  meetings  in  Philadelphia. 

Now,  in  addition  to  this,  which  is  only  a part 
of  the  program,  we  are  circularizing  the  hos- 
pitals of  Philadelphia,  saying  to  the  hospital 
'Now,  if  you  wish  to  become  potential  sublocal 
centers  for  the  physicians  of  your  districts,  send 
to  us  the  hours  and  the  days  on  which  you  are 
working  with  your  patients,  either  in  the  operat- 
ing room  or  in  the  wards,  and  we  will  announce 
it  in  the  Weekly  Roster,  that  the  neighborhood 
physicians  can  meet  you  there  on  such  days  and 
that  you  will  give  them  special  attention  when 
they  come.” 

Dr.  Fisher,  discussing  this  general  topic,  re- 
ferred to  the  work  being  conducted  by  the  New 
Y'ork  Society,  by  the  committee  of  which  Dr.  Gor- 
don is  chairman,  a description  of  which  has  al- 
ready been  published  in  this  Journal. 

Dr.  Reik:  New  Jersey  has  no  medical  colleges 
within  her  borders  and  I understood  Dr.  Meeker 
believes  that  it  is  almost  impossible  to  conduct 
a county  society  postgraduate  work  without  draw- 
ing upon  the  resources  of  some  teaching  institu- 
tion. He  was  good  enough  to  submit  to  the  New 
Jersey  Medical  Society  last  year  a plan  whereby 
they  might  take  advantage  of  the  courses  offered 
by  the  University  of  Pennsylvania.  At  the  last 
conference  we  were  much  impressed  by  Dr.  Gor- 
don's plan  but  we  have  not  as  yet  been  able  to  put 
either  plan  into  satisfactory  operation. 

I wanted  to  ask  Dr.  Meeker  if  he  could,  in  a 
few  words,  give  us  some  idea  of  the  manner  in 
which  postgraduate  teaching  can  best  be  carried 


Sept.,  1926 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


475 


to  the  small  towns  and  county  societies  without 
burdening  them  with  too  heavy  a cost.  He  might 
also  tell  us  to  what  extent  the  smaller  counties 
of  Pennsylvania  have  taken  advantage  of  the  ex- 
cellent courses  offered  by  the  University. 

Dr.  Meeker:  I would  be  only  too  happy  to 
answer  these  questions  but  for  the  fact  that  the 
matters  concerned  therein  are  very  intricate 
and  it  would  require  more  time  than  you  can 
allow  me  this  afternoon.  I will  simply  say  that 
we  could  have  covered  the  whole  state  of  Penn- 
sylvania had  we  been  able  to  afford  it;  to  do  so 
would  require  a budget  of  at  least  $20,000  a year. 
I believe  that,  on  the  ground  of  general  public 
welfare,  the  state  legislature  could  appropriate 
funds  for  this  work.  I do  not  see  how  any  state 
can  carry  on  this  work  without  the  help  of  some 
medical  school;  I do  not  see  how  the  counties  are 
going  to  get  the  thing  across  successfully  without 
some  medical  school  relationship. 

Workmen’s  Compensation  Law. 

The  presiding  officer  introduced  Dr.  Andrew 
P.  McBride,  Commissioner  of  Labor  for  New 
Jersey,  who  presented  a paper  entitled,  “What 
Is  Wrong  With  Our  Workmen’s  Compensation 
Laws  and  What  We  Can  Do  to  Correct  Them”, 
which  is  published  in  full,  as  an  original  article, 
in  this  number  of  the  Journal.  (Page  429.) 

Dr.  Hourigan:  The  discussion  of  this  subject 
was  opened  by  Dr.  Hourigan  who  explained  the 
situation  in  New  York  State  regarding  compensa- 
tion laws.  The  first  law  of  the  kind  in  New  York 
was  enacted  in  1910  but  was  declared  uncon- 
stitutional and  the  subject  was  submitted  to  vote 
of  the  people,  resulting  in  establishment  of  the 
present  law  in  1914.  Prior  to  1910  the  industries 
of  the  state  paid  something  like  $45,000,000  for 
the  care  of  injured  or  insured  men,  what  they 
called  negligence  insurance,  and  of  that  $45,000,- 
000  something  like  $6,000,000  went  to  the  in- 
jured men  and  the  physicians,  while  about  $28,- 
000,000  was  pure  profit  to  the  insurance  com- 
panies. The  compensation  law  wrought  a con- 
siderable change  and  while  the  total  cost  to 
industries  last  year  was  about  $55,000,000  it  is  es- 
timated that  the  injured  workers  received  about 
$25,000,000  and  the  doctors  approximately  $9,- 
000,000.  Naturally,  with  all  this  activity  there 
have  arisen  some  differences  of  opinion.  The  doc- 
tors have  not  always  been  satisfied  with  some 
provisions  of  the  law  because  cases  have  been 
lifted,  bills  have  not  been  paid  and  there  has 
been  lack  of  cooperation  all  along  the  line.  We 
have  the  family  doctor,  the  insurance  doctor,  the 
industrial  doctor,  and  still  other  types  all  working 
more  or  less  apart  and  there  has  grown  up  a 
demand  in  the  medical  society  for  some  closer 
relationship  between  organized  medicine  and  the 
department  enforcing  the  compensation  law.  It 
was  in  consequence  of  this  that  I was  made  chair- 
man of  a committee  to  consider  the  problem  and 
after  many  meetings  and  consultations  we  have 
decided  to  formulate  an  amendment  to  the  New 
York  law.  I shall  not  read  the  entire  act  but 
refer  to  the  main  points.  In  the  first  place,  we 
asked  for  closer  cooperation  between  the  medi- 
cal society  and  the  Commission;  this  to  be  at- 
tained by  the  creation  of  a State  Medical  Advisory 
Council  which  would  consist  of  5 doctors  sel- 
ected by  the  State  Medical  Society  and  appointed 
by  the  Governor,  and  this  council  to  be  clothed 
with  authority  to  investigate  every  part  of  a 
medical  question.  Further,  it  has  been  suggested 
that  district  councils  may  be  appointed  by  the 


State  Medical  Advisory  Council  and  the  Com- 
mission, and  given  power  to  function  in  the  same 
manner  in  local  areas.  Secondly,  the  act  deals  with 
the  question  of  postmortem  examinations.  We 
have  attempted  to  write  in  a provision  upholding 
the  local  postmortem  examiner  and  to  provide 
for  the  selection  of  examiners,  real  pathologists, 
who  shall  be  capable  of  making  proper  investi- 
gations and  reports  to  the  Commission.  Thirdly, 
one  of  the  most  important  sections  deals  with 
the  manner  of  conflicting  medical  evidence.  I 
thrnk  the  best  minds  believe  that  this  conflict  is 
usually  due  to  the  system  rather  than  to  the  doc- 
tor and  instead  of  permitting  a case  to  become 
tangled  in  a mass  of  conflicting  testimony  we 
would  have  it  sent  at  once  before  a competent 
referee  and  for  this  position  one  should  be  ap- 
pointed who  can  properly  avaluate  scientific 
testimony. 

Dr.  Behrend:  As  our  presiding  officer,  Dr.  Al- 
bertson, has  said,  the  doctors  in  Pennsylvania 
were  asleep  at  the  switch  when  the  Workmen's 
Compensation  Act  was  put  through  our  legisla- 
ture. The  law  and  its  administration  is  in  a chao- 
tic state,  being  interpreted  differently  in  different 
parts  of  the  state.  For  instance,  in  Philadelphia 
and  Pittsburgh,  the  physicians  and  the  persons 
who  are  supposed  to  benefit  by  this  act  have  been 
generally  ruled  against  when  the  insurance  carrier 
or  the  emjjloyer  has  been  called  upon  to  meet 
the  demands  of  those  who  have  been  giving  them 
service.  This  applies  also  to  some  extent  to  the 
hospitals,  for  in  these  2 cities  we  have  little 
redress  in  efforts  to  obtain  compensation.  The 
history  of  the  law’s  working  in  Philadelphia  has 
been  quite  interesting.  For  about  3 months,  in, 
1915,  there  was  no  complaint  and  everybody 
was  paid  all  over  the  state,  but  after  that  came 
a reversal  on  the  part  of  the  carriers  of  insurance 
who  represented  the  employers.  Unfortunately,  the 
situation  is  complicated  through  the  insurance 
companies  and  the  large  industrial  concerns, 
which  are  often  self-insurers,  having  powerful 
political  influence  in  Pennsylvania;  and  whenever 
medical  matters  come  under  political  control  it 
is  extremely  difficult  to  secure  just  consideration. 
One  of  the  difficulties  we  have  had  to  contend 
with  is  that  of  the  so-called  Mackey  decision 
which  is  to  the  effect  that  as  long  as  a case  is 
being  treated  in  a hospital  ward  the  physician 
has  no  right  to  receive  compensation  for  his 
work.  This  was  an  atrocious  decision,  putting 
great  hardship  upon  the  physician,  and  consti- 
tutes a real  miscarriage  of  justice. 

We  are  making  an  effort  to  correct  some  of  the 
faults  in  our  present  law.  In  the  first  place,  we 
ask  that  the  physician  and  the  hospital  shall 
have  a definite  standing  in  law;  at  present  the 
physician  can  not  bring  suit  in  these  cases  be- 
cause he  is  considered  as  not  being  a party  at 
interest.  We  wish  also  that  provision  shall  be  made 
for  adequately  compensating  physicians  at  the 
hospitals  regardless  of  the  time  when  death  oc- 
curs and  regardless  of  the  sum  paid  to  the  un- 
dertaker. Thirdly,  we  want  physicians  paid  for 
services  rendered  in  compensation  cases  regard- 
less of  where  the  service  is  rendered  and  without 
reference  to  local  hospital  rules.  One  clause  of 
our  act  provides:  “Unless  otherwise  provided,  the 
compensation  case  at  the  end  of  30  days  shall 
become  a charity  case  if  methods  of  investigation 
approved  by  the  State  Welfare  Board  prove  such 
a case  to  be  a proper  case  for  charity.  There  shall 
be  created  3 medical  boards  consisting  of  3 mem- 
bers each,  representing  Capital,  Labor  and  the 
Medical  Profession,  selected  by  the  Governor,  to 
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make  a decision  as  to  whether  a reasonable  op- 
portunity exists  of  improving  the  condition  of 
the  injured  man  after  the  30  day  limit  has  ex- 
pired by  further  hospital  and  medical  attention. 
When  there  is  a dispute  between  the  injured 
man  and  the  employer  as  to  the  responsibility  for 
such  service,  the  cost  of  such  service  shall  not  ex- 
ceed $200  additional.” 

There  are  a few  other  items  of  lesser  impor- 
tance but  I believe  this  creation  of  a medical 
board  is  exceedingly  important,  and  we  have  also 
provided  for  reeducation  and  rehabilitation  of  fhe 
injured  man,  subjects  about  which  nothing  is  said 
in  our  present  law. 

Dr.  Stewart:  Continuing  the  discussion,  Dr. 

Stewart  said  he  felt  that  the  compensation  law 
of  New  Jersey  approached  the  ideal  and  that 
the  other  states  might  well  follow  the  Jersey  plan 
of  procedure.  He  considered  it  a very  important 
fact  that  the  New  Jersey  Commission  is  presided 
over  by  a physician,  and  he  thought  that  with 
such  a man  as  Dr.  McBride  at  the  head  of  the 
department  there  would  be  little  need  to  provide 
for  a consultant  or  a referee  in  problems  that  are 
largely  medical  in  character:  Dr.  McBride  has, 
of  course,  a proper  evaluation  of  the  testimony  to 
be  considered  in  these  cases. 

In  Pennsylvania  powerful  business  interests 
control  the  situation  and  the  physician  has  prac- 
tically no  standing  in  the  courts.  Not  only  was 
the  Mackey  decision  abnoxious  to  the  profession 
but  there  has  been  another  troublesome  decision 
to  the  effect  that  in  case  a death  occurs  within 
10  days  from  the  time  of  the  injury  $100  is  al- 
lowed for  funeral  expenses  alone  and  no  medical 
or  hospital  expenses  are  provided  for  those  10 
days.  Quite  recently  the  Supreme  Court  has 
handed  down  a decision  which  says:  “Regardless 
of  the  time  of  death,  medical  and  hospital,  as  well 
as  funeral  expenses,  must  be  paid”. 

One  thing  must  be  kept  in  mind  when  at- 
tempting to  improve  the  existing  laws,  and  this 
is  expressed  at  the  risk  of  being  thought  idealistic, 
that  the  proposed  change  must  be  primarily  for 
the  purpose  of  improving  the  condition  of  the 
injured  individual. 

Dr.  Morgan:  At  this  point,  Dr.  Morgan  ex- 
hibited and  distributed  blank  forms  prepared  by 
the  Medical  Society  of  Pennsylvania  for  safe- 
guarding physicians,  surgeons  and  x-ray  operators 
against  malpractice  charges  in  these  compensa- 
tion cases. 

Mr,  Pitcher  stated  that  the  hospitals  have 
joined  in  an  effort  to  improve  the  situation  and 
are  carrying  on  a campaign  of  education  through 
“Hospital  Management”  and  other  Journals. 

Dr.  Reik:  Before  this  discussion  is  closed  I 
would  like  to  submit  a suggestion,  growing  out  of 
my  interest  in  the  organization  of  this  conference. 
We  have  listened  to  a very  interesting  discussion 
of  the  compensation  laws  of  these  3 states  and 
the  mere  presentation  of  these. points  of  difference 
will  doubtless  be  of  considerable  benefit  to  those 
of  us  who  are  serving  as  officers  in  our  respective 
societies.  However,  I am  not  entirely  satisfied  to 
leave  it  in  this  condition;  I would  like  to  see 
these  things  brought  out  clearly  and,  if  possible, 
conclusions  brought  to  some  definite  point.  I 
wonder  if  it  would  be  within  the  bounds  of  pro- 
priety to  suggest  the  presentation  of  written  criti- 
cisms of  the  respective  state  laws.  Dr.  McBride,  for 
instance,  who  is  experienced  in  using  the  New 
Jersey  law  which  has  been  referred  to  repeatedly 
as  one  of  the  best  in  the  country,  might  have 


some  suggestions  to  make  that  would  render  that 
law  even  more  nearly  ideal;  Dr.  Behrend  has 
already  outlined  suggestions  for  improving  the 
Pennsylvania  law;  Dr.  Hourigan  might  have  sug- 
gestions to  make  which  would  bring  the  New  York 
law  into  more  nearly  perfect  form.  If  these  gen- 
tlemen would  all  submit  their  criticisms  of  their 
own  state  laws  to  this  Conference,  and  somebody 
might  then  digest  those  laws  and  the  submitted 
criticisms,  an  effort  could  be  made  to  draft  a law 
that  would  be  reasonably  idealistic  for  the  entire 
district,  and  this  knowledge  could  be  dissemi- 
nated through  our  medical  journals  with  the  hope 
of  ultimately  effecting  a uniform  condition  over 
this  large  territory.  That  would  be  in  accord  with 
one  of  the  primary  objects  of  organizing  this  Con- 
ference. Would  it  be  possible  to  have  such  criti- 
cisms submitted,  not  now  but  later,  to  the  officers 
of  the  Conference  for  the  purpose  mentioned? 
Then,  those  of  us  who  are  engaged  to  present  this 
matter  before  our  respective  state  societies  would 
have  a definite  point  to  work  for,  and  those  who 
are  watching  legislation  in  these  states  would 
know  what  to  favor  or  oppose,  with  the  idea 
always  in-  mind  of  ultimately  bringing  about  uni- 
form conditions. 

Dr.  Morrison:  It  seems  to  me  that  this  Con- 
ference is  measuring  up  to  expectations,  but  we 
must  remember  that  it  has  no  legal  organized 
standing  and  I can  see  that  Dr.  Reik’s  suggestion 
might  run  into  considerable  expense.  I suggest 
that  we  go  before  our  respective  state  societies, 
present  the  results  of  this  Conferenc  and  ask  per- 
mission from  each  state  society  to  have  these 
discussions  printed  and  distributed. 

Dr.  Hourigan:  I might  suggest  that  the  Na- 
tional Industrial  Conference  Board  got  out  some 
3 or  4 years  ago  “The  Medical  Aspect”,  which  is 
a book  covering  the  whole  medical  view  of  the 
Workmen’s  Compensation  Acts  of  the  United 
States.  This  book  is  entitled  “Workmen’s  Com- 
pensation Acts  of  the  United  States — Medical  As- 
pect”. It  is  a research  report,  number  61,  gotten 
out  by  the  National  Industrial  Conference  Board 
of  New  York,  with  an  office  at  10  East  39th 
Street.  There  are  some  other  books  of  interest 
gotten  out  by  the  Labor  Department  in  Wash- 
ington, covering  the  compensation  laws  of  this 
country  and  Canada. 

Dr.  McBride:  One  of  the  criticisms  of  our  law 
that  I would  submit  concerns  the  presentation  of 
doctors'  accounts.  The  employer  often  complains — 
“we  didn't  hire  this  doctor”,  But,  there  was  no- 
body to  take  care  of  the  patient  unless  some  doc- 
tor assumed  the  task.  I would  make  it  impossible 
for  the  employer  to  use  that  defense;  the  injured 
person  must  receive  attention  and  treatment  just 
as  soon  as  his  condition  is  discovered  or  as  soon 
as  he  applies  for  relief.  It  has  not  amounted  to 
a serious  difficulty  with  us  because  we  have  re- 
plied to  the  employer,  “if  it  is  not  strictly  a legal 
obligation  it  is  surely  a moral  one  and  unless  you 
pay  you  can  not  expect  any  sympathy  from  us”, 
and  we  usually  make  them  pay  the  bill.  In  New 
Jersey  we  have  received  great  aid  from  the  labor 
organizations  and  from  the  welfare  organizations 
in  having  the  original  compensation  law  improved. 
We  have  gone  to  the  public  preaching  the  gospel 
of  justice  and  we  have  received  the  support  of 
these  organizations  in  procuring  legislation  that 
would  be  fair  and  just. 

Hr.  Lawrence:  At  the  risk  of  unduly  lengthen- 
ing this  discussion,  I would  like  to  endorse  Dr. 
Reik’s  suggestion.  I believe  that  a concrete  sum- 
mary of  the  criticisms  and  suggestions  made 
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here,  if  simply  mimeographed  and  distributed  to 
the  officers  of  the  3 state  societies  would  be  of 
great  value.  We  should  not  lose  the  opportunity 
to  secure  the  invaluable  criticisms  and  sugges- 
tions of  Dr.  McBride  and  Dr.  Hourigan  and  others 
who  have  discussed  this  subject. 

Dr.  Shoemaker:  I feel  that  the  suggestion  is 
very  timely  and  that  it  should  be  put  in  effect. 
I do  not  know  that  we  ought  to  hesitate  on  the 
score  of  expense:  we  shall  spend  some  money 
anyway  and  we  might  as  well  spend  it  sot  as  to 
get  some  benefit  out  of  it.  I really  believe  that 
the  suggestion  made  by  Dr.  Reik  is  very  good 
and  I understand  Dr.  Morrison’s  suggestion  to 
be  merely  an  amendment  as  to  how  we  should 
go  about  it,  at  to  whether  we  should  ask  the 
state  societies  to  specifically  ratify  the  action.  If 
anyone  feels  that  he  would  like  to  make  a motion 
to  work  out  the  proposition  presented  by  Dr. 
Reik,  I will  be  glad  to  hear  him. 

Dr.  Morrison:  Mr.  Chairman,  I move  that  we  go 
before  our  state  medical  societies  and  explain 
the  importance  of  these  conferences,  the  mutual 
importance  to  the  profession  in  the  3 states,  and 
suggest  that  they  give  us  the  power  to  print  the 
results  of  the  conferences  at  the  expense  of  each 
state  society,  so  that  the  expense  is  carried  for 
each  meeting  by  each  state.. 

This  motion  was  seconded  by  Dr.  Albertson  and 
unanimously  adopted. 

Uniformity  of  Medical  Practice  Acts. 

Chairman  Shoemaker  announced  that  the  next 
subject  for  discussion  would  be  “What  Can  Be 
Done  to  Render  More  Uniform  the  Medical  Prac- 
tice Act”,  and  that  this  discussion  would  be 
opened  by  Dr.  Rypins. 

Dr.  Rypins:  I think  we  may  have  to  give  some 
consideration  to  the  question  whether  it  is  de- 
sirable and  advisable  to  make  the  state  medical 
laws  uniform.  The  fundamental  and  predominant 
object  of  the  Medical  Practice  Act  is  to  protect 
public  health;  any  other  object  of  the  Act  is 
secondary.  The  general  way  in  which  all  medical 
acts  in  this  country,  have  functioned  has  been 
to  set  up  standards  of  medical  education  before 
practitioners  may  be  licensed  to  practice  medi- 
cine. You  all  know  how  these  standards  have 
gradually  developed  to  the  present  requirements 
of  2 years  of  college,  4 years  of  medical  school, 
1 year  of  internship  and  a final  state  board  ex- 
amination. Since  we  now  have  adequate  educa- 
tional standards,  we  have  felt  that  the  next  step 
should  make  the  lawr  function  so  that  no  one  may 
practice  medicine  who  has  not  complied  with 
these  educational  standards,  and  it  is  with  the 
realization  that  this  has  been  the  weak  point  in 
medical  practice  acts,  certainly  in  New  York 
State,  that  we  have  recently  amended  our  law. 
In  order  to  prevent  unqualified  persons  from  prac- 
ticing we  find  it  necessary,  to  set  up  the  machinery 
for  policing  the  practice  of  medicine  in  New  York 
State.  Our  first  step  toward  developing  a practical 
plan  is  to  require  the  annual  registration  of  all 
physicians.  Pennsylvania  was  a year  ahead  of  us 
in  this  and  I want  to  thank  Pennsylvania  for 
having  passed  her  Annual  Registration  Act  be- 
cause it  made  a very  valuable  argument  in  help- 
ing to  pass  our  bill.  The  fees  of  registration  will 
go  into  our  fund  for  enforcing  the  act  and  by 
receiving  this  money  from  the  profession  we 
avoid  an  annual  struggle  with  the  Degislature 
to  secure  weapons  of  war;  our  funds  will  come 
in  whether  the  Legislature  is  favorable  to  legiti- 
mate medicine  or  not.  We  shall  probably  have  a 


working  fund  of  about  $50,000  a year.  The  Edu- 
cational Department  will  publish  annually  a list 
of  physicians  qualified  to  practice  in  the  state, 
and  the  burden  of  proof  will  then  fall  upon  any 
physician  whose  name  does  not  appear  on  that 
list. 

Another  point  which  we  feel  is  going  to  help 
make  our  law  effective  is  taking  the  prosecution 
out  of  the  hands  of  local  district  attorneys  and 
placing  it  in  the  hands  of  a Deputy  Attorney 
General  whose  whole  time  will  be  given  tp  the 
prosecution  of  illegal  practitioners.  Still  another 
part  of  our  armamentarium  which  promises  to  be 
valuable  is  that  it  now  becomes  prima  face  evi- 
dence of  the  practice  of  medicine  if  an  indi- 
vidual hangs  out  a sign  with  the  title  “Doctor”  or 
by  any  means  or  methods  holds  himself  out  to 
the  public  in  any  way  as  being  a doctor  of  medi- 
cine. A fourth  point  relates  to  advertising;  any 
type  of  fraudulent  or  misleading  advertising  will 
constitute  a misdemeanor;  we  have  had  so  much 
trouble  in  our  state  with  such  advertising  that 
we  felt  it  necessary  to  constitute  it  a misdemeanor. 

We  have  added  2 experimental  clauses  to  our 
bill,  which  we  have  very  great  faith  in  but  as 
yet  have  not  had  the  opportunity  to  try  out.  The 
first  is  the  so-called  Grievance  Committee,  and  is 
an  attempt  to  show  the  public  that  the  medical 
profession  is  not  only  desirous  of  prosecuting  ir- 
regular practitioners  but  is  determined  to  clean 
its  own  house.  This  committee  consists  of  10 
members  appointed  by  the  various  medical  so- 
cieties who  shall  hear  charges  against  any  duly 
licensed  physician  for  irregular  practice  of  any 
character  and  shall  recommend  to  the  board  the 
proper  discipline  even  to  revocation  of  the  prac- 
titioner’s license.  This  committee  is  also  empow- 
ered to  adjudicate  any  quarrel  between  physicians 
or  between  a private  individual  and  a physician, 
and  it  is  hoped  by  this  means  to  avoid  a great 
many  unpleasant  squabbles  and  prevent  a great 
many  suits  for  malpractice. 

The  second  experiment  deals  with  the  popular 
and  probably  legitimate  demand  on  the  part  of 
the  public  and  the  physicians  for  a type  of  prac- 
titioner who  is  not  a regular  doctor  of  medicine; 
this  is  the  so-called  physiotherapist,  a man  who 
knows  how  to  properly  employ  certain  physical 
therapeutic  measures  but  who  does  not  hold  him- 
self out  to  diagnose  disease  conditions  nor  to  be 
responsible  for  their  treatment.  We  have  laid 
down  educational  standards  controlling  the  li- 
censing and  registration  of  physiotherapists  and 
we  have  said  that  they  shall  not  be  authorized 
to  use  drugs  or  to  practice  medicine  as  defined 
in  the  law,  except  to  treat  disease  under  the 
supervision  and  under  the  direction  of  a duly  li- 
censed physician.  The  physiotherapist  will  have 
to  show  a prescription  from  a.  physician  ordering 
the  manipulative  treatments  that  he  gives;  being 
in  this  respect  similar  to  the  pharmacist. 

These  are,  as  briefly  explained,  the  changes  in 
our  Medical  Practice  Act  and  if  there  is  to  be  a 
uniformity  of  state  laws  I commend  these  to  your 
consideration.  I think  we  are  the  sixth  or  seventh 
state  to  adopt  Annual  Registration,  and  I think 
New  Jersey  will  have  to  adopt  a similar  law;  and 
I hope  she  can  do  so  without  paying  too  high  a 
price  for  it. 

Dr.  Kelley:  When  I received  the  invitation  from 
Dr.  Hammond  to  be  present  at  this  Conference,  his 
letter  stated  that  one  of  the  topics  for  discussion 
would  be  “What  Can  Be  Done  to  Render  More 
Uniform  the  Medical  Practice  Acts  in  These 
Three  States”.  The  only  way  in  which  the  3 acts 
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could  be  made  uniform  would  be  to  have  them 
all  made  from  the  same  model,  which  would 
seem  to  me  hopeless  and  impossible.  The  next 
best  procedure,  to  my  mind,  is  a liberal  inter- 
pretation on  the  part  of  the  respective  boards,  of 
the  law  which  governs  them.  By  that  I mean  an 
interpretation  of  the  spirit  of  the  law  and  not 
necessarily  of  the  letter. 

Dr.  Kelley  then  discussed  the  recent  dispute 
between  the  boards  of  examiners  of  Pennsylvania 
and  New  Jersey  with  respect  to  the  laws  of  those 
states  and  the  interpretations  of  those  laws  by 
the  respective  licensing  boards,  stating  that  the 
controversy  was  largely  a matter  of  interpreta- 
tion and  that  the  2 boards  should  exhibit  greater 
faith  in  each  other  with  reference  to  the  main- 
tenance of  standards.  There  would  be  no  danger 
of  standards  being  lowered  if  the  state  authori- 
ties would  cooperate  in  application  of  the  law 
and  in  the  adjustment  of  technicalities.  Summing 
up,  he  presented  3 points: 

(1)  It  would  seem  a hopeless  and  impossible 
task  to  make  medical  practice  acts  uniform,  and 
even  if  uniform  they  would  be  subject  to  different 
interpretations  by  different  boards  and  different 
Attorney  Generals. 

(2)  If  reciprocity  is  established  it  should  be 
one  of  good  will,  and  interpretation  of  the  law 
should  be  a broad  one  and  insistence  should  not 
be  made  by  one  board  that  its  way  is  the  only 
right  way  and  that  its  rules  are  the  only  proper 
standards. 

(3)  There  is  far  more  reason  for  the  New  York 
and  New  Jersey  boards  to  disagree  because  of 
the  actual  laws,  but  their  differences  have  been 
easily  adjusted.  If  the  Pennsylvania  board  will 
interpret  the  spirit  of  the  law,  as  the  New  Y"ork 
board  has  done,  there  will  be  no  controversy  at 
all. 

Dr.  Hillegas:  I shall  speak  principally  upon  the 
desirability  of  uniform  medical  laws  rather  than 
on  the  method  of  procuring  them.  I want  to  ex- 
press to  New  York  our  appreciation  of  the  kind 
words  in  commendation  of  our  registration  act.  It 
has  worked  out  practically  just  as  it  is  going  to 
do  with  you.  I am  only  sorry  that  we  did  not  carry 
out  our  original  plan  for  a $2.0(5  instead  of  a 
$1.00  registration  fee.  The  present  income  does 
not  give  us  sufficient  funds  for  the  policing  we 
should  like  to  do.  I am  very  much  interested  in 
your  provision  for  a Grievance  Committee  and 
I am  quite  sure  that  placing  prosecutions  under 
direction  of  the  Attorney  General,  instead  of 
County  District  Attorneys,  will  be  productive  of 
good  results. 

I am  rather  unwilling  to  reopen  the  subject  of 
reciprocal  relations  between  New  Jersey  and 
Pennsylvania:  I simply  want  to  say  that  there 
never  was  anything  personal  meant  in  the  con- 
troversy. Pennsylvania  has  legal  contractural 
reciprocity  with  33  states  and  we  have  exactly  the 
same  rules  and  regulations  in  force  with  all  of  the 
other  32. 

Now  it  seems  to  me  that  medical  education 
and  the  laws  pertaining  thereto,  the  granting  of 
licenses  to  practice  medicine,  is  a state  proposi- 
tion just  as  it  is  in  any  form  of  education,  and  is 
not  an  intersectional  nor  a national  question,  and 
yet  we  can  by  these  conferences  propose  altera- 
tions in  the  general  laws  which  might  add  to  the 
value  of  the  general  results  and  the  proposition 
I am  going  to  suggest  is  this:  There  is  a meeting 
every  March  in  Chicago  of  the  Federation  of  State 
Boards  of  the  country  and  the  study  of  uniform 
medical  laws  should  really  go  finally  to  that  body, 
and  if  this  Conference  is  in  earnest  I think  we 


might  provide  a committee  of  one  member  from 
each  state  to  draw  up  a schedule  of  the  uniform 
medical  laws  which  we  think  would  be  most 
sound,  present  the  best  standards  and  the  best 
protection,  and  present  it  by  request  of  this  Con- 
ference to  the  national  meeting  in  March.  There 
are  several  things  of  value  that  might  be  gained 
through  uniform  laws;  and  I do  not  mean  simply 
uniform  laws  of  these  3 states  closely  related 
geographically,  but  I mean  of  the  entire  United 
States.  One  of  these  is  National  and  State  En- 
dorsement of  Licences;  which  it  seems  to  me  would 
be  a great  advantage  as  it  would  smooth  out  a 
lot  of  detailed  problems  that  require  adjustments 
by  the  various  state  medical  boards  and  which 
often  cause  applicants  for  license  to  feel  that  they 
have  met  with  injustice. 

Dr.  Hillegas  then  reviewed  the  many  points  of 
difference  in  the  medical  practice  acts  of  different 
states,  and  the  difficulties  that  would  be  met  with 
in  striving  for  uniformity,  and  concluded  with 
the  statement  that  something  might  be  gained 
by  securing  uniformity  in  these  3 states  which 
would  materially  affect  progress  toward  national 
uniformity. 

Dr.  Reik:  I am  sorry  to  have  to  disagree  with 
my  colleague  from  New  Jersey  who  has  stated 
that  it  would  seem  useless  to  attempt  to  secure 
uniform  laws  and  that  if  we  did  succeed  in  that 
we  could  not  secure  uniform  interpretation.  His 
presentation  of  the  New  Jersey  case  and  his  argu- 
ment show  the  need  for  just  that  uniformity,  and 
his  concluding  remarks  constituted  a plea  for 
uniform  and  harmonious  action. 

I think  Dr.  Hillegas  has  the  right  idea  of  it.  Of 
course  there  are  many  difficulties  in  the  way,  even 
in  a limited  territory  like  that  of  our  3 states, 
but  if  we  could  effect  it  in  this  territory  we  should 
be  making  a great  deal  of  progress  toward  se- 
curing a like  national  result.  It  has  been  said 
here  that  the  medical  population  of  these  3 states 
is  about  20%  of  the  medical  population  of  the 
Linited  States.  Certainly  if  that  proportion  of  the 
profession  can  agree  upon  a uniformity  of  laws 
and  can  bring  them  into  effect  it  would  have  a 
great  deal  of  weight  with  the  law  making  powers 
of  the  other  states.  Incidentally,  that  theory  has 
been  exemplified  today  in  what  Dr.  Rypins  said 
about  the  aid  it  was  to  New  York  to  be  able:  to 
say  that  Pennsylvania  had  enacted  the  Annual 
Registration  clause  in  the  Medical  Practice  Act. 

I would  like  to  ask  Dr.  Rypins  one  question: 
Do  I understand  him  to  believe  that  under  the 
new  law  in  New  York  it  will  be  possible  to  suc- 
cessfully prosecute  persons  as  illegal  practitioners 
of  medicine  merely  on  the  basis  of  their  having 
exhibited  a sign  bearing  the  title  “Doctor”?  That 
clause  of  the  New  York  law  does  not  seem  to  me 
explicit;  there  iS  a confusing  sentence  which  says 
that  it  shall  be  “presumptive  evidence”,  and  “that 
it  shall  be  necessary  to  prove  in  any  prosecution 
or  hearing  only  a single  act  prohibited  by  law”. 
In  our  state  a somewhat  similar  provision  in  the 
law  has  been  interpreted  by  the  courts  to  require 
definite  proof  of  actual  practice — proof  that  the 
alleged  doctor  has  actually  treated  3 patients. 

Dr.  Rypins:  Our  law  means  that  either  the  dis- 
play of  a sign  or  the  actual  treating  of  a patient 
shall  constitute  the  practice  of  medicine  and  that 
it  is  only  necessary  to  prove  one  or  the  other 
offenses  to  constitute  a misdemeanor.  Unless  the 
person  whose  name  is  on  the  sign  can  show  that 
he  is  not  responsible  for  its  display  he  is  guilty 
of  practicing  medicine  and  that  alone  constitutes 
a violation  of  the  law. 

Dr.  Rypins  expressed  doubt  as  to  the  desira- 
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bility  of  working  for  a uniform  National  Medical 
Practice  Law,  because  of  marked  differences' 
existing  in  different  parts  of  the  country.  He  felt 
that  the  level  of  intelligence  was  decidedly  lower 
in  some  parts  of  the  country  than  in  others  and 
that  any  uniform  law  would  only  be  obtained  by 
compromising  down  to  the  claims  of  a popula- 
tion with  lower  medical  standards  than  exist 
in'  these  3 states. 

Concluding  Business. 

When  the  Chairman  called  for  the  next  topic, 
“The  Qualifications  of  Nurses  and  the  Regulation 
of  Their  Relationship  to  the  Profession”,  Dr. 
Morrison,  who  was  to  have  opened  the  discussion, 
suggested  that  inasmuch  as  the  hour  was  late 
it  might  be  well  to  defer  consideration  of  this 
subject  until  the  next  Conference  and  to  have  it 
placed  first  on  the  program  of  that  meeting. 

Dr.  Morrison’s  suggestion  was  adopted. 

Dr.  Reik:  Is  there  any  decision  to  be.  made 

as  to  when  and  where  the  next  session  shall  be 
held?  I think  it  might  be  well  for  us  now  to  con- 
sider the  question  of  organizing  these  conferences 
on  a permanent  basis.  As  the  idea  originated,  the 
“Conference”  was  rather  a loose  organization  sug- 
gested for  the  purpose  of  bringing  together  those 
officers  of  the  3 societies  who  have  to  do  with 
executive  work,  and  I think  it  might  be  well  to  let 
it  stand  on  that  rather  informal  basis:  The  basis 
of  organization  might  be  the  Presidents,  Record- 
ing Secretaries,  Executive  Secretaries,  Editors, 
and  Chairman  of  Legislative  Committees;  in  which 
ever  state  the  meeting  is  held  the  President  of 
that  state  society  should  be  the  presiding  officer 
and  should  have  charge  of  the  arrangement  of 
the  program — being  at  liberty  always,  of  course, 
to  call  into  the  Conference  any  person  having 
authoritative  knowledge  upon  subjects  wre  de- 
sire to  consider.  It  might,  however,  be  well  to 
have  somebody  delegated  as  secretary  of  the  Con- 
ference who  can  serve  as  a permanent  link  be- 
tween the  alternating  State  Conferences,  who  will 
keep  permanent  records  and  “carry  on”  from  one 
session  to  another,  and  be  associated  with  the 
presiding  officer  in  the  preparation  of  programs. 

I had  these  points  in  mind  to  suggest  for  your 
consideration.  We  shall  be  very  glad  to  have  you 
come  to  New  Jersey  for  the  next  Conference,  and 
I would  like  further  to  recommend  that  we  hold 
3 sessions  per  annum;  one  early  in  November, 
because  we  are  then  getting  started  upon  the 
winter’s  work ; one  in  February,  because  that  is 
about  the  middle  of  the  term  of  state  legislative 
bodies;  and  the  third  in  May,  to  take  account  of 
the  year’s  progress. 

Dr.  Lawrence:  I heartly  endorse  the  plans  sug- 
gested by  Dr.  Reik  and  move  their  adoption. 

Dr.  Lawrence  spoke  enthusiastically  of  the  suc- 
cess already  attained  by  these  Conferences  and 
mentioned  some  additional  topics  that  might  be 
considered  at  future  meetings. 

Dr.  Albertson:  If  there  is  no  further  discus- 

sion, Dr.  Reik’s  suggestions  will  be  submitted  to 
vote.. 

The  motion  to  adopt  these  suggestions  was 
unanimously  carried  upon  motion  of  Dr.  Ham- 
mond, seconded  by  Dr.  Lawrence,  Dr.  Reik  was 
elected  Secretary  of  the  Conference. 

Upon  invitation  of  Dr.  Reik  it  was  decided  to 
hold  the  November  session  in  Atlantic  City. 

Dr.  Fisher  moved  a vote  of  thanks  to  the  Penn- 
sylvania representatives  for  their  hospitality  and 
for  the  excellence  of  the  program  prepared,  and 
his  motion  was  unanimously  adopted. 

The  meeting  then  adjourned. 


Count?  Reports. 


ATLANTIC  COUNTY. 


ATLANTIC  CITY  HOSPITAL. 

Joseph  H.  Marcus,  M.D.,  Secretary. 

The  monthly  meeting  of  the  Atlantic  City  Hos- 
pital Staff  was  held  at  the  Nurses’  Home,  South 
Michigan  Avenue,  August  13.  The  meeting  was 
called  to  order  by  President  Dr.  Richard  Bew  at 
8:30,  p.  m.  Those  in  attendance  were:  Doctors  Bew, 
Senseman,  Kaighn,  Carrington,  Pennington,  Mar- 
cus, Darnell,  Scanlan,  Cheeves,  Ireland,  Subin, 
Kilduffe,  Irwin,  Conaway,  Bossert,  Mason,  David- 
son, Poland,  Quin,  Andrews,  Allman,  Walker, 
George,  Rosenberg,  and  Town. 

Following  the  report  of  the  Intern,  Training 
School  and  Building  Committees,  Dr.  Carrington 
discussed  the  advisability  of  the  proper  method 
for  referring  dispensary  patients  who  either  had 
their  own  physicians  or  who  could  be  referred 
to  other  physicians  for  treatment.  After  a gen- 
eral dischssion  it  was  resolved  that  the  resident 
physicians  and  nurses  in  the  dispensary  refer 
cases  to  the  family  physician  or  if  these  patients 
are  strangers  or  had  no  physician,  they  were  to 
be  referred  for  treatment  to  the  chiefs  of  the 
dispensary  departments.  This  resolution  was 
unanimously  approved. 

Dr.  Theodore  Senseman  read  the  following 
letter  from  the  board  of  Governors,  which  is  self 
explanatory: 

Atlantic  City;  N.  J. 

August  12,  1926. 

Dr.  Richard  Bew, 

1217  Pacific  Avenue, 

Atlantic  City. 

Dear  Dr.  Bew: 

At  a regular  meeting  of  the  Board  of  Gov- 
ernors of  the  Atlantic  City  Hospital  held  Wed- 
nesday evening,  August  11,  1926,  the  following 
resolution  was  unanimously  carried: 

“Ete  it  resolved,  by  the  Board  of  Governors  of 
the  Atlantic  City  Hospital  that  Doctors  Bew  and 
Senseman  are  authorized  to  go  to  the  next  meet- 
ing of  the  Atlantic  City  Hospital  Staff  and  in- 
sist that  all  doctors  cooperate  with  the  hospital 
management  relative  to  the  chronic  cases  that 
may  be  brought  into  the  hospital  during  the  busy 
season,  so  that  any  doctors  who  have  operative 
cases  which  could  wait  until  September  or  Oc- 
tober for  attention  should  so  defer  them. 

“Be  it  further  resolved  that  no  operative  cases 
be  brought  to  the  hospital  during  the  summer 
months,  or  any  other  cases,  excepting  absolute 
necessities.” 

Very  truly  yours, 

John  J.  Smith. 

He  urged  the  members  of  the  staff  to  cooper- 
ate to  the  fullest  extent  and  extend  their  efforts 
as  efficiently  as  possible  in  alleviating  the  hos- 
pital from  an  excess  of  unnecessary  work  during 
the  summer  months. 

The  secretary  then  read  a letter  from  the 
Board  of  Governors  as  follows: 

Atlantic  City,  N.  J. 

August  13,  192  6. 

Dr.  Joseph  H.  Marcus,  Secy., 

Atlantic  City  Hospital  Staff, 

Atlantic  City,  N.  J. 

My  dear  Dr.  Marcus: 

At  a regular  meeting  of  the  Board  of  Gov- 
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ernors  of  the  Atlantic  City  Hospital  held  August 
11,  1926,  the  Board  concurred  with  the  Staff  in 
its  recommendations  as  follows: 

(1)  That  Dr.  Edward  F.  Uzzell  be  allowed 
the  privilege  of  doing  simple  appendectomies 
and  other  laparotomies  not  of  a complicated  na- 
ture. 

(2)  That  Dr.  James  H.  Mason  be  made  an 
Associate  in  Surgery. 

Very  truly  yours, 

John  J.  Smith. 

The  secretary  also  read  a communication  from 
Dr.  J.  Carmack,  D.  D.  S.,  in  which  he  applied 
for  appointment  to  the  dental  clinic  of  the  At- 
lantic City  Hospital.  This  letter  was  referred 
to  the.  Chief  of  the  Dental  Department,  Dr.  B.  B. 
Filer. 

Dr.  J.  Ward  Scanlan,  President  of  the  Atlan- 
tic County  Medical  Society,  read  a letter  con- 
cerning group  insurance  which  is  accorded  to 
the  members  of  the  Atlantic  County  Medical 
Society  in  good  standing.  He  urged  the  mem- 
bers of  the  staff  to  take  advantage  of  this  offer, 
and  asked  that  applications  be  sent  in  care  of 
his  office. 

The  scientific  program  followed  and  was  pre- 
sented by  Dr.  William  J.  Carrington,  which  em- 
bodied a report  of  the  Gynecological  Service 
from  December,  1925,  to  March,  19  26,  inclusive: 

“Last  winter's  gynecological  service  was  char- 
acterized by  a greatly  diversified  group  of  high- 
ly interesting  cases,  interesting  both  from  the 
standpoint  of  operative  technic  and  in  their 
broader  general  medical  aspect.  It  is  this  latter 
phase,  rather  than  the  technical  details  that  I 
would  like  to  emphasize  in  this  report  to  the 
general  staff. 

“In  all  there  were  81  admissions,  6 5 of  whom 
were  operated  upon.  If  this  hospital  included 
in  its  report  of  operations  the  number  of  opera- 
tions performed  rather  than  the  number  of  pa- 
tients operated  upon  this  total  would  be  almost 
double.  It  is  the  practice  of  some  fnstitutions, 
for  example,  to  report  as  two  operations,  hysterec- 
tomy and  appendectomy,  even  though  performed 
on  the  same  patient  at  the  same  time.  If  this  were 
the  custom  here  there  would  have  been  12  5 
operations  instead  of  6 5.  There  were  four 
deaths:  one  of  which  was  due  to  operation  and 
three  of  which  would  have  occurred,  operation 
or  no  operation.  These  four  cases  will  be  re- 
ported in  detail  presently.  The  81  admissions 
were  referred  to  the  service  by  52  different  doc- 
tors. This  is  gratifying  in  that  it  shows  that 
the  gynecological  service  is  generally  used  and 
widely  patronized  by  the  profession.  There 
were  28  consultations.  The  medical,  surgical  and 
pathological  chiefs  were  unusually  helpful.  I 
doubt  if  any  institution  in  the  county  has  better 
team  work  than  the  Atlantic  City  Hospital,  The 
esprit  de  corps  was  excellent.  The  associate, 
Dr.  Uzzell,  and  the  residents,  Drs.  Poland,  Still- 
well and  Radom  all  gave  splendid  service.  The 
management  of  the  hospital  under  Miss  McGur- 
ran,  the  floor  nurses  and  the  operating  room  staff 
have  never  been  better.  With  all  parts  of  the 
machine  working  smoothly  a four  months'  serv- 
ice in  a busy  hospital  such  as  ours  is  a real  de- 
light. A word  of  commendation  should  be  given 
to  Miss  Theresa  IVfcGurran  and  the  highly  effi- 
cient manner  in  which  she  keeps  the  records  of 
the  hospital.  They  are  always  easily  accessible; 
a real  essential  in  scientific  medicine. 

“There  were  13  abortion  cases,  2 of  which  re- 
covered without  interference.  In  our  judgment 
11  needed  operation.  They  are  all  recorded  as 
D and  C,  but  none  really  had  a dilatation  and 


curettment.  The  working  rule  followed  was 
this:  A patient  with  continued  bleeding  and  a 

temperature  of  100  or  less  had  a gentle  dilata- 
tion, if  the  cervix  was  not  already  open,  and  a 
cautious  curettage  with  a dull  irrigating  curette. 
# The  endometrium  was  then  wiped  with  gauze 
and  swabbed  with  equal  parts  of  iodine  and  car- 
bolic acid  and  packed  with  iodoform  gauze. 

“On  the  other  hand  in  the  presence  of  continued 
bleeding  and  fever  the  cervix  was  dilated  most 
cautiously,  if  it  was  not  already  dilated,  and  the 
placenta  was  removed  with  finger  or  placenta 
forceps.  The  cavity  of  the  uterus  was  then  wiped, 
swabbed  and  packed. 

“Medical  schools  teach  a “hands  off  policy  in 
incomplete  abortions,  but  the  Playground  of  the 
World  has  become  the  dumping  ground  of  Phila- 
delphia and  New  Y'ork  abortionists.  For  us  to 
adopt  a watchful  waiting  policy  would  clutter  up 
our  wards  to  the  exclusion  of  worthy  cases.  All 
of  us  appreciate  the  danger  in  infectious  cases 
of  cui'etting  away  nature’s  protective  barrier,  but 
we  also  realize  that  when  retained  secundines 
cause  continued  bleeding  and  sapremia  then- 
gentle  removal  is  followed  by  prompt  and  com- 
plete recovery. 

“Case  No.  1253.— Mrs.  H.  H.  was  sent  in  from 
Ocean  City  two  days  after  the  rupture  of  a two 
months’  ectopic  gestation.  She  arrived  in  a state 
of  profound  hemorrhagic  shock  and  was  given 
stimulation,  an  intravenous  saline  infusion  and 
adrenalin  injection  into  the  heart  before  I saw 
her.  There  is  a difference  of  opinion  in  regard 
to  the  treatment  of  ruptured  ectopic.  Some  be- 
lieve it  is  foolhardy  to  rush  in  before  the  patient 
has  reacted  from  shock.  My  own  belief  is  that 
the  treatment  is  immediate  salpingectomy  or 
salpingo -oophorectomy,  no  matter  what  the  con- 
dition of  the  patient.  In  this  particular  case  there 
was  no  choice  in  the  matter  as  the  patient  had 
already  had  a saline  transfusion.  To  have  waited 
would  in  all  probability  have  meant  more  inter- 
nal hemorrhage. 

“The  patient  was  reinfused  with  the  blood  from 
the  abdomen.  500  c.c.  were  strained  through  4 
layers  of  sterile  gauze.  100  c.c.  saline  was  added, 
and  the  600  c.c.  was  given  intravenously.  The 
patient  received  coffee  and  whisky  enema;  her 
legs  were  bandaged;  she  was  placed  in  reverse 
Fowler’s  position.  She  reacted  from  the  opera- 
tion, but  died  on  the  fifth  day  from  broncho- 
pneumonia. The  question  arose  whether  the 
pulmonary  signs  were  really  pneumonia  or  em- 
bolism from  her  reinfusion.  Dr.  Marvel,  who  saw 
this,  patient  several  times  in  consultation,  based 
his  diagnosis  of  pneumonia  on  the  slow  onset  of 
the  lung  lesions,  their  wide  distribution  and  the 
absence  of  pleurisy  and  hemoptysis.  Unfortunate- 
ly postmortem  examination  was  refused. 

“Case  No.  169. — Mrs.  A.  R.,  colored,  aged  23, 
was  admitted  January,  1926,  with  nephritic  tox- 
emia of  pregnancy.  She  had  one  child  3 years 
old.  The  pregnancy,  birth  and  puerperium  were 
normal.  A careful  history  failed  to  elicit  any 
cause  for  nephritis.  The  last  menstruation  oc- 
curred in  August,  5 months  prior  to  admission. 
She  began  to  feel  ill  almost  at  once,  but  did  not 
seek  medical  aid.  Vomiting,  headaches  and  sub- 
sternal  pain  began  and  grew  progressively  worse. 
For  12  days  before  admission  she  retained  no 
food  at  all,  and  the  vomiting  had  been  constant- 
ly bloody  and  projectile.  Examination  on  ad- 
mission showed  a poorly  nourished  dehydrated 
multipara,  5 months  pregnant.  Medical  examina- 
tion by  Dr.  Scanlon  revealed  a toxic  myocarditis 
with  numerous  rales  at  both  bases.  The  urine 
continued  30  mgm.  % albumin,  innumerable  hya- 
line casts  and  a trace  of  acetone,  probably  starva- 
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tion  acetone.  P.  S.  P.  for  2 hours  was  7%.  The 
blood  showed  5,150,000  reds;  12,650  whites;  and 
75  % hemoglobin.  Wassermann  was  negative.  The 
urea  nitrogen  was  48  mgm.  %',.  4 times  the  nor- 
mal amount  retained.  Blood  creatinin  was  also 
high,  2 mgm.  %. 

“The  patient  was  given  calomel  and  salts,  colonic 
irrigations,  lavage,  hypodermoclysis,  continuous 
proctoclysis  of  glucose  and  soda  bicarbonate,  digi- 
talis and  a salt  free  diet,  although  there  was  no 

edema. 

“In  spite  of  this  eliminative  treatment  she  grew 
progressively  worse.  The  vomiting  continued, 
periods  of  semi-coma  were  alternated  with  ir- 
rationality. • The  albumin  increased  from  3 0 to 
250  mgm.  %,  and  the  blood  pressure  from  140  to 
190.  After  consultation  it  was  decided  to  empty 
the  uterus.  This  was  done  on  January  3 0 after 
2 cervical  packings  with  the  insertion  of  an  intra- 
uterine bougie,  with  rupture  of  the  membranes. 
The  5 Vz  months’  fetus  was  still  born,  macerated 
and  the  placenta  showed  fatty  degeneration. 

“After  delivery  the  patient  showed  no  improve- 
ment, but  grew  gradually,  worse.  Vomiting  con- 
tinued and  coma  deepened,  due  either  to  minute 
cerebral  hemorrhage  or  edema.  She  had  to  be 
restrained.  She  died  on  February  5 of  uremic 
coma.  Postmortem  examination  was  refused.  It 
is  interesting  to  note  that  the  blood  urea  rose 
from  4S  mgm.  % before  delivery  to  116  mgm.  % 
after  delivery.  Even  more  interesting  was  the 
behavior  of  the  blood  creatinin.  Before  delivery 
it  was  2 mgm.  % and  after  6.0  mgm.  %.  Folin 
first  proved  that  the  amount  of  creatinin  excret- 
ed in  the  urine  of  a normal  person  on  a meat 
free  diet  is  independent  of  both  the  protein  in 
the  food  and  the  total  nitrogen  of  the  urine. 
Creatinin,  therefore,  is  not  derived  from  the  diet 
but  is  evolved  from  muscular  metabolism.  All 
muscles  produce  creatin  and  then  convert  it  into 
creatinin  which  is  carried  by  the  blood  stream  to 
the  kidneys  where  it  is  readily  eliminated  through 
normal  renal  epithelium.  If  the  kidney  func- 
tion is  impaired  so  that  the  blood  creatinin  ac- 
cumulates to  more  than  4 mgm.  % per  100  c.c. 
the  termination  is  almost  invariably  fatal.  Our 
patient  had  almost  no  muscular  exertion,  and  yet 
her  creatinin  rose  from  2 to  6.9  mgm.  %. 

“Case  No.  2 59. — Mrs.  E.  H.,  married,  aged  71, 
white,  was  admitted  for  the  relief  of  complete 
uterine  prolapse  of  10  years’  standing.  For  the 
past  month  there  had  been  a discharge  of  blood 
from  an  extending  ulcer  on  the  cervix.  There  is 
nothing  in  her  history  of  particular  interest  ex- 
| cept  that  she  had  4 children  all  born  without 
' difficulty  and  had  never  worn  a pessary. 

“Upon  examination  the  uterus  was  found  com- 
i pletely  prolapsed.  The  right  side  of  the  cervix 
i was  the  site  of  an  indurated  ulcer  the  size  of  a 
silver  dollar.  It  bled  upon  touch  and,  was  surely 
malignant.  Physical  examination  showed  her  to 
be  a poor  risk.  All  superficial  arteries  were 
\ sclerosed.  The  second  sound  at  the  aorta  was 
quite  accentuated.  The  first  sound  over  the 
mitral  area  was  replaced  by  a harsh  blowing 
murmur  transmitted  to  the  axilla.  Every 
fourth  to  tenth  beat  was  punctuated  by  an  ex- 
tra systole.  The  apex  was  in  the  anterior  axill- 
ary line.  The  B.  P.  was  220/110.  The  urine 
showed  40  mgm.  % and  14  hyaline  casts  per 
field.  P.  S.  P.  was  30%  for  the  two  hours.  Blood 
urea  was  14.4  mgm.  %,  and  creatinin  1.5  mgm. 
' % ; the  Wassermann  was  negative.  In  preopera- 
tive consultation  Dr.  Bew  found  poor  expansion 
i of  the  right  lung  posteriorly  due  to  a spinal 
i curvature,  and  he  prophesied  a post  operative 
pneumonia  in  this  location.  In  spite  ofi  the  poor 


risk,  in  view  of  the  cancer  and  with  the  full 
understanding  of  the  family,  a vaginal  hysterec- 
tomy and  perineorraphy  y?as  done  January  21. 
There  was  little  shock  but  for  4 days  there  was 
almost  complete  suppression  of  the  urine.  It 
began  to  appear  as  the  ureters  had  been  severed 
or  tied.  On  the  fifth  and  sixth  days,  however, 
she  voided  16  and  23  ounces  respectively.  But 
pneumonia  developed  at  the  base  of  the  right 
lung,  and  she  died  on  the  2 6th. 

“Micropscopic  examination  of  the  uterus  by  Dr. 
Kilduffe  showed  fibroadenocarcinoma  of  the 
cervix. 

“Case  No.  487. — Mrs.  M.  B.,  ag'ed  23,  colored, 
was  admitted  February  2,  with  pelvic  peritonitis 
due  to  the  right  tubo-ovarian  abscess.  Her  family 
history  negative.  She  had  the  usual  diseases  of 
childhood;  menstruation  began  at  13  and  was 
normal  in  every  way  until  the  onset  of  the 
present  trouble.  Two  children  were  born  nor- 
mally 4 and  3 years  ago.  Two  years  ago  she 
developed  a severe  vaginal  discharge,  purulent 
in  character  and , associated  with  dysuria.  Dur- 
ing this  time  she  has  had  several  attacks  of  fever 
with  pain  in  the  lower  abdomen.  During  the 
past  2 years  she  has  had  profuse  and  prolonged 
menstruation,  once -lasting  over  three  months. 

“The  present  attack  started  2 weeks  ago.  She 
has  been  in  bed  ever  since  with  fever,  constipa- 
tion, pains  in  both  iliac  regions  and  backache. 

“On  admission  her  temperature  was  101.  The 
head  and  chest  were  essentially  normal.  The 
lower  abdomen  was  rigid  and  tender.  Morris's 
points  were  sensitive.  Upon  vaginal  examination 
the  perineum  was  badly  torn  down  to  the 
sphincter.  The  cervix  was  the  site  of  erosions, 
bilateral  lacerations  and  hypertrophy.  The 
uterus  was  fixed  and  the  adnexa  were  tender 
but  not  outlineable.  The  blood  showed  4,700,000 
reds,  hemoglobin  of  80%  and  11,500  whites,  80% 
of  which  were  polymorphonuclear.  The  'Wasser- 
mann was  negative.  Urinalysis  showed  innumer- 
able pus  cells  and  less  than  8 mgm.  % albumin. 
P.  S.  P.  was  3 0/5  0,  a total  of  7 0. 

The  patient  was  placed  in  the  Fowler  position 
with  ice  to  the  lower  abdomen.  She  was  given 
hot  douches  and  the  peritonitis  was  allowed  to 
subside.  Her  temperature  ranged  from  102  to 
9 9 for  9 days,  and  then  remained  normal.  In 
order  to  test  her  resistance  to  her  own  infec- 
tion another  vaginal  examination  was  made  and 
with  considerable  force  the  uterus  was  moved 
about.  This  procedure  did  not  relight  her  in- 
fection so  on  February  11,  she  was  operated 
upon.  Both  the  vaginal  and  abdominal  fields 
were  prepared  with  5%  picric  acid  in  70%  al- 
cohol. She  had  a D and  C;  Sturmdorf’s  am- 
putation of  the  cervix;  a perineorraphy.  Upon 
opening  the  abdomen  there  were  numerous  re- 
cent adhesions  all  through  the  pelvis.  These 
were  released  and  the  right  tube  and  ovary 
which  together  formed  an  abscess  were  removed. 
The  appendix  appeared  normal,  but  it  was  re- 
moved and  the  wound  was  sutered  without  drain- 
age. 

Laboratory  Report : 

“Gross  Appearance:  Specimen  consists  of  a por- 
tion of  the  cervix  measuring  2-5  cm.  and  cutting 
with  increased  resistance.  Formalin  fixation; 
frozen  sections. 

“Microscopy:  Section  show  the  typical  picture 
of  a chronic  cervicitis  with  associated  fibrous 
and  glandular  hyperplasia. 

“Gross  Appearance — Specimens  consist  of:  (1) 
The  appendix  which  measures  7 cm.  in  length 
and  is  somewhat  fibrous  and  presents  the 
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microscopic  picture  of  a chronic  inflammatory 
reaction.  (2)  The  ovary  which  measures  4x2 
cm.  and,  when  cut,  is  cystic;  there  is  no  micro- 
scopic evidence  of  adenomatous  or  malignant 
changes.  (3)  The  left  tube  wThich  is  the  site  of  a 
chronic  inflammatory  reaction;  microscopically 
diffuse  and  associated  with  fibrous  hyperplasia. 

“She  reacted  well  from  the  operation  but  on 
the  second  day  developed  fever  and  pain  in  the 
right  side  of  her  back.  Dr.  Barbash  found  dull- 
ness and  roughened  breath  sounds  over  the  right 
base.  High  fever  continued  and  on  the  fifth  day 
her  sclera  became  jaundiced.  On  the  seventh 
day  Dr.  Bew  made  a diagnosis  of  pleurisy  at  the 
right  base,  and  multiple  abscesses  of  the  liver 
due  to  an  ascending  infection.  Two  blood  cul- 
tures showed  staphylococci. 

“On  the  18th  there  appeared  induration  and 
tenderness  of  the  labia  and  perineum.  This  was 
freely  incised  in  the  ward  under  gas  oxygen 
anesthesia.  But  this  made  no  change  in  her 
condition  which  became  steadily  more  toxic.  She 
died  on  February  20,  9 days  after  operation. 
Postmortem  examination  by  Dr.  Kilduffe  showed 
the  following: 

“Body  of  an  adult  colored  female.  Age  probably 
30  years.  Thin  and  slender  build. 

“There  is  a perceptible  bile  staining  of  the 
conjunctiva  in  addition  to  which  there  is  some 
discoloration  due  to  extravasation.  There  is  a 
midline  surgical  incision  extending  from  just  be- 
low the  umbilicus  to  just  above  the  symphysis  in 
the  lower  angle  of  which  there  is  a bit  of  gauze 
drainage. 

“There  is  a slight  edema  of  the  lower  labium 
in  which  there  is  also  a small  incision. 

“Chest  Cavity:  The  heart  presents  no  abno'rmili- 
ties.  The  right  lung  presents  a very  definite 
passive  congestion  of  the  lower  lobe  and  on  sec- 
tion there  is  some  pulmonary  edema.  The  up- 
per lobe  is  normal.  There  are  no  pleural  ad- 
hesions. A similar  condition,  although  not  so 
marked,  is  present  in  the  lower  lobe  of  the  left 
lung.  There  is  no  evidence  of  tuberculosis  nor 
are  there  any  abscesses. 

“Abdominal  Cavity:  The  omentum  is  adher- 

ent to  the  peritoneal  wall  in  the  region  of  the  in- 
cision and  in  the  left  pelvic  fossa  there  has  been 
a recent  left  salpingo-oophorectomy  at  the  site 
of  which  there  is  a small  collection  of  clotted 
and  semi-fluid  blood.  Probably  the  greater 
amount  of  this  is  residual  following  the  operation 
although  there  has  been  possibly  a slight  and 
transient  oozing.  The  appendix  has  recently 
been  removed  and  there  are  some  slight  ad- 
hesions in  this  area,  and  a slight  inflammatory 
reaction.  Both  the  omentum  and  the  bowel  in 
the  pelvic  fossae  show  some  greenish  discolora- 
tion, which  is,  in  all  probability,  terminal  in 
origin.  The  spleen  is  enlarged,  very  spongy  and 
presents  a peri-splenitis,  and  an  interstitial 
splenitis.  There  are  no  splenic  abscesses.  Both 
kidneys  are  somewhat  swollen  and  paler  than 
normal  and  present  the  picture  of  a cloudy  swell- 
ing very  probably  of  toxic  origin.  There  are  no 
abscesses.  The  liver  is  about  normal  in  size 
but  distinctly  bile  tinged  and  when  sectioned 
contains  a moderately  enlarged  number  of  small 
purulent  foci.  These  are  not  typical  punctate 
abscesses  but  appear  to  be  little  localized  col- 
lections of  pus  in  the  smaller  vessels.  They  are 
restricted  to  the  right  lobe.  There  are  no  ab- 
normalities of  the  gall-bladder. 

"Tissue  Examinations:  Liver:  Sections  show  dif- 
fuse cloudy  swelling,  many  small  areas  of  focal 
necrosis,  and  some  interstitial  fibrosis. 


“Spleen:  Diffuse  cloudy  swelling  and  percepti- 

ble interstitial  fibrosis. 

Blood  Culture: 

2/15/26:  No  growth.  Bacteriology: 

2/19/26:  Staphylococcus. 

Liver  abscesses: 

Staphylococcus. 

“Anatomical  Diagnosis:  Jaundice.  Passive  con- 
gestion of  both  lungs  with  pulmonary  edema 
(lower  lobes).  Chronic  peri-  and  interstitial 
splenitis;  acute  toxic  splenitis.  Cloudy  swelling 
both  kidneys  (toxic  nephritis).  Multiple  ab- 
scesses of  the  liver;  chronic  interstitial  hepa- 
titis. Terminal  staphylococcemia. 

“Discussion:  The  problem  in  this  case  revolves 
not  so  much  around  the  cause  of  death  as  about 
the  pathway  followed  by  the  infection.  Forty- 
eight  hours  before  death  blood  cultures  were  taken 
from  which  a growth  of  staphylococcus  was  ob- 
tained. The  double  finding  eliminates  a possible 
skin  contamination  and  is  corroborated  by  the 
presence  of  the  hepatic  abscesses.  It  is  a mat- 
ter for  discussion  as  to  .whether  the  blood  stream 
infection  preceded  or  followed  the  hepatic  in- 
volvement. In  view  of  the  fact  that  if  the 
blood  stream  infection  were  the  prior  event  there 
should  have  been  multiple  abscesses  not  only  in 
the  liver  but  in  other  organs,  the  more  likely 
course  of  events  was  that  the  hepatic  infection 
came  first  by  lymphatic  extension  from  the  opera- 
tive field,  and  that  the  invasion  of  the  blood  was 
secondary. 

'‘Comment:  During  this  patient’s  stormy  post- 
operative course,  it  was  my  opinion  that  I had 
not  waited  long  enough  after  her  peritonitis  be- 
fore operating.  In  the  light  of  the  postmortem 
findings,  however,  with  two  positive  staphylococ- 
cic blood  stream  findings  and  the  development 
of  cellulitis  of  the  vulva,  it  is  clear  that  this  pa- 
tient died  of  a lymphangitis  originating  in  the 
perineorraphy  wound  and  extending  up  to  and 
involving  the  liver.” 

Dr.  Carrington’s  excellent  and  comprehensive 
presentation  was  discussed  by  Dr.  Theodore 
Senseman.  Following  generalized  remarks,  he 
particularly  commented  upon  the  course  of  treat- 
ment of  Ectopic  Gestation,  advocating  stimula- 
tion with  operation,  in  proper  combination.  Dr. 
Conaway  continued  the  discussion  in  comment- 
ing upon  the  procedure  of  injecting  frefe  blood 
from  the  peritoneal  cavity  back  into  the  vein. 
He  felt  that  this  procedure  has  not  been  found 
practical  in  his  own  experience  and  he  has  there- 
fore discontinued  this  course  of  therapy.  The 
method  of  injecting  whole  blood  was  brilliantly 
discussed  by  the  director  of  the  laboratories,  Dr. 
Robert  A.  Kilduffe,  who  stated  that  the  intra- 
venous use  of  blood  depended  upon  the  charac- 
ter of  the  blood  at  the  time  of  operation,  further- 
more, that  the  danger  lay  in  the  injection  of  clots, 
rather  than  in  the  blood  as  a whole,  especially 
if  it  be  capable  of  carrying  oxygen.  Relative  to 
a case  report  made  by  Dr.  S.  Barbash,  Dr.  Robert 
A.  Kilduffe,  director  of  Laboratories  of  the  At- 
lantic City  Hospital,  expounded  the  following 
views  to  the  Wassermann  reaction  in  pneumonia: 
“Pneumonia  is  one  of  the  diseases  in  which 
high  leucocyte  counts  are  the  rule  rather  than 
the  exception,  and  while  I do  not  recall  having 
seen  as  high  as  90,000  in  pneumonia  before,  the 
count  was  carefully  rechecked  and  we  know  it  to 
be  correct.  _ 

“The  Wassermann  reaction  in  pneumonia  has 
always  been  a subject  of  interest  as  this  is  one 
of  the  diseases  in  which,  during  the  febrile 
period,  false  positive  reactions  are  known  to  oc- 
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cur  with  many  of  the  methods  in  common  use. 

"This  is  not  particularly  remarkable.  It  is  now 
well  known  that  the  Wassermann  reaction  is  not 
a biologic  but  a chemical  reaction  and  the  ma- 
jority of  serologists  are  convinced  that  it  is  close- 
ly associated  'with,  if  not  entirely  dependent  upon, 
the  colloidal  character  and  stability  of  the  serum 
and  body  fluids. 

“I  have  long  felt  that  colloidal  chemistry  may 
hold  the  answer  to  many  of  the  problems  in- 
volved in  pneumonia.  There  are  few  things 
more  striking  or  dramatic  than  the  crisis  in 
pneumonia;  one  moment  the  patient  is  in  extremis 
and  gasping  for  breath;  the  next,  he  is  a dif- 
ferent person.  There  is  nothing  in  the  physical 
findings  to  explain  the  striking  change  in  the 
clinical  condition,  there  is  nothing  in  the  blood 
chemistry  to  furnish  a satisfactory  explanation 
of  this  startling  and  dramatic  change.  It  seems, 
at  least,  possible — and  I believe  it  probable — that 
the  answer  lies  in  some  colloidal  reaction  of  the 
blood  or  other  body  fluids. 

“If  this  be  true,  then  there  is  a logical  explana- 
tion for  the  occurrence  of  positive  complement 
fixation  reactions  in  this  disease  without  the  co- 
incident presence  of  syphilis. 

“My  experience  with  Kolmer’s  method  of  com- 
plement fixation — the  method  in  use  in  these 
laboratories — has  convinced  me  that  false  posi- 
tive reactions  are  exceedingly  rare — if  they  occur 
at  all. 

“I  have  never  obtained  a false  positive  reaction 
with  it  in  pneumonia  in,  perhaps,  5 0 or  60  cases 
and  I reported  last  year  before  the  Atlantic 
County  Medical  Society  nearly  100,000  tests  made 
under  experimental  conditions  by  3 0 observers 
without  false  positive  reactions  occurring.  Pneu- 
monia was  one  of  the  diseases  investigated. 

“I  am  inclined  to  believe,  therefore,  that  the 
positive  reaction  in  Dr.  Barbash’s  case  was  a 
true  reaction.  There  is  nothing  remarkable  in 
the  fact  that  a negative  reaction  was  later  en- 
countered without  any  treatment.  Variations  in 
the  strength  of  the  reaction  in  syphilis  even 
from  negative  to  positive  without  treatment  were 
first  noted  by  Craig  some  years  ago  and  are 
common  to  the  experience  of  serologists  and 
syphilographers  and  their  occurrence  must  be 
borne  in  mind  by  clinicians  engaged  in  the  study 
of  syphilis.’’ 

The  program  .was  brought  to  a close  by  a 
symposium  discussion  of  reinfusion  by  Drs.  Bew, 
Carrington  and  Kilduffe. 

Dr.  Walt.  P.  Conaway  brought  up  the  question 
of  purchasing  radium.  Dr.  Bew  recommended 
that  the  suggestion  be  relegated  - to  the  Board 
of  Governors  for  further  consideration. 

The  meeting  adjourned  at  11  p.  m. 


MIDDLESEX  COUNTY. 

J.  H.  Rowland,  M.D.,  Secretary. 

The  regular  quarterly  meeting  of  the  Middlesex 
County  Medical  Society  was  held  June  16,  1926, 
at  the  Perth  Amboy  Hospital.  The  attendance 
of  44  was  an  improvement,  but  should  have  been 
much  larger.  Not  one  member  could  afford  to 
miss  the  paper  of  the  afternoon.  Dr.  Wm.  S. 
Bainbridge,  of  New  York,  presented  a paper  on 
“Cancer”,  which  was  exceedingly  well  prepared 
and  presented,  and  judging  from  its  enthusiastic 
reception  it  was  closely  followed  and  appreciated 
by  the  audience.  Certain  it  is  that  those  who 
missed  Dr.  Bainbridge’s  paper  missed  something 
worth  while. 

The  next  regular  meeting  will  be  held  Wed- 


nesday, September  15,  1926,  at  4 p.  m,,  at  the 
Alumni  House,  Queens  Campus,  Rutgers  Uni- 
versity, New  Brunswick. 

A symposium  on  “Goitre”  will  be  presented 
by  Dr.  Frederick  H.  Bothe  (late  of  Mayo  Clinic) 
of  the  Presbyterian  Hospital,  Philadelphia,  who 
will  present  the  medical  aspects  of  the  subject, 
while  Dr.  Edward  Rose,  of  the  University  Hos- 
pital, Philadelphia,  will  present  the  surgical  side. 
Two  of  our  members  have  been  asked  to  open 
the  discussion  and  it  is  hoped  that  there  will  be 
a general  participation  in  the  discussion  in  order 
to  insure  another  worth  while  meeting. 


3n  Ht£f)ter  IrTein 


Sign  in  store  window:  “Don’t  kill  your  wife  with 
hard  work.  Let  our  electric  washing  machine 
do  the  dirty  work.” — (Judge) 


Home  from  College. 

Son  (nervously)— “After  all,  Dad,  the  real  thing 
in  college  is  th->  social  atmosphere.  The  real 
values  lie  in  the  social  opportunities  and — ” 

Dad  (taking  out  check-book) — “What  did  you 
flunk  in  this  time?” — (Brown  Jug) 


One  Thrill  More. 

“But”,  said  the  cautious  screen  star  who  was 
about  to  perform  an  apparently  dangerous  feat, 
“suppose  the  rope  should  break?” 

“By  George!”  cried  the  director.  “That’s  a good 
idea!” — (American  Legion  Weekly.) 


On  the  Leash. 

The  club  addict  was  being  brought  to  book 
by  his  neglected  wife.  “Have  you  no  friends  who 
spend  their  nights  at  home?”  she  asked  coldly. 
“Why,  yes,”  replied  the  sinner  thoughtfully. 
“There’s  old  Dash,  who  has  been  married  ten 
years  and  never  spent  an  evening  away  from 
home.” 

“Ah!”  exclaimed  the  lady.  “He’s  got  some  con- 
sideration for  his  wife.” 

“Not  exactly,”  came  the  cynical  reply.  “He’s 
got  the  rheumatism.” 


Steppe  by  Steppe. 

A Russian  was  being  led  off  to  execution  by 
a squad  of  Bolshevik  soldiers  on  a rainy  morning. 

“What  brutes  you  Bolsheviks  are,”  grumbled 
the  doomed  one,  “to  march  me  through  a rain 
like  this.” 

“How  about  us?”  retorted  one  of  the  squad. 
“We  have  to  march  back.” — (The  Pointer.) 


The  II  uman  Dud. 

While  he  was  making  his  way  about  his  pla- 
toon one  dark  night,  a sergeant  heard  the  roar 
of  a “G.I.  Can”  overhead  and  dived  into  a shell- 
hole.  It  was  already  occupied  by  a private,  who 
was  hit  full  in  the  wind  by  the  non-com's  head. 
A moment’s  silence — a long  deep  breath,  and 
then — 

“Is  that  you,  sarge?” 

“That’s  me.” 

“Hot  dog!”  I was  just  waiting  for  you  to  ex- 
plode.”— (Everybody’s.) 
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Jfflarnages;. 


ELLIS -WE  ILL — On  July  18,  1926,  in  Paris, 

FT'ance.  Dr.  Arthur  J.  Ellis  of  23  Milford  Avenue, 
Newark,  to  Mile.  Madeline  Lucie  Jeane  Weill  of 
Paris. 

NOWREY-DAVIEJS — On  Aug.  18,  1926,  ' 'Dr. 

Joseph  A.  Nowrey,  Jr.,  of  921  Cooper  Street, 
Camden,  to  Miss  Edith  Anne  Norelle  Davies  of 
Camden. 

PAYNE-FITCH — On  Aug.  12,  1926,  Dr.  Guy 
Payne  of  Overbrook  Hospital,  Verona,  to  Miss 
Eloise  Fitch,  daughter  of  Mr.  and  Mrs.  Fred 
Fitch  of  Jackson,  Mich. 

AMBROSE-BOND  — On  Sept.  1,  1926,  Dr. 

Anthony  Ambrose  of  71  Congress  Street,  New- 
ark, to  Miss  Margaret  W.  Bond,  daughter  of  Mr. 
and  Mrs.  John  W.  Bond  of  Nesquihoning,  Pa. 

CHIGER-KONKOSKE- — On  Aug.  18,  1926,  Dr. 
Alexander  S.  Chiger  of  621  High  Street,  Newark, 
to  Miss  Genevieve  Constance  Konkoske,  daugh- 
ter of  Mr.  and  Airs.  Anthony  Konkoske  of  194 
Pierson  Street,  Orange. 


Beatt). 


FISCHER,  Dr.  Armin,  of  26  Hillside  Avenue, 
Newark,  died  at  his  home  on  August  22,  1926,  at 
age  of  72  years  from  a cerebral  haemorrhage. 


personals;. 


Dr.  and  Mrs.  David  Hutchinson  Crawford  of 
2 6 Elizabeth  Avenue,  Newark,  sailed  in  August 
on  the  George  Washington  for  France  and  Eng- 
land. 

Dr.  and  Mrs.  Frederick  C.  Horsford  of  3 05 
Belleville  Avenue,  Newark,  are  spending  the 
summer  at  Point  Pleasant.  Dr.  Horsford  returns 
to  town  for  a few  days  each  week. 

Dr.  and  Airs.  William  Spickers  of  Paterson, 
N.  J.,  have  gone  to  California  by  the  southern 
route.  They  will  stop  at  the  Grand  Canyon,  Los 
Angeles,  Yosemite  Valley,  San  Francisco,  Port- 
land, Vancover  and  reurn  via  Canadian  Rockies. 

Dr.  F.  J.  Krauss  and  family  of  Chatham  are 
at  the  Aletabetchonan  Club,  Kiskisink,  P.  Quebec, 
for  the  month  of  September. 

Dr.  Alvin  Lipphard  of  2 09  Hollywood  Avenue, 
Hillside,  have  been  on  a motor  trip  via  the  Dela- 
ware Water  Gap  to  Lake  George.  He  will  stop 
at  Spring  Lake  on  his  return. 

Dr.  George  F.  Corrigan  of  344  Lafayette 
Street,  Newark,  has  returned  on  the  Leviathan 
from  a tour  of  France,  Germany,  Switzerland, 
Italy  and  Austria.  He  visited  many  hospitals 
in  those  countries  and  spent  the  last  two  months 
studying  in  Vienna.  Dr.  Corrigan,  who  has  now 
resumed  his  practice,  sailed  from  New  York 
April  2 7 with  the  Interstate  Post  Graduate  As- 
sembly of  North  America. 

Dr.  and  Airs.  Francis  J.  Kerns  of  566  Warren 
Street,  Newark  has  returned  from  Europe  on 
the  Resolute.  They  visited  France,  Switzerland 
and  Germany  and  were  away  five  weeks. 

Dr.  and  Airs.  J.  Caldwell  Alorrison  of  379 
Seventh  Avenue,  Newark,  have  returned  after 
visiting  their  daughter,  Airs.  Herman  Osgood  of 
Gloucester,  Alass.,  and  motoring  through  New 
England.  They  were  away  a month. 


Township  Committeeman  Dr.  G.  Wellington 
Campbell  of  Millburn  has  ldft  for  a motor  trip 
through  New  England.  Dr.  Campbell  expects  to 
stop  at  various  places  in  Maine.  He  will  be 
away  until  early  in  September. 

Dr.  and  Airs.  R.  A.  Schaaf  and  their  family  of 
19  Bathgate  Place,  Newark,  have  returned  from 
a six  weeks’  stay  at  Harpswell,  Ale.  They  will 
spend  the  rest  of  the  summer  at  Oakhurst,  then- 
cottage  at  Lake  Hopatcong. 

Miss  Suzanne  Becker,  daughter  of  Dr.  and 
Mrs.  F.  W.  Becker  of  14  Clinton  Place,  Newark, 
has  returned  from  High  Point  where  she  has 
been  spending  ten  days. 

Dr.  and  Airs.  C.  H.  Winch  of  841  South  Twelfth 
Street,  Newark,  have  returned  from  a three 
weeks’  trip  through  the  West.  They  visited 
clinics  in  Rochester  and  St.  Paul,  and  returned 
by  way  of  the  Great  Lakes. 

Deputy  County  Physician  William  Al.  Brien 
of  449  Alain  Street,  Orange,  has  been  recuperat-  | 
ing  at  Ocean  Grove  and  remained  until  Labor 
Day. 

Dr.  and  Airs.  James  T.  Hanan  and  Miss  Marcia 
Hanan  of  11  The  Crescent,  Alontclair,  have  re- 
turned from  their  summer  home  at  Chatham, 
Alass.  , 

Dr.  H.  A.  Tarbell  of  11  Pennington  Street, 
Newark,  the  genial  treasurer  of  the  Society  for 
the  Relief  of  Widow  and  Orphans,  has  been  avoid- 
ing the  hot  weather  at  home  by  making  a cruise 
to  Labrador  in  August. 

Dr.  and  Mrs.  Charles  A.  Schneider  of  694  Clin- 
ton Avenue,  Newark,  and  their  daughter  Dorothy 
have  returned  from  a stay  at  Center  Lovell,  Ale. 

Air.  and  Airs.  Edwin  B.  Hill  and  daughter  of 
Roxbury,  N.  C„  are  visiting  Dr.  Wellington  Camp- 
bell of  Short  Hills  Avenue,  Short  Hills. 

Dr.  and  Mrs.  R.  H.  Dieffenbach,  Jr.,  of  570 
Alt.  Prospect  Avenue,  Newark,  and  their  daugh-  i 
ter,  Aliss  Anne  Dieffenbach  spent  the  month  of 
August  motoring  in  the  Adirondacks. 

Dr.  Jacob  Polevski  of  682  High  Street,  Newark, 
who  has  been  active  on  the  medical  staff  of  the 
Beth  Israel  .Hospital  for  many  years,  left  re- 
cently for  an  extensive  tour  to  the  Pacific  Coast.  I 
He  will  be  accompanied  by  Mrs.  Polevski  and 
by  his  mother,  and  while  in  Los  Angeles  will  I 
visit  his  two  sisters  and  a brother.  The  party 
will  return  to  Newark  September  7.  A “walk- 
in’’ surprise  was  tendered  Mrs.  Polevski  Wed- 
nesday night  at  her  home  by  about  thirty  friends. 

Dr.  and  Airs.  L.  L.  Davidson  and  their  son,  i 
Henry  of  88  Clinton  Avenue,  Newark,  have  left 
on  the  Conte  Biancamano  for  a trip  abroad. 
They  will  visit  Italy,  Switzerland  and  France, 
returning  September  12,  on  the  Belgenland. 
Henry  Davidson  will  then  resume  his  studies  at 
the  Jefferson  Aledical  School,  where  he  is  a 
junior. 

Miss  Helen  Kerns,  daughter  of  Dr.  and  Mrs.  J. 
Kerns  of  556  Warren  Street,  Newark,  left  for  a 
motor  trip  through  New  England  to  Cape  Cod. 
Aliss  Kerns,  who  is  a sophomore  at  St.  Elizabeth’s 
College,  expects  to  be  away  three  weeks.  Upon 
her  return  she  will  go  to  Deal  Beach  for  the 
remainder  of  her  vacation.  Dr.  and  Airs.  Kerns 
are  spending  the  summer  in  Europe. 

Dr.  and  Mrs.  Lazare  Weiss  and  their  son  of 
404  Bergen  Street,  Newark,  returned  August  7 
from  a trip  to  Alichigan.  They  spent  some  time 
at  Saginaw  and  Mt.  Clemens  and  Mrs.  Weiss  is 
at  present  visiting  a sister  in  Detroit. 

Dr.  and  Airs.  H.  S.  Nash,  who  formerly  made 
their  home  .at  565  Bergen  Street,  Newark,  moved 
last  month  to  86  5 South  Eleventh  Street. 

Continued  on  page  XXII 
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HE  TREATMENT  OF  BLADDER  TU- 
MORS WITH  METAL  SEEDS 
CONTAINING  RADIUM 
EMANATION. 

— 

Edward  L.  Keyes,  M.D., 

professor  of  Urology,  Cornell  University  Medical 
College,  New  York  City. 

Stenographic  report  of  an  address  delivered  at 
the  160th  Annual  Convention  of  the  Medi- 
cal Society  of  New  Jersey,  At- 
lantic City,  June  18,  1926. 

Gentlemen : Carcinoma  of  the  bladder  can 
pe  controlled.  Indeed,  we  may  as  well  admit 
hat  carcinoma  of  the  bladder  can  be  cured 
put — and  this  is  a large  “but” — carcinoma  of 
he  bladder  cannot  be  cured  in  any  large  pro- 
iortion  of  cases  unless  the  surgeon  treating  it 
otally  revises  bis  point  of  view. 

The  surgical  attack  upon  bladder  carcinoma 
las  in  the  past  depended  for  its  success  upon 
i wide  resection  of  the  bladder  which,  if  it 
lid  not  kill  the  patient,  left  him  with  an  even 
'hance  of  dying  later  of  his  disease.  But  we 
how  have  in  our  hands  an  instrument  wherebv 
ive  can  operate  with  negligible  mortality,  with 
It  fair  chance  of  destroying  the  carcinoma  at 
i>nce,  and  with  an  opportunity  of  checking  and 
mproving  our  results  by  subsequent  cystosco- 
;>ic  treatments. 

- This  is  revolutionary,  and  revolutionary  in 
:he  largest  sense,  for  it  means  a total  change  of 
view.  Hitherto  we  have  been  talking  about 
pontrol  of  bladder  carcinoma  and  operating  as 
.hough  to  cure  it.  Now  we  may  think  in  terms 
pf  cure  on  condition  that  we  persist  in  our 
treatment  of  the  condition  so  as  to  control  it. 


Heretofore  we  have  had  a choice  between 
resection,  whether  by  knife  or  cautery,  with  its 
operative  mortality  of  10%  to  20%  ; diathermy, 
with  its  slow  healing,  its  danger  of  bladder 
perforation;  and,  finally,  glass  radium  seeds, 
producing  grave  slough,  tedious  convalescence 
and  sometimes  a permanent  ulceration  com- 
parable to  the  x-ray  burns  of  the  skin,  with 
which  we  are  all  familiar. 

The  new  metal  emanation  seeds  of  gold  or 
platinum  have  changed  the  outlook  completely. 
The  encasement  of  the  emanation  in  metal 
shuts  off  the  destructive  beta  rays,  while 
transmitting  10%  of  the  gamma  rays.  Clini- 
cally, this  amounts  to  minimizing  slough  and 
secondary  infection  and  eliminating  the  in- 
tractable radium  burn,  which  has  been  the 
bane  of  this  form  of  treatment,  without  any 
notable  diminution  in  the  radium  destruction 
of  tumor  tissue.  Indeed,  the  elimination  of 
slough  permits  the  operator  to  increase  the 
strength  of  the  capsule  from  the  customary 
0.2  to  0.3  m.c.  to  2 or  3 m.c.,  though  the  physi- 
cists seem  to  regard  1.5  m.c.  as  the  ideal 
strength.  Thus  the  intensity  of  tumor  de- 
struction is  actually  increased  to  such  an  extent 
that  the  large  intravesical  capsules  of  filtered 
radium  emanation  we  formerly  used  may  be 
entirely  discarded. 

Furthermore,  the  implantation  when  done 
suprapubically  may  be  made  almost  or  quite 
entirely  in  the  depths  of  the  base  of  the  tumor 
or  in  the  bladder  wall  about  its  base.  This 
excites  no  bleeding,  and  if  the  projecting  por- 
tions of  the  tumor  are  removed  after  ligature 
of  the  base,  a clean  wound  is  left.  The  supra- 
public  incision  in  the  bladder  may  be  sutured 
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without  drainage,  and  the  patient  may  be  dis- 
missed from  the  hospital  in  2 or  3 weeks. 

Suprapubic  Technic. 

I shall  not  bother  you  with  details  about 
anesthesia  beyond  saying  that  either  reinforced 
sacral  or  spinal  anesthesia  may  be  used. 

For  preparation,  I inject  into  the  bladder 
as  the  patient  awaits  his  operation  about  25 
c.c.  of  1:1000  acriflavine  as  an  antiseptic, 
leaving  the  catheter  in  the  bladder  until  the 
patient  is  on  the  table.  Then,  after  the  supra- 
pubic incision  has  been  made  to  the  bladder 
wall,  air  is  injected  on  top  of  this  pond  of 
acriflavine  without  fear  of  air-embolism 
through  the  prostatic  veins. 

Then  the  bladder  is  opened  by  cutting 
through  the  muscle,  held  with  Allis  clamps, 
until  the  mucosa  is  reached ; this  appears  as 
a bubble  filled  with  air.  I then  let  the  air  out 
of  the  catheter ; the  bubble  collapses.  Holding 
its  circumference  with  Allis  clamps,  and  with 
a knife  in  one  hand  and  the  aspirating  nozzle 
in  the  other,  I plunge  the  knife  through  the 
mucosa  and  immediately  follow  with  the  as- 
pirator, and  not  a drop  escapes  from  the  blad- 
der to  soil  the  wound.  Then  I proceed  to  put 
in  the  mechanical  retractors,  or  others  if  these 
are  inappropriate  to  the  case  in  question,  and 
expose  the  tumor.  The  patient  is  put  in  the 
Trendelenburg  position  at  about  this  time  in 
the  operation. 

With  the  aid  of  a bladder  light  and  a stick- 
sponge  to  mop  out  the  few  remaining  drops  of 
blood  or  urine,  the  interior  of  the  bladder  is 
carefully  inspected  and  the  implantation  of  ra- 
dium seeds  is  planned  as  follows: 

First,  large  projecting  tumor  masses  are 
seized  about  the  neck  with  a small  angular  for- 
ceps, lifted,  and  tied  off  with  No.  1 plain  cat- 
gut, and  the  outlying  portions  cut  away.  They 
may  be  burned  away  with  the  actual  cautery 
or  the  fulguration  point,  if  you  have  any  preju- 
dice against  cutting  them  away. 

Secondly,  small  papillary  tumors  are  de- 
stroyed by  fulguration  or  by  actual  cautery. 

Thirdly,  ulcers,  the  bases  of  ligated  tumors, 
and  areas  of  densely  growing  papillomatosis  are 
left  for  radiation. 

Radium  emanation  seeds  of  gold  or  plati- 
num, each  containing  1.5  to  2.5  millicuries  of 
emanation  are  implanted  by  special  breech- 


loading needles  at  a depth  of  at  least  0.5  cm., 
and  at  a distance  of  at  least  1 cm.  (half  an 
inch)  from  each  other  throughout  the  tumor  : 
root. 

No  special  implants  need  be  made  to  take 
care  of  small  outlying  papillary  tumors  which 
have  been  cauterized. 

I have  never  implanted  more  than  10  seeds 
and  should  hesitate  to  advocate  the  use  of  more 
than  twice  this  number. 

The  operation  is  then  over ; the  retractors  i 
are  removed ; the  suprapubic  incision  is  closed,  i 
preferably  by  a Lower  suture  (a  subcuticular  i 
suture  running  along  the  bladder  mucosa,  and  > 
then  an  over-and-over  suture  through  the  f 
muscle,  coming  back  to  the  point  of  origin).  I 
That  is  of  plain  catgut  and  is  hacked  by  a I 
Lembert  suture  of  No.  0 chromic  gut.  The  I 
bladder  is  not  drained. 

The  gauze  pads  that  have  been  in  the  ab-  ! 
dominal  wall  are  then  removed  and  the  ab- 
dominal wall  is  closed  around  a small  cigar-  j 
ette  drain. 

Post-operative  Care. 

No  in-dwelling  catheter  is  used.  1 he  blad-ij* 
der  is  emptied  by  catheter  at  bed-time  and  the 
following  morning.  Thereafter  the  patient 
will  usually  void  urine  spontaneously.  If  not, 
the  usual  postoperative  catheter  precautions  I 
are  observed. 

The  cigarette  drain  is  removed  on  the  third  j 
day. 

Between  the  fifth  and  the  tenth  days  a rad-  | 
iogram  is  taken,  to  prove  the  presence  of  the  j 
seeds.  No  matter  how  carefully  you  put  them 
in,  some  of  them  will  fall  out.  In  order  to  test  I 
how  much  radium  treatment  you  have  actually  j 
given  the  patient,  inasmuch  as  the  effect  of  j 
the  emanation  continues  for  5 days,  you  test  j 
the  presence  of  the  seeds  by  taking  an  x-iayj 
of  them;  they  show  perfectly  well,  being  metal1  ■ 
at  the  end  of  the  fifth  day. 

•The  operator  will  do  well  to  cystoscope  hb  I 
patients  every  month  or  so  after  operation  i. 
though  until  at  least  3 months  have  passed  he  I 
may  not  be  able  to  distinguish  with  certainty1 
between  tumor  and  effects  of  radium.  Snip-  j 
pings  obtained  by  cystoscopic  forceps  may  oi 
may  not  help. 

Recurrences,  if  amenable  to  treatment  a 
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all,  are  controllable  by  cystoscopic  fulguration 
or  application  of  radium. 

I have  operated  on  8 cases  in  this  way  in 
the  past  6 months  and  but  1 has  leaked  a little, 
and  he  was  dry  at  the  end  of  2 weeks. 

Cystoscopic  Technic. 

Through  the  cystoscope  the  application  of 
radium  seeds  is  made  in  a much  more  homeo- 
pathic fashion.  One  or  2 seeds  per  tumor 
suffice  and  I confess  to  a preference  for  2, 
only  because  the  stay  of  cystoscopically  ap- 
plied seeds  in  the  tissues  is  so  uncertain. 

Cystoscopic  irradiation  should  be  repeated 
at  intervals  of  from  2 to  6 weeks. 

Sacral  anesthesia  is  desirable  and  may  be 
employed  as  an  office  procedure  if  the  para- 
sacral punctures  are  omitted. 

Post-cystoscopic  radiograms  will  show  the 
spacing  of  the  seeds  to  be  very  inaccurate  and 
that  some  of  them  have  fallen  out.  This  radio- 
graphic  control  is  therefore  peculiarly  useful 
after  cystoscopic  radium  therapy. 

The  treatment  of  recurrences  is  the  same  as 
after  operative  radiation. 

Choice  of  Method. 

Dr.  Barringer  has  recently  argued  in  favor 
of  the  cystoscopic  route  for  the  application  of 
emanation  seeds.  My  experience  is  too  small 
to  permit  of  any  final  conclusions,  yet  I ven- 
ture to  disagree  with  him.  It  is  true,  I have 
once  risked  treating  by  cystoscope  a bladder 
so  full  of  papillary  carcinoma  that  even  under 
adequate  spinal  anesthesia  I could  not  make 
head  or  tail  of  it.  Yet  my  few  suprapubic 
cases  have  given  me  only  joy;  my  cystoscopic 
treatments  have  been  trying  and  in  detail  un- 
satisfactory because  of  seeds  badly  placed  and 
seeds  falling  out. 

The  control  of  bladder  tumors  will  be  suc- 
cessful in  direct  proportion  to  the  promptness 
with  which  treatment  is  applied.  We  are  deal- 
ing with  cancer.  In  case  of  doubt,  play  trumps 
— suprapubically. 

Clinical  Results. 

Since  November,  1925,  I have  employed 
this  treatment  on  13  cases.  The  patients  are 
all  alive,  have  suffered  little  more  than  the  in- 
convenience of  cystoscopy  or  suprapubic  sec- 
tion with  primary  suture.  Eight  were  cut  and 
think  themselves  well,  though  2,  at  least,  were 


insufficiently  radiated  to  control  the  tumors. 
Ultimate  results  will  be  reported  later. 

The  following  cases  illustrate  the  course  of 
treatment : 

Case  1 : Operation  successful.  Male,  aged 
44  — cytitis  over  a year.  On  October  27, 
1925,  after  cystoscopy  (which  showed  an 
extensive  papillary  outgrowth,  projecting 
very  little,  but  with  a base  estimated  at  3 by 
2 cm.  behind  the  right  ureter)  the  bladder  was 
opened  suprapubically  and  10  steel  tubes  (E 
didn't  have  the  platinum  tubes  then)  con- 
taining radium  element  were  implanted  inter- • 
the  tumor,  which  was  found  to  extend  right 
across  the  fundus,  back  of  the  trigone,  and 
about  2 cm.  up  the  wall  of  the  bladder,  a rough- 
ly triangular  area  about  4 by  4 cm.  in  base, 
and  elevation.  ■*Nse 

The  tubes  were  left  in  5 days.  They  were' 
taken  out  through  the  suprapubic  opening. 
(These  steel  tubes  had  to  be  removed  on 
strings.) 

Pathologic  report : papillary  carcinoma. 

The  convalescence  was  uneventful.  The 
man  said  the  most  distressing  thing  about  his 
operation  was  the  pain  of  having  to  lie  upon 
his  sacrum,  through  which  we  had  done  a 
sacral  anesthesia.  In  March,  1926,  cystoscopy 
was  negative. 

Case  2 : Operation  fails ; cystoscopic 

treatment  succeeds.  Male,  aged  54.  This  pa- 
tient had  the  same  steel  needles  put  in,  in 
September,  1925.  His  tumor  was  3 by  4 cm, 
base.  The  wound  healed  in  3 weeks. 

In  December,  3 months  later,  the  cystoscope 
showed  a small  growth  back  of  the  right  ure- 
ter. Three  metal  seeds  containing  a total  of 
10.9  m.  c.  were  inserted,  after  specimen  had 
been  taken — all  this  through  the  cystoscope. 
The  specimen  was  reported  papillary  carcin- 
oma. On  December  28,  x-ray  picture  showed 
the  seeds  still  present.  The  tumor  was  then 
burned  by  radiotherm,  with  the  high  fre- 
quency current ; it  was  burned  3 times  between 
December  20  and  February  2. 

On  March  31,  cystoscope  showed  a linear 
scar  about  2 cm.  long,  with  a central,  narrow 
slough  at  the  site  of  tumor,  and  on  June  7, 
the  bladfler  was  healed. 

Case  3 : Fulguration  plus  cystoscopic  ra- 
dium succeeds.  Male,  aged  70.  This  man  had 
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a lesion  about  3 by  5 cm.  in  diameter  in  the 
vault,  reported  by  the  pathologists  as  papillary 
carcinoma.  He  had  been  fulgurated  in  vain 
for  6 months,  having  had  9 treatments.  I 
burned  him  vigorously  with  radiotherm  3 times 
to  reduce  the  size  of  the  tumor,  and  then 
found  the  base  about  2 cm.  (an  inch)  square. 
Into  this  I planted  3 radium  seeds  of  3 m.  c. 
•each.  X-ray  examination  5 days  later  showed 
but  2 seeds  present;  1 of  them  had  fallen  out. 
Three  weeks  after  the  first  implantation  I 
^cystoscoped  and  implanted  2 more.  X-ray  ex- 
amination 5 days  later  showed  4 seeds  present, 
the  2 planted  originally  and  the  2 planted  later, 
and  a shrunken,  ulcerated  stump  of  tumor.  In 
February,  the  cystoscope  showed  only  a slough 
and  in  May  the  bladder  was  healed. 

Case  4 : Cystoscopic  treatment  succeeds. 
Male,  age  67.  Cystitis  for  2 years.  Hema- 
turia, 1 week.  I cystoscoped  this  patient  on 
January  9,  1926,  and  found  his  bladder  so 
filled  with  papillary  tumor  that  I could  not 
find  its  base.  The  bladder  was  badly  infected. 
The  patient  was  anemic  and  neurasthenic.  On 
January  9,  I gave  him  a spinal  anesthesia 
and  put  in  5 platinum  seeds  through  the 
cystoscope,  being  able  to  guess  only  that  there 
were  probably  2 tumors  and  that  they  were 
probably  on  the  right  side  of  the  bladder. 

.Phosphatic  infection  ensued : urination  every 
hour;  great  pain.  X-ray  picture  after  5 days 
disclosed  3 seeds  remaining  out  of  the  5 that 
had  been  put  in.  At  the  end  of  3 weeks,  pro- 
fuse hemorrhage  lasting  3 days.  One  of  my 
assistants  wanted  to  cut  him,  but  he  escaped 
with  catheterization.  From  then  on  he  grad- 
ually improved,  but  at  the  end  of  6 weeks 
was  still  passing  a little  phosphatic  grit,  un- 
der treatment  by  caprokol  and  mercurochrome. 
He  was  cystoscoped  again  and  found  to  have 
a rather  soft  tumor,  with  its  base  extending 
from  “7  to  11  o’clock”,  i.  e.,  one-third  of  the 
way  around  the  bladder  neck,  the  base  of 
another  tumor  that  had  been  burned  off  was 
seen  behind  the  right  ureter.  Three  gold  seeds 
were  inserted  into  the  bladder  neck  and  1 
into  the  tumor  behind  the  right  ureter.  That 
was  in  March,  and  in  April  cystoscopy  was 
negative ; and  again  on  June  7. 

Case  5 : The  obstinate  case.  The  patient  I 
am  now  going  to  report  upon  is  one  on  whom 


I did  a glass  seed  implantation  in  February, 
1924.  His  age  was  49  then.  He  had  had 
hematuria  for  2 years.  He  had  an  adenocar- 
cinoma extending  widely  up  one  side  of  his 
bladder.  I put  in  18  glass  seeds ; burned  him 
badly.  He  took  2 months  to  heal.  The  tumor 
was  only  partly  controlled.  I fulgurated  for 
two  years  and  then  began  to  implant  metal 
seeds  cystoscopically,  but  as  the  tumor  was  in 
the  vault,  which  is  very  movable,  and  as  the 
needles  are  very  flexible,  I could  not  get  the 
needles  properly  placed.  They  would  slip  along 
the  bladder  wall  and  if  I implanted  them  at 
all  they  would  not  be  near  the  tumor. 

Consequently,  I had  to  cut  him  again  on 
April  27.  I repaired  a small  ventral  hernia 
and  found  a raspberry  growth  as  big  as  the 
last  joint  of  my  ring  finger  in  the  vault  of  his 
bladder.  I clamped  and  tied  this  and  inserted 
a seed  into  the  base  of  it.  He  healed  up  per- 
fectly and  was  out  in  2 weeks. 

Then  on  May  25,  a month  later,  I cysto- 
scoped and  found  to  my  disgust  that  he  had 
3 small  new  tumors  that  I had  not  seen  at 
the  time  of  the  suprapubic  operation,  they  were 
so  very  small.  They  were  quite  a little  dis- 
tance from  the  one  that  I had  burned.  I 
stuck  platinum  seeds  into  those  and  on  June 
14,  those  were  all  gone,  but  one,  and  that  one 
I fulgurated  well  and  I am  quite  confident 
that  the  next  time  his  tumor  will  have  dis- 
appeared. 


CATHETERIZATION. 


G.  T.  Spencer,  A.B.,  M.D., 
Elizabeth,  N.  J. 

Volumes  have  been  written  on  the  passage 
of  instruments  through  the  pathologic  urethra, 
but  very  scant  consideration  has  been  accorded 
to  so-called  ‘ordinary  catheterization’,  as  in 
postoperative  retention,  et  cetera.  Perhaps 
the  introduction  of  a soft  rubber  catheter 
through  the  average  male  urethra  into  the 
bladder  seems  so  trifling  a matter  as  hardly 
to  be  worth  discussion,  yet  patients  are  fre- 
quently subjected  to  acute  and  unnecessary 
agony,  and  physicians  to  acute  and  well-de- 
served embarrassment,  during  the  performance 
of  this  supposedly  simple  manipulation. 
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Authors  carefully  emphasize  the  narrower 
portions  of  the  male  urethra,  yet  these  regions, 
per  se,  offer  little  or  no  obstruction  to  any 
catheter  which  will  enter  the  meatus  urinarius 
— except,  rarely,  a lacuna  or  the  valve  of 
Guerin,  which  is  easily  avoided  by  making 
the  catheter  hug  the  urethral  floor  for  the  first 
inch  of  its  insertion.  It  is  the  enlarged  proxi- 
mal part  of  the  corpus  spongiosum  which  tests 
the  ability  of  the  operator.  If  he  is  unskillful, 
here  at  the  bulbo-membranous  junction  is  the 
progress  of  the  catheter  most  often  arrested. 
Of  course,  the  patient  or  an  assistant  may  aid 
by  guiding  with  a finger  the  catheter  upward 
behind  the  symphysis,  but  this  is  a variable 
factor,  and  more  often  than  not  the  catheter 
tip  is  buried  in  a cul-de-sac  of  its  own  making 
in  the  loose  and  movable  floor  of  the  urethral 
bulb. 

The  secret  of  successful  catheter  insertion 
lies  in  preventing  the  lateral  yielding  of  the 
urethral  bulb  by  stretching  the  penis  in  a curve 
over  and  above  the  symphysis,  so  that  the  taut 
walls  will  direct  the  catheter  directly  to  the  adi- 
tus  of  the  membranous  portion.  This  accom- 
plished, the  cut-off  muscle  may  be  overcome  by 
steady  gentle  pressure,  or  relaxed  by  voluntary 
effort  at  urination,  and  the  catheter  will  glide 
through  the  pars  membranacea,  and  pars 
prostatica  into  the  bladder  so  smoothly  and 
easily  that  the  patient  is  not  aware  that  the 
operation  is  completed  until  he  hears  his  urine 
dripping  into  the  catch  basin. 


THE  RADIATION  TREATMENT  OF 
NONMALIGNANT  CONDITIONS. 


George  S.  Reitter,  M.D., 

East  Orange,  N.  J. 

(Read  before  the  Orange  Mountain  Medical  So- 
ciety, May  21,  1926.) 

The  rapid  advances  made  during  the  last 
15  years  in  the  treatment  of  diseases  with  both 
radium  and  x-ray  irradiation  have  given  this 
branch  of  medicine  quite  a definite  place  in 
therapeutics.  The  enthusiastic  “cure-all” 
stage  has  been  definitely  passed.  A great  deal 
of  experimental  and  clinical  research  has  been 
done,  on  which  is  established  a definite  basis 
or  ground  work  for  rational  therapy.  This 


is  so  well  recognized  that  the  leading  radiologic 
societies  throughout  this  country  and  Europe 
have  exerted  marked  influence  toward  the 
establishment  of  courses  for  training  in  radi- 
ology. In  England,  no  one  can  now  begin  to 
practice  radiology  without  having  had  such  a 
course,  or  its  equivalent  in  experience. 

The  field  of  radiation  therapy  naturally  di- 
vides itself  into  2 large  groups ; namely,  mal- 
ignant and  nonmalignant  diseases.  There  is  so 
much  discussion  about  the  question  of  malig- 
nancy at  the  present  time  that  I thought  a brief 
presentation  of  the  nonmalignant  conditions 
would  perhaps  be  a welcome  relief.  It  would 
also  give  us  a clearer  idea  just  what  these  dis- 
eases are,  for  I am  considering  only  those  con- 
ditions that  have  been  tried  and  accepted  as  be- 
ing suitable  for  treatment.  ? 

For  the  sake  of  clearness,  I will  group  theirr 
as  follows:  (1)  Diseases  of  the  skin;  (2) 

Diseases  of  eye,  ear,  nose  and  throat;  (3)' 
Toxic  goiter,  Graves’  disease;  (4)  Enlarged! 
thymus  and  enlarged  bronchial  and  peribron- 
chial glands  in  children;  (5)  Asthma;  (6) 
Lymphadenitis;  (7)  Leukemia;  (8)  Hodg- 
kin’s disease;  (9)  Uterine  hemorrhage  of 
benign  origin. 

Diseases  of  the  Skin, 

Tinea  capitis,  ring  worm,  is  best  treated 
by  x-rays.  Cure  is  effected  indirectly  by 
causing  the  hair  to  fall  out  completely,  and: 
with  it  the  ring  worm  (Trichophyton  fungus)’ 
is  mechanically  removed.  The  resulting  com- 
plete baldness  lasts  for  2 or  3 months,  when 
new  hair  usually  comes  in.  From  this,  it 
might  be  expected  that  superfluous  hair  can 
be  removed  by  radiation ; it  can,  but  permanent 
removal  is  more  safely  done  by  electrolyis. 

Nevi  include  birth-marks  of  all  varities. 
Generally  speaking  the  vascular  nevi  respond 
best  to  irradiation.  This  includes  the  flat  port 
wine  or  strawberry  marks  and  the  cavernous 
angiomas  of  any  size.  If  the  angioma  is  a. 
fibro-angiojna,  it  is  better  to  remove  it  surgi- 
cally and  follow  that  by  postoperative  radia- 
tion. The  commonest  variety  of  nevi  are  the 
large  fleshy  forms  with  or  without  hair.  They 
are  best  removed  surgically  but  the  flat  pig- 
mented variety  should  be  treated  by  radiation: 
on  account  of  the  danger  of  malignant  degen- 
eration. Those  most  apt  to  develop  into  a 
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malignant  melanoma  are  flat,  smooth,  deep- 
black  marks  without  hair. 

Warts  of  all  varieties  are  best  treated  by 
radiation.  Many  times  they  will  disappear 
under  other  forms  of  treatment,  but  are  then 
apt  to  recur.  The  varieties  met  with  are  the 
common  wart,  or  verrucca  vulgaris,  occurring 
most  frequently  on  the  hands;  the  flat  warts 
or  verrucca  plana  found  usually  on  the  face ; 
plantar  warts  on  the  soles  of  the  feet ; and  the 
senile  or  seborrheic  warts,  due  to  the  change 
of  advancing  years.  These  occur  anywhere, 
though  most  often  on  the  face  and  back.  1 hey 
are  usually  flat  and  frequently  multiple. 

Leukoplakia  is  a series  of  warty  white 
growths  on  the  mucous  membranes,  particu- 
larly in  the  mouth.  These  may  be  smooth 
white  particles  or  become  elevated  to  warty 
excrescences  and  be  very  difficult  to  dis- 
tinguish from  carcinoma.  Ridding  the  mouth 
of  irritation,  followed  by  radium  treatments 
will  clear  up  these  often  border-line  lesions. 

Keratoses  are  of  particular  interest  because 
they  have  a definite  tendency  to  undergo 
malignant  degeneration.  They  usually  occur 
in  late  adult  life  and  are  most  commonly  found 
on  the  face  and  hands.  They  vary  from  a 
slight  superficial  scaliness  to  a thick  horny 
covering  over  a pulpy  base.  All  of  these  are 
best  treated  by  irradiation,  and  of  course  re- 
moving the  sources  of  irritation. 

Keloids,  soft  corns,  pruritus,  acne,  chronic 
eczema,  psoriasis,  dermatitis  papillaris  and  the 
lichens  have  all  proven  to  lie  best  treated  Ir- 
radiation. Tuberculosis  of  the  skin  occasion- 
ally  responds  to  radiation.  I believe  other 
measures  should  he  tried  first;  if  they  fail, 
then  resort  to  radiation. 

Diseases  of  the  Eye,  Ear,  Nose  and 
T HROAT. 

Vernal  conjunctivitis,  trachoma  and  cataract 
have  been  reported  by  many  observers  to  be 
completely  relieved  by  radium  treatments.  Oc- 
casionally I have  had  very  rebellious  cases 
of  vernal  conjunctivitis  respond  to  radiation 
after  all  other  measures  had  failed.  1 believe 
it  should  he  reserved  only  for  these  difficult 
cases. 

Radiation  of  the  immature  cataract  is  said 
to  be  the  method  of  choice  by  some  observers. 


As  high  as  87.5%  of  the  cases  are  claimed 
to  lie  very  definitely  improved.  Two  and  one- 
half  years  ago,  I treated  a large  series  of 
these  cataract  cases  at  the  Newark  Eye  and 
Ear  Infirmary,  and  had  them  carefully  checked 
by  the  men  in  the  Eye  Department.  We  found 
improvement  in  but  2 cases,  and  I could  not 
conscientiously  give  the  radium  the  credit  for 
even  these.  So  I do  not  advocate  its  use  in 
this  condition. 

Papillomas  and  small  warts  on  the  margin 
of  the  eye-lids  completely  disappear  after  ra- 
diation treatment,  and  leave  no  scar. 

With  papillomas  and  granulomas  in  the  ex- 
ternal auditory  canal  that  do  not  respond 
readily  to  the  ordinary  methods  of  treatment, 
radiation  is  of  definite  value.  Tinnitus  aurium 
and  “chronic  deafness”  show  but  little  improve- 
ment from  it. 

In  chronic  ethmoiditis  with  recurrent  nasal 
polyps,  I have  had  excellent  results  with  ra- 
dium. The  polyps  should  he  thoroughly  re- 
moved surgically,  and  the  patient  sent  within 
1 or  2 days  for  radiation  treatment  to  prevent 
recurrence.  In  a number  of  cases  that  had 
been  subjected  to  10  to  15  operations  for 
polyps,  there  have  been  no  recurrences  fol- 
lowing radiation  nearly  3 years  ago. 

A great  many  men  are  treating  tonsils  with 
both  radium  and  x-rays  and  claiming  excellent 
results.  I also  ran  a large  series  of  these 
cases  at  the  Newark  Eye  and  Ear  Infirmary. 
The  tonsils  in  which  there  was  an  especially 
large  amount  of  lymphoid  tissue  shrunk  beau- 
tifully, the  crypts  opened  up  and  they  looked 
fine.  About  80%  of  them,  however,  developed 
a fresh  tonsilitis  when  conditions  were  right. 
So  it  is  my  opinion  that  radiation  should  be 
used  only  in  those  cases  that  cannot  or  will 
not  have  a tonsillectomy  performed. 

Exophthalmic  or  Toxic  Goiter. 

Irradiation  by  either  x-rays  or  radium  has 
but  little  influence  upon  simple  parenchymatous 
goiter,  the  vascular  type  of  enlarged  thyroid  or 
the  cystic  type.  It  therefore  should  never  be 
used  in  these  classes  of  cases.  \\  believer  they 
need  treatment,  it  is  usually  surgical. 

There  is  marked  benefit,  however,  from 
radiation,  in  the  toxic  or  exophthalmic  goiter, 
and  it  should  always  be  considered  in  the 
management  of  this  disease.  In  cases  that 
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respond  favorably  to  this  treatment,  improve- 
ment in  all  of  the  toxic  symptoms  may  be 
noted  in  3 to  6 weeks  and  may  extend  over 
several  months.  In  some  cases,  improvement 
is  very  much  quicker.  Tachycardia,  tumor 
and  exophthalmos  are  diminished.  The  high 
blood  pressure  diminishes  and  after  6 or  12 
months  may  even  be  normal.  The  basal  meta- 
bolism test  must  be  made  on  every  case  be- 
fore treatment  and  periodically  after  treatment. 
It  is  the  only  method  of  definitely  checking 
the  progress.  A definite  drop  in  the  basal 
rate  is  always  noted  and  subsequent  treat- 
ments are  regulated  by  these  tests.  Rest  and 
other  symptomatic  treatment  should  be  in- 
stituted. About  70%  of  those  treated  can  be 
expected  to  be  cured.  There  is  no  mortality 
and  no  harm  done  to  the  patient.  At  the 
annual  meeting  of  the  Radiological  Society  of 
North  America,  held  in  Detroit,  last  Decem- 
ber, a symposium  on  goiter  was  read.  Crile 
and  Lahey  presented  the  surgical  side ; Hamil- 
ton, the  diagnosis;  and  Jenkison  and  Dunham 
the  radiation  treatment.  Many  important 
points  in  the  management  of  these  cases  were 
brought  out.  The  most  important  was  that  of 
diagnosis.  Perhaps  the  next  was  that  irradia- 
tion cured  as  many  as  did  surgery,  and  with  a 
good  deal  less  trouble,  i.  e.,  about  70%,  and  no 
mortality.  All  agreed  that  Crile’s  mortality 
of  1%  was  not  duplicated  throughout  the  coun- 
try by  the  average  surgeon,  the  latter’s  mor- 
tality being  between  5 and  10%.  In  conclud- 
ing, Crile  stated  that  the  real  problem  now  was 
to  properly  select  cases  for  operation  and  those 
for  radiation  treatment,  and  that  in  the  near 
future  this  would  be  possible,  but  only  after 
careful  follow-up  study  by  both  surgeons  and 
radiologists. 

Enlarged  Thymus. 

In  early  infancy,  sudden  death  may  occur 
from  an  enlarged  thymus.  Clinically,  the  out- 
standing symptoms,  or  syndrome,  usually  fol- 
low a slight  accident,  minor  operation  or  an 
acute  disease.  Without  previous  warning,  there 
are  attacks  of  convulsions,  or  paroxysms  of 
dyspnea,  cyanosis  or  even  asphyxia.  The  con- 
vulsions recur  at  short  intervals  and  the  tem- 
perature remains  high.  Death  may  follow  in 
12  to  36  hours.  In  the  less  severe  types,  re- 
covery is  the  rule,  but  they  retain  the  habitual 


attacks  of  coughing,  choking,  dyspnea  and 
cyanosis. 

The  diagnosis  of  enlarged  thymus  is  often 
very  difficult.  It  may  occur  at  any  time  up 
to  3 or  4 years  of  age,  and  also  occurs  occa- 
sionally in  adults.  Roentgenologically,  the  en- 
larged mediastinal  shadow  must  be  differ- 
entiated from  a new  growth,  syphilis,  collec- 
tion of  fluid,  enlargement  of  the  great  vessels 
and  from  enlarged  glands.  There  are  at  times 
clinical  signs  of  obstruction  which  show  no 
evidence  of  enlarged  thymus  on  the  x-ray 
film,  so  it  is  of  the  utmost  importance  to 
secure  the  complete  clinical  data  in  each  case. 
The  thymus  is  very  sensitive  to  radiation  and 
the  results  of  treatments  are  often  striking. 
The  coughing  and  spasms  disappear  after  1 or 
2 treatments. 

Enlarged  peribronchial  lymph  nodes  often, 
appear  in  the  hilus  of  the  lung,  on  chest  films, 
following  influenza,  bronchitis  and  particularly 
pertussis  in  children.  Clinically,  one  notes  a. 
persistent  cough  that  does  not  clear  up.  Ra- 
diation treatment  in  these  cases  also  produces; 
remarkable  results.  Doctor  Von  Hofe  and  I 
have  treated  a series  of  these  cases  and  in. 
every  one,  the  cough  has  disappeared.  Subse- 
quent films  will  be  made  to  check  up  the  results, 
and  a further  report  submitted. 

Bronchial  asthma  was  first  treated  by  x-rays 
in  1906,  by  Schilling.  He  was  making  a 
fluoroscopic  examination  of  the  chest  of  a pa- 
tient who  had  severe  paroxysms  for  over  20 
years.  A few  days  later,  when  the  patient 
returned  for  further  examination,  he  volun- 
teered the  information  that  after  his  first 
examination  he  had  not  coughed  in  24  hours, 
which  was  the  first  time  there  had  been  such 
an  interval  in  3 years.  This  observation  was 
followed  up  by  actual  treatment  of  other  cases, 
and  a good  deal  of  comfort  has  been  secured 
for  these  patients.  The  beneficial  efifects  of 
these  rays  are  due  to  action  upon  the  ciliated 
epithelium  in  the  walls  of  the  bronchi,  and 
the  goblet  cells  which  secrete  the  mucus.  The 
enlarged  peribronchial  and  tracheo-bronchiaE 
lymph  glands  also  disappear,  thus  removing 
sources  of  irritation  of  the  fibers  of  the  vagus, 
system.  There  is  a large  group  of  patients 
who  are  not  benefited  or  relieved  by  the  pro- 
tein sensitization  methods,  vaccine  treatments 
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following  the  removal  of  infected  foci,  such 
as  the  tonsils,  nasal  polyps,  spurs  or  hyper- 
trophied turbinates  in  the  upper  respiratory 
tract.  These  are  the  cases  which  should  be 
treated  by  x-rays. 

Tuberculous  Glands. 

Tuberculous  glands  usually  clear  up  under 
this  form  of  treatment.  If  they  are  abscessed, 
the  pus  should,  of  course,  be  evacuated  before 
radiation  is  begun.  If  they  are  hard,  x-ray 
films  should  be  made  first  to  ascertain  if  they 
are  fibrosed  or  have  undergone  calcification. 
Should  such  be  the  case,  of  course  treatment  is 
not  necessary. 

Leukemia. 

In  both  the  lymphatic  and  splenomyelogen- 
ous  leukemia,  irradiation  can  safely  be  used 
as  a palliative  measure.  The  enormous  spleen 
and  enlarged  glands  usually  entirely  disappear 
and  definite  improvement  in  the  blood  picture 
takes  place.  In  the  lymphatic  type,  the  red 
corpuscles  and  hemoglobin  are  definitely  in- 
creased, while  the  white  corpuscles  are  re- 
duced to  normal.  These  remissions  are  brought 
about  with  least  discomfort  to  the  patient,  and 
from  the  economic  standpoint  are  of  great  im- 
portance to  the  wage  earner,  as  the  majority 
do  not  have  to  be  hospitalized. 

Hodgkin’s  Disease. 

In  Hodgkin’s  Disease,  definite  remissions 
are  usually  obtained  though  cure  is  not  ex- 
pected. I know  of  2 cases  that  have  been 
carried  along  now  for  8 years  by  x-ray  ra- 
diation; the  average  is  from  4 to  6 years.  The 
patients  are  comfortable  and  able  to  work. 
Such  palliative  treatment  with  so  little  incon- 
venience to  the  patient  must  be  considered  in 
these  cases,  particularly  as  there  is  no  other 
form  of  therapy  that  gives  as  good  results. 

Uterine  Hemorrhage  of  Benign  Origin. 

Perhaps  in  no  other  field  of  radiation  therapy 
do  we  get  such  brilliant  results  as  in  the  treat- 
ment of  benign  uterine  hemorrhage.  In  98% 
of  the  cases,  hemorrhage  is  stopped.  If  a 
fibroid  is  present  it  disappears  in  80%  of  the 
cases.  There  is  no  mortality,  as  compared 
to  1 to  2%  for  hysterectomy.  There  is  no 
prolonged  period  of  convalescence  following 
3 or  4 weeks  of  hospitalization.  At  most, 
these  patients  are  in  the  hospital  but  5 days  and 


are  able  to  get  around  very  soon  after  they  are 
home. 

The  effects  of  irradiation  on  a benign  hem- 
orrhagic uterus  have  been  quite  well  establish- 
ed and  are  as  follows : 

(1)  There  is  an  exfoliation  of  the  hyper- 
trophied and  congested  mucous  membranes 
which  is  afterwards  replaced  by  healthy  cells. 

(2)  Perivascular  fibrosis  and  a prolifera- 
tion of  the  endothelial  cells  of  the  enlarged 
uterine  blood-vessels  are  set  up,  which  pro- 
gress to  a condition  of  endarteritis  obliterans. 

(3)  Ripe  graafian  follicles  are  destroyed, 
which  destruction  produces  a cessation  of 
uterine  bleeding.  Small  doses  apparently  regu- 
late abnormal  periods,  while  large  doses  cause 
complete  cessation  of  the  menstrual  cycle  and- 
produce  artificial  menopause. 

For  the  sake  of  clearness,  we  will  consider 
first  those  causes  of  metrorrhagia  and  menor- 
rhagia not  associated  with  fibroids,  and  second- 
ly fibromyomas. 

In  the  first  group  are  included  the  function- 
al menorrhagias  of  adolescent  girls  and  young 
women,  (2)  the  aggravated  and  intractable 
dysmenorrhea  cases,  and  (3)  chronic  metritis. 
In  all  of  these  cases  all  other  coincident  or 
contributing  pathology  must  be  excluded,  such 
as  appendicitis,  cystic  ovaries,  etc.  In  the 
functional  menorrhagias  of  adolescent  girls 
and  young  women  up  to  20  years  of  age,  the 
menstruation  amounts  to  almost  a persistent 
metrorrhagia.  Small  doses  will  regulate  the 
flow  and  not  disturb  the  menstrual  period. 
Aggravated  and  intractable  dysmenorrhea  is 
usually  found  in  the  neurotic  type  of  women 
who  are  reluctantly  yielding  to  old  age.  Their 
general  health  is  impaired,  they  have  but  10 
comfortable  days  in  each  month  and  they  have 
to  struggle  constantly  to  keep  up  during  the 
pre  and  postmenstrual  storm.  Radiation  is 
the  method  of  choice  for  these  cases. 

In  the  chronic  metritis  group  falls  the  • 
greatest  number  of  cases,  including  polypoid 
conditions,  hypertrophic  or  hyperplastic  en- 
dometritis or  the  result  of  myopathic  or  vas- 
cular changes.  These  patients  run  in  age  from 
36  to  56  years  and  are  in  the  climacteric  period. 
Bleeding  is  often  persistent  in  spite  of  repeat- 
ed curetting,  and  the  only  recourse  is  a hys- 
terectomy. Radiation  is  by  far  superior;  it 
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gives  quick  relief  and  does  not  incapacitate 
the  patient. 

Uterine  Fibroids. 

Many  men  do  not  operate  on  a case  of 
uterine  fibroid,  if  it  is  suitable  for  radiation, 
because  such  a large  percentage  of  them  are 
cured  and  bleeding,  if  present,  is  stopped.  In 
properly  selected  cases,  success  is  assured.  A 
thorough  study  of  each  case  is  therefore 
necessary  to  determine  the  best  method  of 
treatment,  and  the  following  contraindications 
must  be  excluded. 

(1)  In  young  women  from  20  to  35  years 
old,  with  fibroids  where  preservation  of  the 
sexual  life  and  maternal  possibilities  are  para- 
mount, myomectomy  or  subtotal  hysterectomy 
with  preservation  of  the'  ovaries  should  be 
done.  If  recurrence  follows  myomectomy,  ra- 
diation may  safely  be  done. 

(2)  Tumors  larger  than  a 4 months’  preg- 
nancy with  marked  pressure  symptoms  are 
usually  best  treated  surgically,  though  I have 
had  3 poor  surgical  risks  with  fibroids  up  to  the 
umbilicus  that  had  to  be  rayed.  In  all  of  them, 
the  tumor  shrunk  down  to  just  the  level  of  the 
symphysis,  and  all  symptoms  disappeared. 

(3)  Fibroids  undergoing  degeneration  or 
calcification,  as  well  as  the  cervical  submucous 
or  pedunculated  ones  should  be  operated.  X- 
ray  films  will  indicate  any  calcification  present. 

(4)  The  presence  of  acute  or  quiescent  in- 
flammatory conditions  in  the  pelvis  or  abdo- 
men, such  as  tubes  or  appendix,  as  well  as 
enlarged  cystic  ovaries,  are  distinct  contraindi- 
cations. These  conditions  should  have  proper 
surgical  attention. 

I insist  that  every  case  of  benign  uterine 
hemorrhage  should,  as  a routine,  be  curetted 
prior  to  treatment  in  order  to  rule  out  possible 
malignancy.  During  the  past  2 years  I have 
found  unexpected  malignancy  in  the  fundus, 
by  this  procedure,  in  2 cases,  and  proper  treat- 
ment was  instituted.  During  the  last  3 years 
I have  had  38  cases  of  menorrhagia  without 
fibroids  and  59  cases  of  uterine  fibroids  that 
have  been  treated  with  radium.  There  were 
3 failures  in  the  menorrhagias.  In  1 case, 
at  subsequent  operation,  a large  ovary  was  re- 
moved with  the  uterus.  The  second  case  I 
called  a failure  was  a neurotic  individual  who 
was  operated  on  in  New  York  shortly  after 


her  treatment.  Her  bleeding  had  ceased  and 
she  was  doing  nicely.  Nevertheless  a hys- 
terectomy was  done.  The  third  did  not  com- 
plete her  treatments.  There  was  1 failure  in 
the  fibroid  group.  At  operation,  small  multi- 
ple fibroids  were  found  scattered  throughout 
the  body  of  the.  uterus  and  3 were  peduncu- 
lated. 

My  experience  has  been  practically  all  with 
radium,  but  during  the  past  year  we  have 
treated  a number  of  cases  with  x-rays.  They 
seem  to  be  just  as  promising  in  their  outcome 
as  those  treated  by  radium. 

There  are  many  lesions  that  might  be  in- 
cluded in  this  brief  resume,  but  the  above 
mentioned  ones  are  those  most  commonly 
treated. 


ACUTE  TRAUMATIC  ABDOMEN. 


S.  J.  Soschin,  M.D., 

Newark,  N.  J. 

(Read  at  a meeting  of  the  Newark  Beth  Israel 
Hospital  Society.) 

In  view  of  the  increasing  number  of  vehi- 
cular accidents  associated  with  abdominal  in- 
jury, I have  selected  several  cases  from  our 
service  to  bring  out  some  salient  points  in  the 
so-called  acute  traumatic  abdomen.  Any  sur- 
geon whose  experience  of  hospital  work  brings 
him  in  contact  with  such  cases  realizes  the  great 
difficulty  that  almost  always  exists  in  discrimi- 
nating in  the  early  stages  between  those  cases 
of  abdominal  injury  which  are  trivial  and  those 
in  which  a grave  lesion  of  some  viscus  exists. 

The  most  common  cause  for  these  accidents 
is  the  vehicle,  especially  the  automobile.  Next 
in  order  of  frequency  are  falls,  blows  and 
penetrating  wounds.  The  organs  or  viscera  in- 
volved in  order  of  frequency  are  intestine, 
chiefly  small  bowel,  stomach,  kidney,  liver, 
spleen,  bladder  and  pancreas. 

The  importance  of  an  early  diagnosis  of 
rupture  of  the  intestine  cannot  be  exaggerated 
and  delay  of  an  hour  in  any  case  may  mean 
that  the  patient’s  chances  for  recovery  are  les- 
sened. Permit  me  to  quote  the  following  typi- 
cal case.  A man  about  60  was  admitted  with  a 
history  of  a fall  on  the  street.  There  was 
moderate  shock,  with  pain  in  the  lower  ab- 
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domen.  The  pain  became  progressively  worse 
and  he  began  to  vomit  blood.  Upon  admis- 
sion to  the  hospital  he  showed  the  typical  pic- 
ture of  general  peritonitis.  Operation  reveal- 
ed a ruptured  ileum  with  a diffuse  peritonitis. 
1116  patient  succumbed  in  24  hours.  In  lacer- 
ations due  to  a blow,  the  common  site  involved 
is  the  ileum.  The  patient  when  first  seen  is 
usually  in  shock.  This  is  nothing  characteristic, 
since  a severe  blow  in  the  abdomen  without 
intraperitoneal  injury  will  give  the  same  pic- 
ture. The  pulse  at  first  is  small  and  thready. 
Later  it  increases  in  frequency  and  volume. 
'There  is  an  increase  in  respiration.  As  the 
shock  passes  away,  vomiting  occurs,  which  be- 
'conies  persistent.  Owing  to  the  injury  done 
to  the  anterior  abdominal  wall,  the  skin  may 
Tie  sensitive  to  pressure  and  the  muscles  may 
be  rigid.  In  cases  of  rupture  of  the  intestine, 
the  rigidity  is  board-like,  as  in  a perforated 
ulcer.  Rupture  of  a kidney,  bladder  or  liver 
gives  localized  tenderness  and  rigidity,  but  in 
rupture  of  the  bowel  the  unalterable  rigidity 
is  universal.  Later  the  symptoms  of  a general 
peritonitis  supervene.  To  sum  up  this  im- 
portant phase,  one  may  say  that  when  a pa- 
tient has  sustained  an  injury  that  is  likely  to 
produce  a serious  lesion,  if  the  abdomen  soon 
becomes  tender  and  rigid,  if  the  rigidity  grad- 
ually increases,  with  rise  in  pulse,  vomiting, 
and  dullness  in  the  flanks,  then  an  exploratory 
operation  is  not  only  justifiable  but  impera- 
tive. The  reckless  opening  of  an  abdomen  in 
.all  cases  of  abdominal  injury  is  not  to  be 
‘Condoned.  During  the  early  stage  of  shock, 
when  the  human  economy  is  at  its  lowest  ebb, 
a laparotomy  adds  insult  to  injury.  On  the 
other  hand,  it  is  a less  serious  offence  than 
the  neglect  to  open  an  abdomen  when  there 
are  presumptive  signs  of  intestinal  rupture. 

Trauma  of  the  stomach  is  usually  due  to 
penetrating  wounds.  The  stomach  may  be 
wounded  alone  or  one  or  more  other  organs 
may  be  involved  at  the  same  time.  Any  part 
of  the  stomach  may  be  involved  but  usually 
it  is  found  ‘to  be  the  anterior  wall  or  a com- 
plete penetrating  wound  of  both  anterior  and 
posterior  walls.  Bullet  wounds  sometimes 
cause  tangential  wounds  of  the  anterior  wall. 
Wounds  of  the  stomach  are  often  accompanied 
by  severe  hemorrhage,  which  may  be  both  into 


the  organ  and  peritoneal  cavity.  Shock  may 
be  mild,  moderate  or  severe,  depending  upon 
the  amount  of  blood  lost.  There  may  be  an 
escape  of  gas  through  the  abdominal  wound. 
Vomiting  of  bloody  gastric  contents  is  a very 
constant  feature.  Later,  the  symptoms  and 
signs  of  peritonitis  appear.  I will  give  you  a 
brief  summary  of  a typical  case  admitted  on 
our  service.  The  patient  was  an  adult  male 
about  45  who  was  admitted  with  a history  of 
gunshot  wound  in  the  abdomen.  The  point  of 
entrance  was  just  below  the  costal  margin  and 
slightly  to  left  of  the  midline.  The  patient 
felt  quite  comfortable  but  later  began  to  ex- 
perience pain  in  the  upper  abdomen  and  vom- 
ited blood  several  times.  His  pulse  gradually 
increased.  Operation  performed  about  8 hours 
after  injury  revealed  a tangential  wound  of 
the  anterior  wall  of  the  stomach  with  a lacera- 
tion of  the  left  lobe  of  the  liver.  Further 
course  of  the  bullet  could  not  be  determined. 
The  anterior  wall  was  sutured  and  the  abdo- 
men drained.  Three  days  later  the  patient 
succumbed  from  a general  peritonitis.  Ne- 
cropsy revealed  a laceration  of  the  posterior 
stomach  wall,  lacerated  diaphragm,  lacerated 
left  lung,  lower  lobe,  with  the  bullet  lying  free 
in  the  pleural  cavity.  The  point  to  be  em- 
phasized, as  brought  out  by  the  autopsy  find- 
ings in  our  own  case,  is  a careful  inspection 
of  the  posterior  wall  either  by  incising  the 
gastrocolic  or  gastrohepatic  omentum.  More 
than  1 case  has  come  to  autopsy  with  a leaking 
hole  on  the  posterior  wall. 

Kidney  damage  may  take  the  form  of  con- 
tusion, laceration  or  rupture.  Contusion  of 
the  kidneys  is  probably  a very  common  injury 
in  any  abdominal  trauma,  since  we  not  in- 
frequently find  microscopic  blood  in  the  urine 
where  no  other  lesion  exists.  Traumatic  rup- 
ture and  laceration  is  not  rare,  though  its  con- 
sideration in  our  text  books  would  indicate 
that  it  is  very  uncommon.  One  is  amazed,  af- 
ter a careful  review  of  the  literature,  at  the 
frequency  of  kidney  ruptures  that  follow  ap- 
parently inadequate  force,  the  degree  of  dam- 
age being  out  of  proportion  to  the  amount  of 
injury.  For  instance,  who  would  suspect  that 
a man  would  rupture  his  wife’s  kidney  while 
dancing  with  her,  or  a boxer  rupture  his  kid- 
ney while  delivering  a blow  to  his  opponent? 
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In  our  case,  of  which  I will  give  you  a brief 
summary,  the  injury  was  trivial.  This  was  a 
boy,  6 years  of  age,  who  was  pushed  against 
the  corner  of  a school  desk,  striking  his  right 
loin.  He  was  dazed  for  a moment,  felt  a sharp 
pain  in  the  right  loin  and  vomited  several 
times.  For  2 days  following  the  injury  he 
passed  gross  blood  in  the  urine.  He  felt  sick, 
complained  of  pain  in  the  right  loin  and  again 
vomited  on  several  occasions.  He  ran  a low 
grade  fever.  Physical  examination  showed 
a doughy  mass  in  the  right  loin.  At  operation 
there  was  a large  perirenal  hematoma  with 
extensive  laceration  of  the  kidney  cortex  and 
pelvis,,  the  ureter  being  torn  from  the  pelvis. 
Nephrectomy  was  performed  and  the  child 
made  an  uneventful  recovery.  The  symptoms 
usually  show  a regulation  train  of  events : a 
fall,  felt  sick,  vomited,  hematuria,  dysuria,  pain 
in  the  loin  and  upper  abdominal  quadrant,  and 
shock.  Sometimes,  if  the  ureter  and  pelvis 
are  torn  off,  the  bleeding  is  into  the  peritoneal 
cavity  and  no  blood  is  found  in  the  urine. 
Frequently  much  perirenal  bleeding  occurs  and 
a mass  can  be  felt,  and  sometimes  seen,  in  the 
loin.  Shock  that  comes  on  after  several  hours 
is  due  to  hemorrhage,  whereas  if  it  occurs 
immediately  it  is  not  due  to  kidney  injury  but 
to  injury  to  the  solar  plexus.  Reflex  anuria 
of  the  uninjured  kidney  is  not  unusual  and  has 
even  caused  death. 

The  treatment  of  ruptured  kidney  has  not 
yet  been  standardized  and  unfortunately  some 
surgeons  handle  these  organs  as  ovaries  were 
handled  a generation  ago.  The  common  pro- 
cedures are  expectant  treatment,  conservative 
treatment  and  nephrectomy.  Cases  are  treat- 
ed expectantly  for  injuries  where  constitutional 
symptoms  are  absent  and  hematuria  alone 
directs  attention  to  the  probability  of  a kidney 
lesicn.  A renal  injury  of  moderate  degree 
tends  to  recover  spontaneously  but  expectant 
treatment  with  rest  in  bed  and  an  ice  cap  over 
the  loin  for  at  least  48  hours  should  be  in- 
sisted upon  until  the  dangers  from  possible 
complications  are  over.  A case  recently  treat- 
ed on  our  service  illustrates  this  point  very 
well.  This  was  a young  girl,  about  8 years  of 
age,  who  had  been  struck  by  an  automobile. 
She  was  conscious  on  admission  but  appeared 
in  extreme  shock,  with  a picture  of  exsanguin- 


ation.  There  was  a fracture  of  the  right 
clavicle  and  several  ribs  in  the  right  posterior 
axillary  line.  There  was  board-like  rigidity 
in  the  right  upper  abdomen  with  marked  ten- 
derness extending  into  the  loin.  A catheter- 
ized  specimen  of  urine  showed  considerable 
blood.  After  careful  observation  it  was  con- 
cluded that  the  child  had  a traumatic  lesion 
of  the  right  kidney  but  in  view  of  the  chest 
injury  and  the  poor  general  condition  of  the 
child,  operation  was  held  in  abeyance.  The 
following  day  she  showed  considerable  im- 
provement and  continued  to  do  so,  the  urine 
clearing  up  in  several  days.  She  was  dis- 
charged in  about  3 weeks.  I saw  her  recently 
in  our  return  clinic  and  she  is  feeling  very  well. 
It  is  generally  agreed  that  if  the  renal  sub- 
stance alone  is  only  moderately  injured,  the 
pedicle  being  intact,  conservative  surgery  is 
indicated.  It  is  criminal  to  routinely  do 
nephrectomy.  The  recognized  indications  for 
nephrectomy  are:  (1)  Tearing  of  renal 

pedicle.  (2)  Crushing  of  kidney  substance. 
(3)  Inability  to  raise  pelvis  for  suturing.  (4) 
Extensive  tears  of  pelvis  and  ureter.  (5) 
Diseased  conditions  of  the  injured  kidney. 

Laceration  and  rupture  of  the  liver  are  often 
seen  in  vehicular  accidents  where  the  wheels 
pass  over  the  upper  abdomen  from  right  to 
left.  Associated  with  this  may  be  injuries  to 
the  gall-bladder  and  extrahepatic  ducts. 
Wounds  of  the  liver  are  of  3 kinds:  (1)  Rup- 
ture of  hepatic  tissue  combined  with  tears 
in  the  capsule.  (2)  Separation  of  capsule  with 
subcapsular  hemorrhage.  (3)  Central  rup- 
ture, which  often  gives  rise  to  separate  or 
united  hematomas.  Wounds  of  the  liver  may 
be  single  or  multiple.  The  right  lobe  is  in- 
jured 6 times  as  frequently  as  the  left.  The 
2 serious  features  in  all  wounds  of  the  liver 
are  hemorrhage  and  infection,  and  the  former 
is  the  more  grave.  Hemorrhage,  if  it  proves 
fatal,  does  so  within  24  hours.  The  need  for 
operation,  therefore,  in  suspected  cases  of 
wound  in  the  liver  is  instant.  The  signs  and 
symptoms  of  liver  rupture  are  shock,  hemor- 
rhage, pain,  distension  and  rigidity  of  the  upper 
abdomen  with  shifting  dulness  in  the  flanks. 

Rupture  of  the  spleen  may  be  caused  by 
direct  or  indirect  violence.  The  direct  vio- 
lence is  usually  due  to  a vehicle  passing  over 
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the  upper  abdomen  from  left  to  right  or  blows 
in  the  left  upper  quadrant.  Indirect  violence 
is  sustained  when  the  body  is  twisted  in  falling 
or  in  the  endeavor  to  recover  from  a fall.  Here 
also,  as  in  kidney  ruptures,  a trivial  blow  may 
produce  a rupture.  Jackson,  in  Surgery 
Gynecology  and  Obstetrics,  September,  1925, 
reports  such  a case,  of  which  I will  give  a 
summary.  1 he  patient  was  a 15  year  old 
girl  who  while  sitting  in  a movie  theatre  had 
a sudden  pain  in  the  left  abdomen.  She  vom- 
ited before  she  was  able  to  get  into  the  aisle, 
and  was  assisted  to  the  street,  where  she  fell 
and  vomited  again.  About  2 hours  later  she 
was  in  shock  and  appeared  in  extremis.  She 
was  in  extreme  pain,  the  pain  radiating  to 
the  left  shoulder.  The  abdomen  was  rigid, 
with  marked  tenderness  in  the  left  upper 
quadrant.  1 here  was  a moderate  anemia.  She 
was  treated  for  her  shock,  which  subsided  in 
8 hours,  and  laparotomy  was  performed.  The 
peritoneal  cavity  was  filled  with  clot  and  a 
ruptured  spleen  was  found.  Splenectomy  was 
performed  and  she  made  a good  recovery. 
On  questioning  her  more  closely  after  the 
operation,  it  was  found  that  4 weeks  prior  to 
this  illness,  while  playing  in  school,  she  was 
thrown  against  a desk,  striking  her  left  side. 
She  had  severe  pain  in  the  left  subcostal  re- 
gion but  after  lying  down  for  a short  time  was 
able  to  go  home.  Moderate  pain  in  the  left 
subcostal  angle  persisted  up  until  this  attack. 
From  the  pathologic  examination  of  the  re- 
moved spleen,  there  was  no  question  but  that 
at  the  time  of  the  original  injury  she  suffered  a 
rupture  of  the  spleen ; first,  the  rupture  may 
have  consisted  of  a short  split  in  the  capsule 
which  filled  with  blood  clot  and  thus  the 
wound  was  tamponed  until  for  some  unknown 
reason  a second  hemorrhage  occurred ; second- 
ly, the  rupture  was  subcapsular  and  it  took  a 
month  oi  slow  bleeding  before  the  capsule 
was  ruptured  at  the  site  of  the  original  con- 
tusion. 

The  signs  and  symptoms  of  ruptured  spleen 
are  those  which  follow  the  serious  forms  of 
injury  to  the  abdomen.  Collapse,  blanching 
of  the  face,  sweating  of  the  brow  and  fore- 
head, a thin  rapid  pulse,  abdominal  distension 
and  tenderness,  are  frequent  findings.  Not 
infrequently  there  is  a referred  pain  to  the 


left  shoulder.  The  treatment  is  either  suture 
or  splenectomy,  depending  upon  the  degree 
of  laceration. 

In  conclusion  of  this  brief  summary  of 
trauma  of  the  abdomen,  it  should  be  under- 
stood that  the  attitude  of  the  surgeon  toward 
the  patient  who  has  sustained  a severe  ab- 
dominal crush  or  blow  should  be  as  Movnihan 
says  “look  and  see”  rather  than  “wait  and 
see  unless  there  is  convincing  evidence  that 
the  lesion  is  a slight  one.  When  there  is 
shock,  everything  should  he  done  to  improve 
the  state  of  the  patient,  such  as  blood  trans- 
fusions, etc.  During  the  few  hours  spent  in 
this  period  of  “watchful  waiting”  sufficient 
evidence  for  or  against  laparotomy  may  be- 
come manifest.  Operation  may  reveal  nothing 
amiss  in  the  abdomen ; this  is  a small  matter, 
however,  when  compared  with  the  calamity 
attendant  upon  delay  in  any  case  where  opera- 
tion is  really  required. 

DISCUSSION. 

Di . Danzis:  I wish  to  thank  Dr.  Soschin  for 
preparing  this  excellent  resume.  I do  not  know 
of  any  case  that  is  more  puzzling  to  the  surgeon 
and  that  needs  more  watching  and  exercise  of 
judgment  than  cases  of  traumatic  abdominal  in- 
jury. With  the  experience  we  have  had  in  the 
hospital  with  these  cases,  we  have  found  it  best 
foi  the  surgeon  to  stand  by,  observe  and  weigh 
the  symptoms  very  carefully,  before  hurrying 
into  an  operation  which  very  often  ends  dis- 
astrously and  gives  surgery  a black  eye.  I can 
recall  a case  which  will  bring  this  point  out  very 
strikingly.  A man  was  brought  into  the  hos- 
pital in  profound  shock,  with  a history  of  a pel- 
\ ic  injury  by  a vehicle.  X-rays  showed  a separa- 
tion of  the  symphysis  with  fracture  of  the  as- 
cending ramus  of  the  pubes.  The  bladder  was 
empty  and  no  urine  could  be  obtained  on  sub- 
sequent catheterizations.  There  was  no  extrava- 
sation of  urine.  We  waited  36  hours  and  the  pa- 
tient reacted  somewhat  but  still  gave  the  im- 
pression of  internal  bleeding,  so  we  decided  to 
do  a laparotomy.  As  soon  as  the  incision  was 
made  the  man  expired.  He  had  no  internal 
bleeding.  Here  was  a case  where  if  we  had 
waited  the  man  might  have  lived.  Only  recently 
I was  called  in  consultation  to  a woman  with  a 
supposed  intra-abdominal  lesion  due  to  jumping 
from  a third  story  window.  She  had  a terrific 
pallor  and  the  pulse  was  barely  perceptible.  Af- 
ter careful  examination  I came  to  the  conclusion 
that  she  had  no  abdominal  injury.  Autopsy 
revealed  a fracture  of  the  sixth  dorsal  vertebra. 
When  a patient  comes  in  with  symptoms  of 
shock  and  a blood  pressure  below  80  beware  of 
hurried  surgical  intervention.  These  are  the 
cases  that  usually  prove  disastrous. 

Dr.  Rothenberg:  Injuries  to  the  genito-urinary 
tract  are  of  particular  interest  to  me.  It  has 
been  found  that  the  kidney  is  more  frequently 
injured  than  the  liver  or  spleen.  Statistics  show 
that  the  right  kidney  is  more  frequently  in- 
jured than  the  left.  The  reason  for  this  is  the 
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situation  of  the  liver  above  it.  Tumor  in  the 
loin  is  not  an  infrequent  symptom  of  kidney  in- 
jury. Hematuria  occurs  in  about  95%  of  the 
cases  of  injured  kidney  or  bladder.  Injecting  the 
bladder  with  fluid  and  comparing  it  with  the 
amount  removed  will  prove  whether  or  not  there 
is  a bladder  injury. 

Dr.  M.  Brotman:  I wish  to  speak  of  a case 
where  a boy  was  struck  by  a football.  He  com- 
plained of  pain  in  the  left  abdomen,  was  in 
shock  and  had  hematuria.  Exploration  of  the 
left  kidney  revealed  nothing.  The  abdomen  was 
opened  and  a ruptured  spleen  found.  Splen- 
ectomy was  performed  but  the  patient  died. 

Dr.  Silver:  Is  it  true  that  absence  of  liver  dull- 
ness is  always  a sign  of  a ruptured  hollow 
viscus? 

Dr.  Soschin:  I am  glad  that  this  paper  has 
aroused  your  interest.  The  point  brought  out 
by  Dr.  Rothenberg,  of  injecting  fluid  into  the 
bladder  in  suspected  rupture  is  an  important 
one  and  should  always  be  borne  in  mind.  The 
case  cited  by  Dr.  Brotman  brings  out  a very  in- 
teresting point.  In  ruptured  spleen  we  not  in- 
frequently see  an  associated  hematuria  without 
any  demonstrable  lesion  in  the  kidneys.  In 
answer  to  Dr.  Silver,  the  absence  of  liver  dull- 
ness in  the  acute  traumatic  abdomen  usually 
means  the  rupture  of  a hollow  viscus,  but  I ven- 
ture to  say  that  about  25%  of  our  perforated 
peptic  ulcers  do  not  show  this  sign. 


TREATMENT  OF  HEAD  INJURIES. 


Henry  Reich,  M.D., 

Newark,  N.  J. 

(Read  at  a meeting  of  the  Beth  Israel  Hospital 
Society.) 

During  the  past  3 years  there  have  been 
admitted  on  our  service  at  the  hospital  18 
people  with  head  injuries  of  sufficient  extent 
to  warrant  careful  observation  for  a period 
ranging  from  a few  hours  to  several  weeks. 
In  several  of  these  cases  the  exact  amount  of 
damage  could  not  be  ascertained  at  once,  and 
the  management,  therefore,  could  not  be  de- 
termined upon  at  once.  In  this  paper  we  shall 
present  a brief  summary  of  the  positive  find- 
ings, progress  of  the  case,  and  our  method  of 
treatment,  with  the  hope  that  it  may  stimulate 
a discussion  and  perhaps  lead  to  formulating 
some  definite  rules  as  to  the  management  of 
acute  head  injuries. 

We  all  know  that  in  head  injuries  the  all 
important  thing  is  not  the  injury  to  the  bones, 
but  rather  the  extent  of  damage  sustained  by 
the  intracranial  contents,  but  for  our  pur- 
poses it  is  better  to  classify  the  cases  as  fol- 
lows : 


(1)  Those  without  fracture  of  the  skull. 

(2)  Those  with  fracture  of  the  skull. 

(3)  Those  treated  expectantly. 

(4)  Those  operated  upon. 

Most  of  the  patients  were  admitted  through 
the  clinic  and,  therefore,  whenever  possible, 
radiograph  was  taken  before  the  patient  was 
transferred  to  the  ward.  Of  the  IS  cases  in 
this  series.  14  showed  positive  x-ray  findings, 
while  4 were  negative.  Of  the  14  with  posi- 
tive fractures,  9 were  unconscious  on  arrival, 
3 were  stuporous,  and  2 were  conscious. 

In  the  first  group,  those  without  fracture 
of  the  skull,  there  were  4 cases : 

Case  1. — Male  child,  age  4 yr.  Had  been 
struck  by  an  automobile,  and  fell  on  his  head. 
He  was  brought  to  the  hospital  in  a stuporous 
condition,  bleeding  from  his  nose,  and  pre- 
senting an  hematoma  over  left  occipital  re- 
gion. His  temperature  was  subnormal,  but 
pulse  and  respiration  were  normal.  Reflexes 
normal.  During  the  next  3 hours,  child  had 
projectile  vomiting  several  times.  After  3 
hours,  he  was  conscious  and  well  oriented, 
and  improved  rapidly.  After  48  hours  ob- 
servation, child  was  discharged.  No  spinal 
puncture  had  been  made  and  the  chart  shows 
no  record  of  a blood-pressure  reading. 

Case  2. — Female  child,  aged  2.  Fell  from 
a four- foot  stoop  and  brought  to  hospital  in 
a stuporous  condition,  bleeding  from  left  ear. 
Except  for  a swelling  over  the  occipital  re- 
gion, and  a positive  Babinski  on  the  right  side, 
examination  was  negative.  Pulse,  respiration, 
temperature  and  blood  pressure  normal.  Next 
clay  child  was  conscious  and  acted  normally. 
All  reflexes  normal,  so  that  she  was  discharged 
after  48  hours.  No  eye-ground  examination. 
No  lumbar  puncture. 

Case  3. — Adult  male,  age  44.  While  driving 
his  car,  he  collided  with  another  automobile. 
When  brought  into  hospital,  he  was  semicon- 
scious, and  completely  aphasic.  Showed  a 
laceration  on  right  side  of  face  and  multiple 
contusions  of  head.  Soon  after  admission, 
patient  had  convulsive  movements  of  entire 
right  side  of  body.  Pulse  90 ; temperature 
101;  respirations  40;  blood  pressure  170/40. 
A depressed  fracture  was  thought  of,  but 
x-ray  picture  taken  and  developed  immediately, 
was  negative.  Spinal  tap  was  negative.  One 
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hour  later,  he  had  another  convulsive  seizure, 
at  which  time  he  became  markedly  cyanosed 
and  frothed  at  the  mouth,  greatly  resembling 
an  epileptic.  Three  hours  later,  he  regained 
his  speech,  and  gave  a history  of  an  old  chronic 
epilepsy.  Then  was  transferred  to  medical 
service. 

Case  4. — Adult  male,  age  45.  Was  knocked 
down  by  an  automobile  and  brought  into  hos- 
pital in  a stuporous  condition.  Examination 
revealed  multiple  contusions  of  head,  and  an 
internal  strabismus  of  left  eye.  He  regained 
full  consciousness  in  about  1 hour  and  then  it 
was  learned  that  the  internal  strabismus  had 
been  present  since  childhood.  His  condition 
thereafter  improved  steadily ; no  signs  of 
pressure  appearing  at  any  time.  No  spinal 
tap  was  performed.  His  stay  in  the  hospital 
was  10  days. 

In  reviewing  these  4 cases,  we  can  rule  out 
one,  the  epileptic,  as  not  being  one  of  head 
injury.  The  other  3,  however,  showed  some 
symptoms  of  brain  injury,  and  since  lumbar 
puncture  was  not  done,  we  do  not  know 
whether  or  not  there  had  been  any  intracranial 
hemorrhage,  and  it  is  questionable  whether  the 
patients  had  been  kept  under  observation  long 
enough.  The  charts  show  that  the  patients 
were  symptom- free  on  discharge,  but  since  we 
have  had  no  follow-up  their  present  condition 
is  not  known. 

The  second  group  consists  of  8 cases  that 
showed  a fracture  of  the  skull  by  x-ray  exam- 
ination, and  were  treated  expectantly.  All  8 
cases  recovered. 

Case  1. — Male  adult,  age  35.  Fell  off  a 
moving  truck.  Was  brought  to  hospital  un- 
conscious. Soon  after  admission,  he  had  con- 
vulsive movements  of  left  side  of  body.  Ex- 
amination did  not  disclose  any  external  evi- 
dence of  severe  head  injury — no  hematoma,  no 
swelling,  hut  a definite  depression  was  felt 
over  right  temporoparietal  region ; this  was 
shown  by  x-ray.  Before  operation  could  be 
decided  upon,  the  patient  regained  conscious- 
ness and  said  that  he  had  sustained  the  frac- 
ture during  the  war.  He  refused  operation 
though  he  had  had  epileptic  seizures  for  sev- 
eral years. 

Case  2. — Male  child,  age  8 years.  Had  been 
struck  by  an  automobile,  and  brought  to  hos- 


pital in  a semiconscious  state,  bleeding  from 
left  ear.  Further  examination  showed  a lateral 
nystagmus  and  a positive  right  Babinski. 
Spinal  fluid  was  bloody  and  under  slightly 
increased  pressure.  X-rays  showed  a linear 
fracture  on  left  side  from  lambdoid  suture  to 
mastoid  process.  Blood  pressure,  pulse  and 
respiration  were  normal  and  remained  so  dur- 
ing his  14-day  stay  in  the  hospital.  No  new 
focal  signs  appeared,  and  the  old  signs,  nys- 
tagmus and  Babinski,  disappeared,  so  that  the 
child  was  apparently  well  on  discharge. 

Case  3. — Male  child,  age  9.  Struck  by  an 
automobile  and  brought  into  hospital  uncon- 
scious. He  had  marked  contusion  and  swell- 
ing in  occipital  region.  X-rays  showed  a long 
linear  fracture  of  the  occipital  and  parietal 
bones.  His  pulse  and  respiration  were  slow. 
Blood  pressure  was  high  and  he  continued  to 
be  in  deep  coma.  Spinal  fluid  was  bloody  and 
under  marked  pressure.  Operation  was  con- 
templated, but  the  general  condition  of  the 
child  was  so  poor  it  was  thought  best  to  wait. 
Spinal  taps  were  repeatedly  done  and  the  child 
gradually  came  out  of  its  stupor.  On  the 
fourth  day  he  was  fully  conscious  and  his 
condition  improved  rapidly,  so  that  he  was 
quite  well  when  discharged  at  the  end  of  3 
weeks. 

Case  4. — Male  adult,  age  65.  Struck  by  an 
automobile  and  brought  to  hospital  uncon- 
scious. Examination  showed  marked  ecchy- 
mosis  of  right  eye,  bleeding  from  nose,  multi- 
ple contusions  and  dislocated  right  shoulder. 
Pulse,  temperature,  respirations  and  blood 
pressure  were  normal.  Patient  regained  con- 
sciousness in  about  1 hour,  but  could  not 
speak  English,  so  no  definite  history  could  be 
obtained.  His  general  condition  improved 
rapidly ; at  no  time  did  he  show  signs  of  in- 
creased intracranial  pressure.  No  lumbar 
puncture  was  done.  After  patient  reacted 
from  initial  shock,  an  attempt  was  made  to 
reduce  his  dislocated  shoulder.  All  attempts 
failed1  even  after  an  anesthetic  had  been  given. 
The  next  day  it  was  learned,  through  an  in- 
terpreter, that  the  dislocation  was  of  several 
years  duration,  thus  explaining  our  failure. 
This  patient  signed  his  release  after  16  days. 

Case  5. — Male  child,  age  4.  Struck  by  an 
automobile  and  brought  to  hospital  in  semi- 
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conscious  state  bleeding-  from  left  ear  and  nose. 
While  in  the  clinic  he  had  convulsive  seizures 
in  both  upper  extremities,  and  right  lower 
extremity  was  spastic.  He  had  a high  pitched 
cry  and  a rolling  of  eyes  to  left.  Pulse  on 
admission  was  55,  but  soon  rose  to  110.  Blood 
pressure  was  normal.  Spinal  tap  showed 
fluid  with  normal  pressure.  His  pulse,  res- 
pirations and  blood  pressure  remained  normal 
thereafter,  but  a slight  tremor  of  right  hand 
persisted  for  a few  days.  Parents  signed  re- 
lease after  14  days. 

Case  6. — Male  adult,  age  41.  Was  thrown 
from  a speeding  automobile.  Unconscious 
and  almost  pulseless  when  brought  to  hos- 
pital. Bleeding  from  left  ear.  Pulse  was  72. 
Respiration  16,  deep  stertorous;  blood  press- 
ure was  82/48.  Patient  had  projectile  vomit- 
ing, then  showed  stellate  fracture  of  temporal 
bone.  No  depression.  Blood  pressure  soon 
rose  to  100.  Pulse  varied  between  72  and  80. 
M as  of  better  quality.  Next  morning  patient 
could  be  aroused  but  appeared  confused.  Was 
restless  and  at  times  irrational.  Blood  press- 
ure remained  normal,  but  pulse  became  some- 
what slower,  once  reaching  50.  Eye-grounds 
were  normal.  Because  patient’s  mental  con- 
dition appeared  to  be  improving,  and  he  was 
conscious  most  of  the  time,  operative  inter- 
vention was  deferred.  No  spinal  tap  was  done. 
After  3 days  he  was  perfectly  conscious  and 
oriented,  and  though  he  had  headache,  he  im- 
proved steadily  until  discharged  in  3 weeks. 

Case  7. — Adult  male,  age  33.  Thrown  from 
a speeding  automobile.  Was  conscious  on 
admission.  Bleeding  from  left  ear,  nose  and 
mouth,  and  from  a laceration  over  left  tem- 
poral region.  X-ray  showed  a fissure  frac- 
ture of  left  temporal  bone.  Soon  after  ad- 
mission patient  had  projectile  vomiting,  fol- 
lowed by  convulsions  of  right  side  of  body. 
Blood  pressure  132/90;  pulse  76;  respirations 
16.  During  the  night  was  unconscious.  Pulse 
rose  to  88,  but  blood  pressure  dropped  to 
86/60.  Spinal  tap  showed  bloody  fluid  but 
normal  pressure.  Therefore  operation  was 
delayed.  For  the  next  4 days,  patient  was 
stuporous  and  irrational.  Blood  pressure 
ranged  from  104/80  to  130/55.  Pulse  aver- 
aged about  78,  but  once  went  as  low  as  54. 
After  the  fourteenth  day,  he  gradually  re- 


covered, but  even  upon  discharge,  after  21 
days,  showed  some  disturbed  mental  balance. 

Case  8. — Adult  male,  age  27.  Fell  from  a 
scaffold  and  brought  to  hospital  unconscious. 
Bleeding  from  ear,  nose  and  mouth.  A frac- 
ture could  be  felt  extending  from  right  orbit 
upward  and  backward  over  frontal  bone.  Soon 
after  admission  patient  regained  consciousness 
and  his  mentality  remained  clear  thereafter. 
He  vomited  several  times,  but  it  was  not  pro- 
jectile in  nature.  Pulse  66;  temperature  96.2° ; 
respirations  30;  blood  pressure  100/50.  Tem- 
perature soon  rose  to  normal.  Eye-grounds 
were  negative  and  he  had  no  neurologic  signs. 
He  had  severe  headaches  throughout  his  stay 
in  hospital,  but  otherwise  there  were  no  signs 
of  pressure.  After  31  days  he  was  discharged, 
much  improved,  but  still  had  headache. 

In  this  group  of  8 cases,  there  were  3 that 
showed  at  the  beginning,  some  localizing  signs 
which  would  indicate  some  increase  in  intra- 
cranial pressure.  In  1 case,  operation  would 
have  been  performed  had  the  child’s  general 
condition  been  better,  but  in  the  other  cases 
operation  was  deferred  because  it  was  felt 
that  the  increase  of  pressure  was  not  marked, 
and  that  nature  was  taking  care  of  it.  This 
was  merely  an  impression  gathered  from  clini- 
cal observations,  however,  and  not  checked 
by  lumbar  puncture  or  ophthalmoscopic  ex- 
amination. We  know  definitely,  because  it 
occurred  in  1 of  our  later  cases,  that  a pa- 
tient may  appear  to  be  markedly  improved 
clinically  and  symptomatically,  and  still  have 
a marked  increase  in  intracranial  pressure,  as 
shown  by  lumbar  puncture  and  eye-grouncl 
examination.  Though  all  of  these  patients 
were  quite  well  on  discharge,  one  of  them  now 
suffers  from  epilepsy,  and  another  is  mentally 
unbalanced.  What  the  condition  of  the  other 
patients  is,  we  cannot  tell,  because  our  newly 
founded  follow-up  department  has  not  reached 
them  as  yet.  We  wonder  whether  it  would 
not  be  advisable  to  decompress  if  signs  of 
pressure  persist  for  more  than  a few  hours. 
Elsberg  believes  that  temporary  twitching, 
convulsions,  and  other  signs  of  pressure  may 
occur  with  mild  brain  injuries  and  that  these 
may  clear  up  entirely  with  absolute  rest  alone, 
but  if  they  persist  or  grow  worse,  relief  from 
pressure  must  be  given. 
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In  the  next  group  we  have  put  all  those 
cases  that  showed  a fracture  of  skull  and  were 
treated  by  operation.  Our  operative  mortal- 
ity was  50%,  which  is  about  the  average  in 
other  clinics.  Our  average  mortality  in  all 
cases  of  fractured  skull  was  21%,  which  is 
much  lower  than  other  men  report.  Besley 
reports  a mortality  of  53%  in  1000  consecutive 
cases,  Harris  51%  in  330  cases,  Wilensky 
31%  in  75  cases.  Of  the  6 cases  operated 
upon,  we  now  feel  that  operation  was  indi- 
cated in  only  3 cases,  those  recovered,  while 
in  the  other  3 cases  operation  might  better 
have  been  deferred.  In  these  latter  cases,  the 
result  probably  would  have  been  no  different  if 
the  expectant  treatment  had  been  instituted, 
for  we  feel  that  when  a patient  shows  much 
shock,  operation  takes  away  whatever  chance 
of  recovery  he  has. 

'Case  1. — An  adult  male,  age  25.  He  was 
crushed  between  an  automobile  and  a freight 
car.  He  was  bleeding  from  the  nose  and  from 
a wound  on  the  scalp.  X-rays  showed  multi- 
ple depressed  fractures  of  right  parietal  bone. 
Pulse  on  admission  was  78  and  blood  .pressure 
135/72.  Within  several  hours  his  pulse 
dropped  to  68  and  blood  pressure  rose  to 
178/88.  Patient  was  then  operated  upon.  The 
depressed  spicules  of  bone  were  removed  and 
contused  tissues  excised.  He  stood  the  opera- 
tion well,  and  next  day  his  blood  pressure 
and  pulse  were  normal  and  remained  so  until 
his  discharge  17  days  later. 

Case  2. — Male  child,  age  6.  In  an  automo- 
bile accident.  Brought  in  semiconscious.  Had 
a lacerated  scalp  and  a depression  was  felt 
on  left  side.  Bleeding  from  nose  and  mouth. 
Blood  pressure  was  90/70,  pulse  63.  He 
vomited  several  times,  but  appeared  to  react 
quite  well  during  the  next  few  hours.  He 
continued  to  bleed  quite  a bit  from  the  re- 
gion of  the  skull  fracture,  so  it  was  decided 
to  operate.  At  operation,  brain  tissue  ap- 
peared in  the  wound  and  the  lateral  sinus  was 
found  to  be  ruptured.  The  sinus  was  packed 
and  a debridement  done.  For  the  next  two 
days  patient  was  in  serious  condition,  irra- 
tional and  restless,  but  pulse  and  blood  pressure 
were  normal.  After  that  he  convalesced  nor- 
mally and  was  discharged  in  20  days. 

Case  3.— A male  infant,  1 year  old.  Fell 


from  mother’s  arms.  Brought  into  hospital 
unconscious.  Had  large  hematoma  of  frontal 
and  occipital  region ; internal  strabismus  of 
right  eye,  spastic  right  arm.  Pressure  on  the 
hematoma  caused  convulsions.  X-rays  show- 
ed a stellate  depressed  fracture  of  right  occi- 
pital bone.  Operation  was  performed  im- 
mediately and  depressed  bone  elevated.  The 
child  never  rallied  and  died  in  3 hours. 

Case  4. — Adult  male,  age  50.  Struck  by  a 
taxi.  Brought  into  hospital  unconscious, 
bleeding  from  ears  and  scalp  wounds.  He 
had  a compound  depressed  fracture  of  the 
left  mastoid.  He  was  operated  upon  im- 
mediately and  depression  was  elevated.  The 
patient  never  regained  consciousness  and  died 
in  48  hours. 

Case  5. — Female  child,  age  4 years.  Fell 
from  a third  story  window.  Unconscious  on 
arrival,  bleeding  from  right  ear,  through 
which  brain  tissue  was  seen.  Child  had  a 
compound  comminuted  depressed  fracture  of 
the  right  temporal  and  parietal  bones.  Tem- 
perature was  subnormal  and  pulse  rapid.  Child 
was  operated  upon  immediately  but  died  with- 
in 1 hour. 

Case  6. — This  last  case  is  reported  in  great- 
er detail  because  the  patient  was  carefully 
watched  for  2 weeks  before  operation  was 
performed.  An  adult  male,  age  32,  was  struck 
by  an  automobile  and  brought  to  hospital  in 
a semiconscious  condition.  Had  been  uncon- 
scious for  a short  period  after  the  accident. 
He  showed  marked  contusion  and  ecchymosis 
of  right  side  of  the  face  and  head.  Was  not 
well  oriented  and  did  not  answer  questions 
well.  Had  projectile  vomiting,  and  such  pro- 
fuse nasal  bleeding  as  to  require  packing.  Pulse 
was  68;  respiration  20;  temperature  99;  blood 
pressure  110/60.  During  the  first  24  hours, 
blood  pressure  ranged  between  110-130.  Pulse 
became  slow,  being  in  neighborhood  of  60. 
During  the  next  day,  his  condition  was  un- 
changed. On  the  second  day,  lumbar  punc- 
ture was  attempted,  but  patient  resisted  too 
much.  On  third  day  patient  appeared  to  be 
brighter  mentally  but  he  then  showed  dimin- 
ished abdominal  and  patellar  reflexes  on  the 
left  side,  and  eye-ground  examination  showed 
a papillo-edema  of  2 diopters  on  right  and  4 
on  the  left  side.  Spinal  puncture  was  done 
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under  gas  anesthesia  and  a bloody  fluid  un- 
der slight  pressure  obtained.  The  next  day 
patient  was  better,  but  that  night  he  became 
irrational  and  violent,  so  that  he  had  to  be 
placed  in  a strait  jacket.  This  condition 
continued  for  2 days,  when  the  patient  began 
to  show  marked  improvement.  He  was  well 
oriented  and  rational.  His  eye-grounds  show- 
ed improvement  and  it  was  thought  that  na- 
ture was  taking  care  of  the  increase  in  intra- 
cranial pressure.  The  blood  pressure  had  re- 
mained normal,  as  had  the  rate  and  character 
of  respirations,  but  the  pulse  was  about  60. 
One  week  later,  patient  still  continued  to  feel 
very  well,  but  his  eye-ground  showed  evidence 
of  pressure.  There  was  a papillo-edema  of  6 
diopters  on  the  right  side  and  8 on  the  left. 
The  patient’s  sight,  however,  appeared  normal. 
Dr.  Rados  felt  that  unless  the  condition  sub- 
sided soon,  blindness  would  supervene.  Two 
days  later  the  edema  seemed  to  be  increasing 
so  that  operation  was  advised,  though  the  pa- 
tient felt  well  otherwise. 

A subtemporal  decompression  was  perform- 
ed under  local  anesthesia.  The  subcutaneous 
tissues  were  ecchymotic  but  there  was  no  evi- 
dence of  epidural  hemorrhage.  The  dura  was 
tense  but  the  spinal  fluid  was  clear.  The  pa- 
tient reacted  well  and  convalesced  normally. 
The  eye-grounds  gradually  showed  a reduc- 
tion of  the  edema  and  in  2 weeks  the  patient 
was  out  of  bed.  Three  weeks  after  operation, 
he  was  discharged  feeling  well,  but  showing 
the  following  abnormalities : Slight  dizziness 
and  headache ; choked  disc  of  3 diopters ; 
diminished  left  knee  jerk  and  positive  Rom- 
berg. 

In  concluding,  we  wish  to  express  the  view 
that  injuries  to  the  skull  and  its  contents  are 
best  treated  conservatively  until  there  are 
definite  signs  of  increased  intracranial  pressure. 
During  the  initial  period  of  shock,  the  less 
the  patient  is  disturbed  the  better  are  his 
•chances  for  recovery.  At  this  time  the  pa- 
tient should  be  flat  in  bed,  though  some  be- 
lieve the  Trendelenburg  position  is  better  dur- 
ing the  shock. 

All  patients  who  have  a history  of  head 
injury  with  unconsciousness,  should  have  a 
diagnostic  lumbar  puncture  with  manometric 
readings  before  discharge.  Lumbar  puncture 


should  be  deferred  until  the  initial  period  of 
shock  is  past.  If  the  tap  shows  a bloody 
fluid,  it  is  indicative  of  injury  to  brain  or 
blood  vessels,  and  the  patient  should  be  treated 
as  one  with  a potential  increased  intracranial 
pressure;  he  should  be  kept  in  bed  for  about 
3 weeks,  even  if  he  feels'  well  and  shows  no 
signs ; during  this  period,  frequent  retinal  ex- 
aminations should  be  made.  Blood  pressure 
readings  should  be  made  every  half  hour  for 
3 hours,  and  then  hourly  for  3 to  6 hours. 
A rising  systolic  pressure  or  an  increasing 
pulse  pressure  is  indicative  of  increasing  intra- 
cranial pressure.  The  pulse  rate,  respiratory 
rate  and  character  should  be  noted  at  the 
same  time.  In  the  initial  stages  of  increased 
pressure,  the  pulse  becomes  slower,  but  in  the 
terminal  stages,  it  is  rapid  and  weak.  Tem- 
perature is  subnormal  in  shock,  slightly  ele- 
vated soon  afterward  and  very  high  in  ter- 
minal states.  The  mental  state  of  patient 
should  be  carefully  noted.  The  length  of  the 
period  of  unconsciousness  and  the  time  of  re- 
turn to  consciousness  should  be  charted.  In 
mild  cases  there  may  be  alternating  periods  of 
lucidity  and  stupor,  while  in  steadily  increas- 
ing intracranial  pressure,  the  stupor  passes  to 
coma,  which  becomes  deeper  and  deeper.  A 
fairly  complete  neurologic  examination  should 
be  made.  The  main  reflexes  should  be  taken, 
and  the  cranial  nerves  tested  if  the  patient 
is  conscious.  Radiograph  should  be  taken  as 
soon  as  possible,  but  there  is  no  absolute  emer- 
gency about  this.  Even  in  depressed  frac- 
tures, some  men  advise  waiting  until  the  scalp 
wound  heals,  so  as  not  to  work  in  a con- 
taminated field.  If  the  symptoms  of  pressure 
appear,  however,  the  depressed  bone  must  be 
elevated  at  once. 

DISCUSSION. 

Dr.  Danzis:  All  cases  of  head  injury  even  of 

an  apparently  minor  nature  such  as  contusion", 
incised  or  lacerated  wounds,  should  be  consid- 
ered as  potential  brain  injuries  either  with  or 
without  fracture.  I always  laid  stress  on  the 
following-  points  to  the  house  staff,  that  when- 
ever such  cases  present  themselves  for  treatment 
every  effort  should  be  made  to  induce  these 
patients  to  remain  in  the  hospital  for  sufficient 
length  of  time  to  permit  of  a careful  observa- 
tion of  the  character  and  extent  of  the  injury. 
If  the  patient  refuses  to  comply  with  this  re- 
quest, then  a written  release  should  be  obtained 
from  him  or  his  relatives.  We  can  mention 
striking  examples  of  this  neglect  to  carefully 
evaluate  the  symptoms  and  diagnostic  findings 
in  each  case  before  discharge  from  the  hospital. 


502 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


October,  192G 


A child  was  admitted  to  the  hospital  with  a 
history  of  a fall  without  any  symptoms  of  cere- 
bral compression  or  concussion.  The  only  ob- 
jective symptoms  were  contusion  of  the  scalp 
and  a moderate  degree  of  swelling.  Radiograph 
was  taken  on  the  same  day  and  on  the  following 
morning  the  child  was  discharged  before  the  re- 
port reached  the  wrard,  the  explanation  for  his 
discharge  being  that  the  child’s  condition  was  un- 
changed since  admission  and  it  had  not  mani- 
fested any  intracranial  injury.  However,  the 
x-ray  findings  showed  a linear  fracture  of  the 
vault  without  any  depression.  The  child  was 
readmitted  to  the  hospital  for  further  observa- 
tion and  was  discharged  after  several  days  with- 
out any  complications. 

Of  the  first  group  of  cases  that  are  presented 
here  for  discussion  we  find  that  in  4 of  them 
there  were  no  definite  symptoms  of  temporary 
intracranial  disturbances  of  sufficient  severity  to 
warrant  a prolonged  careful  observation.  These 
cases  may  show  no  evidence  of  fracture,  by  the 
x-ray  findings,  but  further  attempts  should  be 
made  to  ascertain  whether  there  are  any  other 
signs  of  intracranial  injuries  that  may  and  often 
do  take  place  as  a result  of  such  trauma.  The 
application  of  certain  well-known  and  definitely 
established  diagnostic  tests  is  necessary  in  order 
to  help  one  to  arrive  at  definite  conclusions  as 
to  the  exact  nature  of  the  injury. 

All  cases  should  have  repeated  blood  pressure 
readings  and  lumbar  puncture  when  indicated. 
The  progress  of  the  patient  should  be  carefully 
noted.  A careful  notation  should  be  made  as  to 
the  period  of  unconsciousness  and  when  con- 
sciousness was  regained.  A careful  follow-up 
of  the  end-results  is  very  desirable.  The  value  of 
lumbar  puncture  as  a diagnostic  aid  is  not 
questioned,  but  its  usefulness  as  a positive  thera- 
peutic agent  in  the  relief  of  increased  intra- 
cranial pressure  is  still  being  questioned  by  some. 
J.  F.  Connors  (Annals  Surgery  1925)  in  his  re- 
view of  a large  series  of  cases  comes  to  the 
conclusion  that  the  use  of  repeated  spinal  tests 
for  the  treatment  of  increased  intracranial  pres- 
sure has  not  proved  of  value  and  has  many  ob- 
jections. 

Sharpe  holds  that  lumbar  puncture  with  a 
pressure  of  over  12  indicates  increased  intra- 
cranial pressure.  He  advocates  repeated  lumbar 
punctures  in  all  cases  and  emphasized  its  im- 
portance in  determining  the  intracranial  pres- 
sure, whether  the  expectant  treatment  is  carried 
out  or  decompression  is  contemplated. 

The  modern  tendency  in  the  management  of 


skull  injuries  is  toward  conservatism.  The  pen- 
dulum seems  to  have  swung  in  that  direction. 
Before  operations  are  resorted  to,  all  other  means 
for  the  relief  of  pressure  are  attempted  and  sur- 
gical measures  are  only  applied  when  there  are 
certain  definite  indications  for  operative  inter- 
ference, such  as  a depressed  fracture  with  mark- 
ed focal  symptoms,  or  subdural  hemorrhage. 
Simple  fractures  presenting  very  mild  symptoms 
are  usually  subjected  to  lumbar  puncture  and 
carefully  observed  for  variation  in  pulse,  res- 
piration, temperature,  state  of  consciousness, 
etc.  If  after  repeated  lumbar  punctures  the 
pressure  is  found  to  be  increasing  or  remains 
constantly  high,  a subtemporal  decompression 
should  be  performed.  All  cases  that  respond  to 
lumbar  puncture  showing  even  a slow  but  defin- 
ite improvement  should  be  treated  by  that  means. 
The  3 most  important  diagnostic  signs  in  deter- 
mining the  question  of  operative  interference 
are:  (1)  Examination  of  eye-grounds;  (2)  spinal 
manometric  reading;  (3)  general  condition  of 
patient,  such  as  pulse,  blood  pressure  and  respira- 
tion. 

J.  F.  Connors,  in  his  report  quoted  above,  re- 
ports his  results  in  49  7 cases  in  which  a definite 
diagnosis  of  fractured  skull  was  established. 
He  divides  them  into  2 periods,  the  operative 
period  1914-1917  and  the  conservative  period 
1918-1924.  In  the  first  period,  18.7%  of  the 
cases  were  operated  upon  as  against  9.3%  in  the 
last  7 years.  Out  of  218  in  the  first  group,  he 
found  that  6 8 recovered  without  operation.  In 
the  279  cases  in  the  second  group,  130  recovered 
without  operation.  This  would  indicate  the  value 
of  the  conservative  treatment  of  skull  fractures 
that  is  generally  being  adopted. 

B.  N.  Carter  (Annals  Surgery  1926)  in  a re- 
view of  233  cases  states  that  he  observes  all  his 
cases  of  skull  injuries  for  varying  periods  of 
time  before  any  operative  interference  is  of- 
fered. The  only  exception  are  those  cases  suf- 
fering from  either  depressed  or  compound  frac- 
tures, or  those  giving  definite  symptoms  of  ex- 
tradural hemorrhage.  In  such  cases  he  advised 
immediate  operation  provided  the  general  con- 
dition of  the  patient  permits  it.  A persistent 
deep  coma  usually  indicates  serious  intracranial 
damage  and  the  prognosis  in  such  cases  is  grave. 
All  cases  that  show  retention  of  consciousness 
even  in  the  presence  of  other  unfavorable  symp- 
toms, give  a fairly  good  prognosis.  A progres- 
sively deepening  coma  is  indicative  of  unfavorable 
progress  and  immediate  relief  of  pressure  should 
be  instituted. 
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CLASSIFICATION  OF  MEMBERS. 

Enclosed  in  this  Journal  is  a questionnaire 
form,  and  you  are  requested  to  fill  it  out  at 
once  and  mail  it  to  the  Editor.  A classifica- 
tion of  our  members,  and  particularly  of  those 
who  are  willing  to  participate  in  the  Society’s 
educational  work  will  be  most  helpful  to  your 
officers  who  must  devise  and  develop  plans. 
Please  give  this  your  immediate  attention. 


ARSENAL  DISASTER. 

In  this  issue  of  the  Journal  we  are  publish- 
ing an  item  concerning  organization  of  the 
profession  for  medical  relief  work  in  the  event 
of  disasters  of  any  size.  The  American  Medi- 
cal Association  is  sponsoring  a plan  applicable 
to  city,  county,  state  or  nation,  whereby  mem- 
bers of  the  organized  profession  will  render 
such  medical  services  as  may  be  called  for  and 
will  cooperate  with  the  Red  Cross  organiza- 
tion in  any  given  area  to  effect  prompt  relief. 
The  plan  has  been  considered  by  a special 
committee,  endorsed  by  the  House  of  Dele- 
gates of  the  National  Association,  and  is  now 
referred  to  the  State  Societies  for  adoption. 
Your  officers  have  the  matter  under  considera- 
tion and  the  plan  will  probably  be  put  into 
effect  during  the  present  fiscal  year  of  the 
Society. 

The  terrible  disaster  at  Lake  Denmark,  in 
our  own  state,  when  the  arsenal  was  struck 
by  lightning,  was  an  object  lesson  in  the  way 
of  emergencies.  Fortunately,  and  to  the  great 
credit  of  the  medical  profession  of  New  Jer- 
sey, there  was  no  delay  in  responding  to  that 
relief  call  and  physicians  promptly  appeared 
from  all  the  neighboring  towns  and  every  in- 


jured individual  who  could  be  reached  was  ac- 
corded immediate  care.  It  is  conceivable,  how- 
ever, that  some  such  terrific  disaster  might  oc- 
cur in  a region  where  relief  could  not  be  sq 
promptly  provided  by  volunteers  and  it  fs 
desirable  to  safeguard  every  part  of  the  coun- 
try by  having  an  organized  relief  corps,  ready  - 
to  respond  to  any  call,  regardless  of  its,,  magni- 
tude. Under  the  propossed  plan,  if  the  local  ! 
city  or  county  medical  society  representatives  ; 
could  not  handle  the  situation  they  would:  in i 
turn  call  upon  the  state  and  national  bodies  tor- 
assistance.  It  is  a very  proper  precautionary 
plan  and  will  doubtless  receive  the  support  of 
the  entire  profession. 


NO  MORE  DIPHTHERIA.. 

The  title  used  above  is  that  of  a moving 
Picture  film  prepared  under  the  auspices  of 
the  Metropolitan  Life  Insurance  Company  for 
public  educational  work,  and  we  believe  it 
would  make  a good  slogan  for  a state-wide 
medical  campaign.  In  the  present  state  of  our 
knowledge  concerning  diphtheria  there  would’ 
seem  to  be  good  reason  to  hope  that  an  ener- 
getic campaign  will  succeed  in  abolishing  this 
disease  from  our  community.  By  aid  of  the 
Schick  test  it  is  now  fairly  easy  to  determine 
whether  an  individual  is  possessed  of  a natural 
immunity  to  diphtheria.  If  such  a test  dis- 
closes that  the  person  under  observation  is ; 
not  immune,  but  is  susceptible  to  the  disease,  it 
is  almost  equally  easy  to  produce  an  immunity 
for  him  by  administration  of  toxin-antitoxin, 
and  the  immunization  thus  induced  is  believed 
to  be  of  a permanent  character.  This  all . 
sounds  very  simple,  and  it  is  theoretically  as 
simple  as  it  sounds.  Like  the  famed,  recipe. 
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for  making  hare  stew,  however,  one  must  first 
catch  the  hare ; in  this  instance,  one  must 
first  catch  the  susceptibles  before  they  can  be 
immunized  and  the  disease  he  robbed  of  its 
possible  prey. 

That  diphtheria  can  he  abolished  in  any 
given  district  has  been  proved  quite  distinctly 
by  the  experience  of  the  city  of  Auburn,  New 
York,  where  no  case  has  been  observed  during 
the  past  2 years.  What  Auburn  has  done,  any 
other  city,  or  county,  or  state  may  do  by 
following  a similar  course  of  conduct. 

What  is  necessary  to  bring  about  complete 
control  of  this  disease?  Only  a general  con- 
certed campaign  to  immunize  the  community. 
Effecting  such  a general  campaign,  calling  as 
it  does  for  the  coordinated  action  of  various 
factors,  is  not,  however,  as  easy  as  one  might 
wish ; the  campaign  can  not  even  be  instigated 
by  decree.  It  is  fairly  easy  for  the  organized 
medical  profession,  speaking  through  the  State 
Medical  Society,  to  agree  with  the  people’s 
representatives,  in  the  form  of  the  constituted 
State  Department  of  Health,  to  determine 
upon  a campaign  and  to  plan  all  of  its  details. 
Securing  the  active  assistance  of  the  individual 
physicians  and  the  hearty  cooperation  of  the 
citizenry  is,  however,  a more  difficult  matter. 
The  first  thing  to  recognize  is  that  success  of 
any  such  campaign  must  depend  upon  the  ex- 
tent to  which  the  “family  doctor”  gives  it  sup- 
port. There  is  the  crux  of  the  whole  disease 
prevention  program.  \\  e do  not  mean  to  in- 
sinuate that  the  general  physician  is  opposed 
to  this  or  similar  campaigns.  Not  at  all.  He 
will  endorse  by  vote  any  campaign  for  limita- 
tion or  abolition  of  disease ; but  will  he  give 
the  essential  features  of  the  program  that  per- 
sonally active  support  which  alone  can  make 
a successful  issue?  The  family  doctor  has 
practically  the  last  word  in  these  matters,  for 
when  the  health  authorities  inaugurate  a 
scheme  for  disease  control  and  call  upon  the 
people  to  submit  to  testing  and  immunizing 
themselves  or  their  children,  it  is  to  the  family 
doctor  they  turn  for  advice.  A careless  re- 
sponse or  a failure  to  explain  away  ignorant 
opposition  or  misconceptions  of  facts,  may  do 
much  harm  to  development  of  the  best  made 
plans. 


It  is  greatly  to  the  credit  of  the  medical  pro- 
fession that  diphtheria  is  no  longer  destroying 
so  large  an  annual  crop  of  victims  as  was  re- 
corded but  a few  years  ago.  The  mortality 
figures  have  been  marvelously  reduced,  and 
when  the  diagnosis  is  promptly  made  and  anti- 
toxin properly  administered  a recovery  is  al- 
most certain.  It  is  still  true,  however,  that  the 
disease  is  far  too  prevalent  in  this  enlightened 
state — more  than  500  cases  per  annum  regular- 
ly recorded  in  our  city  of  Newark.  Will  the 
medical  profession  be  any  less  earnest  in  its  ef- 
forts to  prevent  such  morbidity  than  it  has 
been  in  diminishing  the  mortality?  We  be- 
lieve it  will  not. 

An  effort  is  to  be  made  to  organize  a definite 
campaign — a final  drive — to  eliminate  diph- 
theria. Let  every  physician  in  the  state  stand 
ready  to  aid  the  health  agencies  to  bring  about 
this  desirable  result.  Indeed  it  is  not  neces- 
sary to  await  specific  advices ; you  may  start 
work  at  once  in  your  own  locality.  Advise 
the  immunization  of  all  children  under  school 
age,  without  preliminary  Schick  testing,  and 
the  testing  of  all  older  children  and  immuniza- 
tion of  those  found  to  be  susceptible.  That 
much  every  physician  ought  to  he  doing  rou- 
tinely. Then,  when  the  campaign  starts,  he 
will  be  in  a favorable  position  to  help  ferret 
out  the  remaining  danger  spots. 


GROUP  LIFE  AND  HEALTH 
INSURANCE. 

The  special  committee  in  charge  of  this 
matter,  reports  substantial  progress,  but  re- 
quests that  we  once  again  call  the  attention 
of  members  to  the  importance  of  immediate 
action  if  they  desire  to  avail  themselves  of 
this  unusual  opportunity.  The  plan  has  been 
presented  through  the  Journal  to  every  mem- 
ber; circular  letters  were  issued  to  all  mem- 
bers in  August  and  again  in  September;  every- 
one should  be  familiar  with  all  the  details. 
A large  number  of  the  County  Societies  have 
endorsed  the  movement.  It  only  remains  now 
for  individuals  to  file  their  subscriptions.  It 
is  important  that  you  do  this  at  once.  Failure 
of  a few  to  act  now  will  forfeit  all  the  possible 
benefits  to  the  entire  organization. 
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fflle&tcal  €tfjtcs: 

A BRIEF  HISTORY  OF  MEDICAL 
ETHICS. 

(Continued  from  September  Journal) 

(An  article  from  the  pen  of  the  late  George 
F.  Keiper,  of  Lafayette,  Indiana,  as  published 
in  the  Journal  of  Indiana  State  Medical  Associa- 
tion, June,  1926,  page  221.) 

The  oath  of  Hippocrates  was  the  ethic  of 
the  medical  profession  until  1803.  In  that 
year  was  published  Percival’s  Code.  Thom- 
as Percival,  its  author,  was  born  September 
29,  1740.  in  Warrington,  Lancashire.  He 
was  orphaned  at  three  years  and  raised  by 
his  elder  sister.  When  ten  his  uncle,  a phy- 
sician,  Thomas  Percival,  died,  leaving  him 
his  library  and  a bequest  of  money.  Pie 
was  thus  stimulated  to  study  medicine  and 
very  wisely  laid  the  ground  work — its  foun- 
dation in  a first-class  academic  education, and 
when  twenty-five  received  his  degree  from 
the  University  of  Leyden.  When  twenty- 
seven  he  married  Elizabeth  Bassnet  and 
moved  to  Manchester.  He  became  a leader 
in  medical  and  intellectual  circles.  Very 
wisely  he  began  to  write  when  twenty- 
seven,  and  his  essay  on  medicine  won  him 
attention  and  reward  in  appointment  as 
physician  to  the  Manchester  Infirmary. 

His  vision  was  very  poor  and  he  suffered 
severely  with  headaches.  This  would  hazard 
a good  guess  that  he  was  astigmatic.  It 
made  him  reflective  and  introspective.  He 
died  in  1804.  In  a eulogy  pronounced  by 
the  Rev.  William  Magee,  later  Archbishop 
of  Dublin, “He  was  an  author  without  vanity, 
a philosopher  without  pride,  a scholar  with- 
out pedantry,  a student  without  seclusion,  a 
moralist  without  moroseness,  a patriot  with- 
out faction,  and  a Christian  without  guile. 
The  great  object  of  his  life  was  usefulness 
and  the  grand  spring  of  all  his  actions  was 
religion.”  (Locke.)  As  intimated  thus  he 
wrote  much.  One  of  his  writings  is  entitled, 
“A  Scheme  of  Professional  Conduct  Relative 
to  Hospitals  and  Other  Medical  Charities”, 
which  became  the  Manchester  Infirmary’s 
code  of  actions.  This  was  written  in  1792. 
The  whole  code  occupies  fifty-six  pages  of 
octavo  in  small  type,  so  extensive  it  is.  It 
is  divided  into  four  chapters:  (1)  of  Profes- 
sional Conduct,  Relative  to  Hospitals  or 
Other  Medical  Charities;  (2)  of  Professional 
Conduct  in  Private,  or  General  Practice ; 
(3)  of  the  Conduct  of  Physicians  Toward 
Apothecaries ; (4)  of  Professional  Duties  in 
Certain  Cases  Which  Require  a Knowledge 
of  the  Law,  the  latter  taking  thirty-five 
pages  to  contain  it. 


Take  Chapter  I and  Section  V.  Patients 
are  to  be  interrogated  in  a voice  not  to  be 
overheard.  Secrecy  and  delicacy  are  enjoin- 
ed. In  Section  VIII,  no  attention  in  pre- 
scribing is  to  be  paid  to  the  high  price  of 
drugs  where  necessary  for  relief.  In  Sec- 
tion XIII,  frequent  meetings  of  the  faculty 
are  enjoined  to  consider  cases  and  opera- 
tions. Section  XVI  provides  for  plenty  of 
room  for  patients.  Wards  are  not  to  be 
crowded.  Section  XVIII  advises  frequent 
consultations.  In  medical  consultations  the 
junior  physician  delivers  his  opinion  first. 
In  surgical  consultation  the  junior  surgeon 
first.  In  all,  there  are  thirty-one  sections 
minutely  defining  the  subject  matter  con- 
sidered. 

In  Chapter  II  he  deals  with  Professional 
Conduct  in  Private,  or  General  Practice,  and 
it  is,  divided  into  thirty-two  sections.  Sec- 
tion III,  glowing  prognostications  are  to  be 
avoided  because  they  savor  of  empiricism, 
by  magnifying  the  importance  of  his  ser- 
vices in  the  treatment  or  cure  of  the  dis- 
ease. In  Sections  IV  officious  interference 
is  to  be  avoided.  Sections  VII-VIII  provide 
for  consultations  and  the  manner  of  their 
conduct.  The  details  are  quite  elaborate. 
In  Section  XI  he  recommends  a regular  aca- 
demic education.  Unnecessarily  repeated' 
visits  are  deprecated  in  Section  XIII.  The- 
patient,  even  fatally  ill,  is  to  receive  the: 
same  care  and  attention  as  though  he  couldi 
recover.  A fee  bill  is  recommended  in  Sec- 
tion XV.  The  circumstances  of  the  patient 
are  to  be  considered.  Gratuitous  attention 
to  members  of  the  profession,  including 
apothecaries,  is  enjoined  in  Section  XVI. 
Distant  members  of  the  faculty  should  pay 
traveling  expenses.  Clergymen  receiving' 
good  salaries  or  possessed  of  fortunes  are 
not  to  expect  gratuitous  service  for  they 
are  not  more  privileged  than  any  other  or- 
der of  patients.  In  Section  XX  physicians 
are  enjoined  to  be  careful  in  giving  certifi- 
cates excusing  absence  from  duty  in  posi- 
tions of  honor  and  trust.  Jury  service  is 
likewise  regarded.  Quack  medicines  are 
advised  against  in  Section  XXL  Neither 
should  a physician  dispense  a secret  nostrum. 

The  general  welfare  of  the  profession  is  to 
be  constantly  regarded  and  conserved.  Medi- 
cal disputes  are  to  be  settled  by  arbitration. 
Section  XXV,  a wealthy  physician  should 
not  give  advice  gratis  to  the  affluent  because 
it  is  an  injury  to  his  professional  brethren. 
Section  XXVIII,  calm  reflection  upon  the 
termination  of  interesting  and  important 
cases,  especially  by  death,  is  recommended 
that  the  review  may  be  profitable  to  the 
physician.  Discover,  if  possible,  any  mis- 
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takes  in  treatment.  In  other  words,  we  are 
mentally  to  flagellate  ourselves. 

The  apothecaries  of  one  hundred  years 
-•ago  were  a different  class  from  the  drug- 
gists of  today.  Apparently  they  had  patients 
-of  their  own,  a practice  in  which  some  even 
-to  this  day  indulge  in  counter  prescribing. 

-Complaint  is  made  that  the  charge  of 
apothecaries  is,  at  times,  extravagant.  But 
he  observes  in  Section  VII,  “Physicians  are 
the  only  substitutes  for  physicians,  surgeons 
for  surgeons,  apothecaries  for  apothecaries”. 

Endorsement  is  given  to  schemes  to  re- 
lieve indigent  physicians  and  their  families. 

The  fourth  chapter  deals  “of  Professional 
Duties  in  Certain  Cases  Which  Require  a 
Knowledge  of  the  Law”.  This  is  founded 
on  the  British  jurisprudence  of  that  day, 
-which  held  practically  until  this  day  in  both 
Britain  and  the  United  States,  for  we  ob- 
tained our  jurisprudence  from  across  the 
.sea.  In  those  days,  as  now,  the  doctor  en- 
joyed “exemption  from  serving  on  inquests 
or  juries;  from  bearing  armour,  from  being 
constable  and  church  warden,  and  from  all 
burdensome  offices”. 

It  deals  further  with  the  duties  of  physi- 
cians relative  to  the  last  will  and  testament 
of  the  sick,  with  the  treatment  of  lunatics. 
What  is  to  be  done  in  cases  of  sudden  death 
as  to  the  coroner,  as  to  homicide,  suicide  and 
manslaughter.  The  laws  of  England  guard 
with  assiduous  care  the  lives  of  infants,  es- 
pecially illegitimate  or  bastards. 

Physicians  are  cautioned  to  have  nothing 
to  do  with  duelling,  either  as  principals  or 
attendants.  Deliberate  duelling,  if  one  is 
killed,  is  murdef. 

Homicide  by  poison  is  elaborately  con- 
sidered. Social  morality  is  prominent  and 
the  honor  and  chastity  of  the  female  sex  are 
guarded  from  violence. 

The  physician  in  giving  evidence  is  ex- 
horted to  give  it  in  the  simplest  language 
possible. 

All  this  is  written  in  the  peculiar  style  of 
the  day  with  spelling  of  words  which  is 
now  extinct. 

The  profession  is  under  great  obligation 
to  Professor  Chauncey  Leake,  of  the  Uni- 
versity of  Wisconsin,  for  bringing  our  at- 
tention to  this  remarkable  code  of  ethics 
which  is  the  foundation  of  all  the  codes  on 
medical  ethics  which  have  appeared  since, 
no  less  either  than  that  of  the  American 
Medical  Association. 

Percival’s  Code,  while  very  elaborate  and 
suited  to  the  need  of  Great  Britain,  yet  con- 
tained so  much  of  good  for  the  profession 
everywhere,  became  the  model  for  all  codes 
since  then. 


In  the  early  eighteenth  century,  continu- 
ing on  for  several  decades,  medical  colleges 
multiplied  rapidly.  Many  of  these  had  no 
justification  for  existence  being  preparatory 
and  serving  mostly  as  advertisements  for 
their  respective  faculties.  Many,  however, 
were  practicing  medicine  without  any  prep- 
aration whatever,  or  at  least  a very  meager 
one.  Naturally,  protest  was  inevitable  from 
those  who  had  taken  pains  and  time  and 
spent  money  to  get  a suitable  mental  equip- 
ment. 

At  Lexington,  Kentucky,  was  located 
Transylvania  University,  which  also  taught 
medicine.  One  of  its  professors,  Dr.  Samuel 
Brown,  M.D.  (I  use  the  M.D.  advisedly) 
formed  a secret  society  of  physicians  called 
Kappa  Lambda  Society  of  Aesculapius,  and 
its  members  were  bound  to  a rigid  code  of 
medical  ethics.  It  seems  there  were  a num- 
ber of  chapters  of  this  organization  founded 
throughout  the  country.  But  the  movement 
was  subject  to  attack  and  it  disappeared. 
Nothing  further  is  known  of  Brown,  out- 
side his  activity  in  the  organization  of  this 
society  with  its  noble  ideals.  In  1832  the 
Maryland  Medico  Chirurgical  Society  pub- 
lished, “A  System  of  Medical  Ethics”,  pre- 
faced thus  : 

“In  the  composition  of  this  code  of  ethics, 
free  use  has  been  made  of  Percival's  ethics, 
an  abridgment  of  the  same  by  the  Kappa 
Lambda  Society  of  Philadelphia,  Gregory’s 
Lectures  on  the  Duties  and  Qualifications 
of  a Physician,  the  Code  of  Ethics  drawn  up 
by  the  New  York  State  Medical  Society, 
that  of  the  Connecticut  Medical  Society, 
Rush  Medical  Observations  and  Inquiries, 
and  Lectures,  and  Ryan’s  Medical  Jurispru- 
dence by  Griffith.  This  acknowledgment 
will  render  special  references  unnecessary 
(Leake).  As  intimated,  Benjamin  Rush,  one 
of  the  signers  of  the  Declaration  of  Inde- 
pendence, had  published  in  1794,  “Concern- 
ing Observations  on  the  Duties  of  a Physi- 
cian, and  Methods  of  Improving  Medicine 
Accommodated  to  the  Present  State  of  So- 
ciety and  Manners  in  the  United  States”. 

In  1846  in  Philadelphia  was  organized  the 
American  Medical  Association.  Dr.  N.  S. 
Davis,  of  Chicago,  was  largely  responsible 
for  the  movement.  Of  course,  a constitu- 
tion and  by-laws  were  adopted  next  year, 
together  with  a Code  of  Ethics  which  was 
founded  on  Percival’s  Code.  This  has  under- 
gone many  modifications  since  then  but  the 
basic  principles  are  all  there.  As  to  the 
changes  necessary  the  latest  addition  was 
made  a couple  of  years  ago  in  Section  4 of 
Chapter  II,  entitled,  “Advertising”.  The 
group  idea  in  practice  began  to  manifest  it- 
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self  in  an  obnoxious  manner  in  several  quar- 
ters by  rank  solicitation  of  patients,  and  also 
unethical  advertising,  and  so  the  House 
modified  that  section  to  meet  the  new  con- 
ditions. 

We  call  our  code  now  “The  Principles  of 
Medical  Ethics”  of  the  American  Medical 
Association.  The  profession  has  for  its 
prime  object  the  service  it  can  render  to 
humanity  ; reward  or  financial  gain  should 
be  a subordinate  consideration. 

Chapter  I deals  with  the  duties  of  Physi- 
cians to  their  patients  and  contains  four  sec- 
tions. Chapter  II,  the  Duties  of  Physicians 
to  Each  Other  and  to  the  Profession  at 
Large,  contains  six  articles  of  thirty-one 
sections.  Chapter  III,  on  the  Duties  of  the 
Profession  to  the  Public  has  four  sections. 
The  conclusion  reads  as  follows  : “While  the 
foregoing  statements  express  in  a general 
way  the  duty  of  the  physician  to  his  pati- 
ents, to  other  members  of  the  profesion  and 
to  the  profession  at  large,  as  well  as  of  the 
profession  to  the  public,  it  is  not  supposed 
that  they  cover  the  whole  field  of  medical 
ethics,  or  that  the  physician  is  not  under 
many  duties  and  obligations  besides  these 
herein  set  forth.  In  a word,  it  is  incumbent 
on  the  physician  that  under  all  conditions 
his  bearing  toward  patients,  the  public  and 
fellow  practitioners  should  be  characterized 
by  a gentlemanly  deportment  and  that  he 
constantly  should  behave  toward  others  as 
he  desires  them  to  deal  with  him.  Finally, 
these  principles  are  primarily  for  the  good 
of  the  public,  and  their  enforcement  should 
be  conducted  in  such  a manner  as  shall  de- 
serve and  receive  the  endorsement  of  the 
community.” 

In  Percival’s  code  there  are  ninety-two 
sections  which  are  quite  voluminous  in  de- 
tail. In  our  Principles  it  is  boiled  down  to 
thirty-nine  sections,  tersely  stated  and  in  ad- 
visory form,  and  suited  to  present  medical 
and  surgical  practice. 

The  tendency  of  late  years  has  been  to- 
wards simplicity  of  statement  in  the  m'atter 
of  ethics.  Because  of  the  prostitution  of 
surgery  to  commercial  ends,  the  making  of 
unnecessary  operations,  the  seciet  division  of 
fees  and  the  generally  poor  service  of  hos- 
pitals, a new  organization  took  form  in  1912 
in  the  organization  of  the  American  College 
of  Surgeons,  an  outgrowth  of  the  Clinical 
Congress  of  Surgeons  of  North  America  in 
November,  1912,  and  the  organization  was 
effected  May  5.  1913,  in  the  city  of  Washing- 
ton, with  an  initial  membership  of  450,  and 
it  was  the  privilege  of  three  Lafayette  phy- 
sicans  to  be  among  its  first  members,  Drs. 
George  K.  Throckmorton,  R.  B.  Wetherall 


and  George  F.  Keiper.  It  became  instantly 
popular  and  at  the  time  of  the  second  con- 
vocation in  Philadelphia  over  two  thousand 
were  enrolled  as  fellows. 

Each  fellow  takes  the  following  pledge 
which  is  the  very  code  of  principles  -of 
ethics : 

“Recognizing  that  the  American  College 
of  Surgeons  seeks  to  develop,  exemplify  and 
enforce  the  highest  traditions  of  our  calling, 

1 hereby  pledge  myself,  as  a condition  of 
fellowship  in  the  college,  to  live  in  strict  ac- 
cordance with  all  its  principles,  declarations 
and  regulations.  In  particular  I pledge  my- 
self to  pursue  the  practice  of  surgery  with 
thorough  self  restraint  and  to  place  the  wel- 
fare of  my  patients  above  all  else ; to  ad- 
vance constantly  in  knowledge  by  the  study 
of  surgical  literature,  the  instruction  of  emi- 
nent teachers,  interchange  of  opinion  among 
associates,  and  attendance  on  the  important 
societies  and  clinics ; to  regard  scrupulously 
the  interests  of  my  professional  brothers, 
and  seek  their  counsel  when  in  doubt  of  my 
own  judgment ; to  render  willing  help  to  my 
colleagues  and  to  give  freely  my  services  to 
the  needy.  Moreover,  I pledge  myself,  so 
far  as  I am  able,  to  avoid  the  sins  of  selfish- 
ness ; to  shun  unwarranted  publicity,  dis- 
honest money  seeking-  and  commercialism 
as  disgraceful  to  our  profession ; to  refuse 
utterly  all  secret  money  trades  with  consult- 
ants- and  practitioners ; to  teach  the  patient 
his  financial  duty  to  the  physician  and  to 
urge  the  practitioner  "to  obtain  his  reward 
from  the  patient  openly;  to' make  fees  com- 
mensurate with  the  service  rendered  and 
with  the  patient’s  rights;  and  to  avoid  dis- 
crediting my  associates  by  taking  unwar- 
ranted compensation.  Finally,  I pledge  my- 
self to  cooperate  in  advancing-  and  extending 
by  every  lawful  means  within  my  power  the 
influence  of  the  American  College  of  Sur- 
geons.” 

As  a result  of  this  movement,  the  stand- 
ardization of  hospitals  was  effected  and  to 
be  upon  the  list  of  the  college  a minimum 
standard  is  necessary  to  observe.  Its  head- 
quarters are  in  Chicago,  and  it  is  well  hous- 
ed. Its  endowment  fund  approaches  $650,- 
000.  Its  membership  is  7,400.  But  there  are 
26,000  surgeons  and  100,000  medical  men  in 
the  country,  besides.  The  impress  made  by 
. this  minority  is  felt  by  all  reputable  practi- 
tioners everywhere.  So  much  so  that  the 
physicians  themselves  have  organized  the 
American  College  of  Physicians,  now  four 
years  old,  and  it  has  its  pledge  of  fellowship  : 

“Appreciating-  deeply  that  the  American 
College  of  Physicians  has  been  organized 
for,  and  is  conducted  with  the  object  of  em- 
phasizing, developing  and  propagating  the 
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noblest  principles  and  traditions  of  our  call- 
ing, and  having  voluntarily  sought  to  amal- 
gamate myself  with  this  college  for  the  pur- 
poses specified,  on  this  occasion,  upon  af- 
filiating myself  with  the  college,  I solemnly 
pledge  that  I will  live  in  strict  conformity 
with  its  ideals,  plans  and  regulations. 

“Especially  do  I pledge  myself  to  the  prac- 
tice of  medicine  in  accordance  with  the  high 
principles  specified  by  the  Hippocratic  Oath, 
and  with  the  universally  recognized  ideals 
exemplified  in  the  ‘Golden  Rule’;  to  consider 
ever  primary  to  my  own,  the  welfare  of  pa- 
tients dependent  upon  my  professional 
knowledge  and  skill ; ever  to  respect  the  in- 
terests and  reputation  of  my  colleagues,  as 
occasion  requires  to  supplement  my  own 
judgment  with  the  wisdom  and  counsel  of 
competent  medical  specialists ; to  render  my 
assistance  willingly  to  my  colleagues ; to  ex- 
tend freely  my  professional  aid  to  the  un- 
fortunate, the  poor  and  the  needy ; to  ad- 
vance steadily  in  knowledge  by  the  reading 
of  authoritative  medical  literature,  by  at- 
tendance at  important  gatherings  of  medi- 
cal men,  by  postgraduate  instruction  from 
men  of  eminence  and  position  and  by  the 
free  interchange  of  experience,  and  opinion 
of  my  associates. 

"Further,  I promise,  in  so  far  as  in  me 
lies,  to  shun  the  public  press  or  public  gath- 
erings of  laymen  where  my  attitude  might 
be  regarded  as  seeking  self  advancement ; to 
avoid  selfishness  and  commercialism  in  my 
professional  practice;  to  influence  patients 
to  appreciate  their  financial  responsibilities 
to  their  medical  advisors;  to  adjust  my  fees 
to  the  circumstances  of  my  patient,  and  to 
make  such  fees  commensurate  with  the 
services  rendered  and  to  avoid  discrediting 
my  profession  by  seeking  unwarranted  com- 
pensation. 

“Moreover,  I hereby  condemn,  and  pledge 
myself  to  avoid,  all  questionable  or  abasing 
money  trades  with  brother  practitioners,  or 
with  consultants,  and  I hereby  swear  that, 
at  all  times,  I shall  endeavor  to  spread  such 
ideal  and  high  ethical  mode  of  practice 
among  those  physicians  with  whom  I come 
in  contact. 

Finally,  I solemnly  pledge  myself  to  co- 
operate, by  all  suitable  and  just  means,  in 
extending  and  advocating  the  high  moral, 
ethical  and  professional  and  scientific  prin- 
ciples and  the  influence  for  good  as  speci- 
fied in  the  constitution  and  by-laws  of  the 
American  College  of  Physicians.” 

Both  these  documents  are  splendid  and 
truly  the  medical  profession,  surgically  and 
medically,  has  again  put  itself  on  record  as 


being  utilitarian  and  idealistic,  rather  than 
egotistic;  not  self,  but  service;  altruism  the 
dominant  note  in  service. 

I cannot  close  this  essay  without  referring 
to  Dr.  Frank  B.  W ynn,  of  sacred  memory, 
a true  physician,  honored  and  respected,  not 
only  at  home  where  we  knew  him  so  well 
but  throughout  the  whole  nation  medically 
for  his  achievements  scientifically  and  other- 
wise. He  essayed  some  years  ago  to  write 
on  this  problem  and  published  serially  in. 
the  Journal  of  the  Indiana  State  Medical 
Association  a series  of  articles  on  medical 
ethics,  and  he  concluded  the  series  with  his 
Ten  Commandments  of  Medical  Ethics : 

1.  Reverence  and  Responsibility:  Re- 

member the  Creator  in  the  days  of  thy  pro- 
fessional youth.  Bow  reverently  before  the 
wonderous  human  body,  sick  or  well,  as  thou 
wouldst  before  a sacred  shrine,  conscious  of 
thy  high  duty,  and  resolve  to  serve  to  the 
best  of  thy  power,  whether  the  patient  be 
white  or  black,  prince  or  pauper,  saint  or 
degenerate. 

2.  Historic  Appreciation : Honor  thy 

father  and  thy  mother.  Likewise,  give 
praise  to  the  father  of  medicine  whose  rich 
heritage  of  scientific  and  clinical  truth  has 
been  handed  down  to  thee  through  centuries 
of  patient  toil.  Hold  fast  to  that  which  is 
good,  but  let  not  prejudices,  coming  out  of 
the  past,  blind  thy  vision  to  the  newer  truths 
of  medical  advancement. 

3.  Keep  the  Faith : Thou  shalt  not 

worship  the  graven  images  of  false  practice, 
of  avarice  and  selfishness,  which  eat  at  the 
very  heart  of  medical  idealism ; of  clever 
artifice  or  brazen  quackery  which  knowing- 
ly deceives ; of  erratic  isms  and  cults  which 
tell  but  half  truths,  leading  the  ignorant  and 
unwary  astray. 

4.  Inviolable  Confidences  : Thou  shalt  not 
disclose  the  secrets  confined  to  thy  keeping 
by  trusting  patients,  unless  they  be  of  crim- 
inal or  treasonable  import.  Nor  shalt  thou 
abuse  the  intimacy  granted  thee  by  women, 
which  becomes  a professional  and  moral  ob- 
ligation thou  shouldst  hold  inviolate. 

5.  The  Sanctity  of  Life.  Thou  shalt  not 
hazard  life  unwarrantedly.  Neither  shalt 
thou  shirk  before  the  obvious  perils  of  duty 
when  life  is  at  stake.  The  unborn  shalt  thou 
not  destroy,  except  after  due  consultation  it 
is  deemed  advisable  for  the  larger  saving 
of  life.  Suffer  not  death  to  come  through 
neglect  in  the  care  of  the  sick,  nor  from 
failure  in  reading,  study  and  counsel,  to  gain 
the  greatest  benefit  for  the  patient. 

6.  Professional  Cooperation : Thou  shalt 
not  bear  false  witness  against  a worthy  pro- 
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fessional  brother,  but  seek  even  to  protect 
his  reputation  from  calumnious  attack  by 
misinterpreting  laymen.  Of  thy  knowledge 
give  him  unstintingly,  counselling  and  co- 
operating for  medical  progress. 

7.  ■ Gentlemanly  Conduct : Thou  shalt  not 
prate  of  cases,  nor  countenance  unseemly 
boosting  of  thy  achievements  in  the  lay 
press.  Always  a gentleman,  let  thy  conduct 
be  reserved 'but  without  flattery;  dignified 
but  of  a warm  heart ; tender  in  ministration, 
but  firm  in  command ; clean  of  body,  speech 
and  mind. 

8.  Honest  in  Business ; Thou  shalt  not 
steal ; neither  shalt  thou  make  extortionate 
charges  nor  deceive  by  the  secret  division  of 
fees.  Let  thy  service  be  worthy  of  hire  for 
which  exact  fair  compensation,  but  by  open 
methods,  with  conscience  void  of  offense  to- 
ward thy  fellow  men. 

9.  Obligation  to  One’s  Own : Take  heed 
of  the  morrow  for  the  sake  of  thine  own 
flesh  and  blood.  Therefore  shalt  thou  keep 
orderly  accounts,  collecting  from  the  full 
handed  just  recompense  for  service  rendered. 
To  the  poor  and  to  families  of  deserving 
colleagues  thou  shouldst  account  it  a privi- 
lege to  render  faithful  attention. 

o 

10.  Personal  and  Public  Service : Re- 

member thou  art  thy  brother’s  keeper  phy- 
sically in  the  measures  advised  for  the  pre- 
vention. alleviation  or  healing  of  disease ; 
spiritually  in  the  cheer  thou  bringest  to 
heavy  hearts  and  the  courage  thou  givest 
to  halting  steps.  So  walking  upright  before 
man,  mayest  thou  show  thyself  approved 
unto  God.  Thus  journeying  toward  life’s 
end,  if  not  singing  with  "the  Psalmist,  “My 
cup  runneth  over’’,  thou  wilt  at  least  be  sus- 
tained by  the  reflections  of  “A  workman 
who  needeth  not  be  ashamed”. 

Soon  after  writing  the  above  Frank  Wynn 
suddenly  did  come  to  life’s  end,  no  doubt 
singing  with  the  Psalmist  the  concluding 
words  of  his  Ten  Commandments. 

Medicine  is  a profession  for  good  men. 

I have  stated  that  the  tendency  is  towards 
simplicity  of  statement  or  rather  back  to 
the  simplicity  of  statement  for  did  not  the 
Great  Physician  after  all  give  us  in  a few 
words  the  real  essence  of  it  all  when  he  said : 
“That  which  ye  would  that  men  should  do 
to  you  do  ye  likewise  to  them”. 


Ananias,  D.D.S. 

Dentist — “Now  open  your  mouth  wide  and  I 
won’t  hurt  you  a bit.,” 

Patient  (a  few  minutes  later) — “Doctor  I 
know  what  Ananias  did  for  a living.” — (Boston 
Transcript) 


esthetics 

THE  FRUIT  OF  THE  FAMILY  TREE 

(Continued  from  the  September  Journal.) 

Woman’s  Place  in  Race  Improvement. 

We  come  now  to  the  practical  application 
of  some  300  pages  of  fascinating  reading — 
superlatively  fascinating  in  that  most  of  it 
seems  to  each  reader  to  bear  such  a vitally 
personal  message — and  in  race  improvement, 
as  in  other  matters,  when  it  narrows  right  down 
to  executive  detail,  woman’s  place  is  no  sine- 
cure. “To  make  her  natural  passion  her  po- 
litical platform”  she  must  be  on  intimate  terms 
with  biology,  sociology  and  legislative  pro- 
cedure. She  will  then  be  qualified  to  enter, 
and  eventually  take  with  her  the  human  race, 
into  Eugenics — the  land  of  the  well-born.  As 
the  author  points  out,  this  is  a most  misunder- 
stood realm,  synonymous  in  the  minds  of  the 
uninformed  with  sex  hygiene,  vice  campaigns, 
personal  health  certificates  before  marriage, 
free  love,  trial  marriage,  “breeding  human  be- 
ings like  animals”,  killing  off  weaklings  or 
scientific  love  making.  It  is  none  of  these 
things,  although  some  of  them  are  excellent 
public  measures  with  possibly  limited  bearing 
upon  the  character  of  the  next  generation. 
Eugenics  “has  to  do  only  with  those  agencies 
which  will  improve  or  impair  the  inborn  health 
and  quality  of  the  children  yet  unborn”.  Since 
this  takes  in  almost  the  whole  range  of  eco- 
nomic, educational,  social,  political,  moral  and 
religious  agencies,  the  gamut  of  normal  fem- 
inine interests  would  seem  to  be  pretty  well 
covered. 

As  one  first  plank  in  her  platform,  the 
woman  voter  should  advocate  a survey  of  the 
human  family  and  its  biologic  assets — its  physi- 
cal stamina  and  mental  soundness.  The  pedi- 
gree of  every  family  in  America  should  be 
placed  on  record  (as  are  those  of  pedigreed 
hogs,  mules,  horses,  sheep,  cattle  and  goats). 

“.  . . . scarcely  one  person  in  a hundred  knows 
even  the  names  of  his  8 great-grandparents,  let 
alone  their  achievements,  character,  diseases,  de- 
fects and  virtues — in  short,  the  quality  of  blood 
now  coursing  in  his  own  veins,  which  largely 
makes  him  what  he  is,  determines  mainly  his 
health,  character,  length  of  life  and  happiness, 
and  will  enormously  influence  the  health,  char- 
acter, happiness  and  length  of  life  of  his  future 
children.” 

It  will  be  argued  that  young  people  in 
love  are  not  going  to  pick  their  mates  out  of 
a pedigree  book ; nor  is  this  what  the  scientist 
expects.  The  psychologist  does  not  believe, 
on  the  other  hand,  that  marriages  are  alto- 
gether made  in  heaven ; he  knows  that  styles  in 
wives  and  husbands  change  with  nearly  every 
generation  and  that  selection  is  largely  in- 
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fluenced  by  early  education.  All  this  new  and 
wonderful  knowledge,  instead  of  taking  away 
from,  has  in  the  author’s  belief  only  added  to, 
the  romance  of  love,  marriage  and  children. 
Can  anything  more  completely  blast  the  ro- 
mance of  marriage  than  defective,  neurotic, 
uncontrollable  children  ? Does  anything  pre- 
serve the  romance  more  permanently  than 
healthy y happy,  well-born  children?  When 
young  men  and  women  realize  that  they  are 
the  guardians  of  this  precious  'heredity  carried 
in  the  tiny  germ-cells — the  dignity,  responsi- 
bility and  beauty  of  marriage  is  bound  to  be 
elevated. 

Another  plank  in  woman’s  eugenic  platform 
should  be  the  establishment  in  every  state  of 
a State  Board  of  Heredity  and  Eugenics, 
which,  in  addition  to  cooperating  with  many 
existing  boards,  would  study  the  probable 
eugenic  or  dysgenic  effect  of  every  proposed 
piece  of  legislation.  The  thing  of  prime  im- 
portance is  that  woman  is  now  a free  politi- 
cal agent  and  her  natural  instincts  are  those 
which  minister  to  race  conservation  and  race 
improvement.  If  women  are  merely  to  fight 
and  scramble  over  the  same  old  political  ques- 
tions, they  will  merely  increase  the  quantity  of 
politics  without  adding  anything  to  its  qual- 
ity. If,  through  woman’s  freedom  and  power, 
eugenics  should  take  its  place  among  the  great 
religious  movements  of  mankind,  tuberculosis 
would  soon  become  as  rare  as  a solar  eclipse, 
and  feeble-mindedness,  insanity  and  pauperism, 
with  all  their  associated  crime,  could  be  well- 
nigh  banished  from  the  world. 

Can  We  Make  Motherhood  Fashionable? 

Turning  to  the  obvious  biologic  aspect  of 
woman’s  place  in  race  improvement,  our  author 
finds  even  desirable  and  desiring  parents 
hedged  about  by  many  obstacles,  chiefly  econ- 
omic and  often  taking  the  form  of  the  “No 
Children”  sign  on  apartment  houses.  To  off- 
set this  state  of  affairs  he  cites  several  in- 
stances in  which  the  landlord  not  only  offers 
a bonus  for  every  baby  born  to  his  tenants, 
but  provides  play-rooms,  gymnasiums,  sun- 
parlors,  a baby  carriage  garage  and  a place 
to  make  mud  pies!  “No  doubt  thousands  of 
babies  have  never  been  born  because  the  par- 
ents had  no  place  for  them  to  make  mud  pies.” 
Another  hopeful  sign  comes  from  a survey  of 
40  leading  apartment  houses  in  Washington, 
D.  C.,  showing  that  while  11  refused  dogs, 
only  one  refused  babies.  “So  at  least  it  seems 
the  baby  is  beginning  to  win  its  fight  against 
the  poodle.”  A further  encouraging  factor  is 
the  institution,  in  schools  and  colleges,  of 
scientific  courses  of  study  concerned  with 
problems,  privileges  and  duties  of  motherhood. 
Of  even  more  favorable  portent  for  race  im- 


provement is  the  fact  that  more  than  100  col- 
leges have  established  courses  in  heredity  and 
eugenics,  including  studies  of  the  pupil’s  own 
family  histories.  It  is  true,  of  course,  that  vast 
numbers  of  women  are  deliberately  refusing 
motherhood.  But  it  can  be  asked  if  these  are 
not  the  very  ones  that  might  just  as  well  be 
weeded  out  because  of  their  selfishness?  The 
new  education  will  appeal  to  those  young  men 
and  women  richly  endowed  by  nature  with 
the  great  human  emotions,  imaginative,  ideal- 
istic and  aspiring — the  desirable  type  to  be 
perpetuated. 

We  must  accept  as  a fact,  proved  by  Pro- 
fessor Karl  Pearson,  that  one-fourth  of  the 
married  people  of  each  generation  produce  one- 
half  of  the  next.  “This  is  one  of  the  greatest 
warnings  that  modern  biology  has  issued  to 
statesmen.”  And  it  is  to  be  noted  further 
that  in  our  time  the  lower,  more  incompetent 
one-half  is  producing  about  three-fourths  of 
the  next  generation.  Such  a program  would 
wreck  the  stock  of  any  breeder.  Just  here 
biology  warns  the  statesman,  the  educator  and 
philanthropist  that  unlimited  charity  and  hy- 
giene will  not  stay  the  hand  of  nature.  Charity 
which  permits  its  votaries  to  reproduce 
“creates  half  the  misery  of  the  world”,  and 
“charity  will  never  relieve  one-half  the  misery 
which  it  creates”. 

“But  if  motherhood  can  once  more  be  made  a 
fashion  among  the  better  one-half,  and  sound 
housing,  economic  and  labor  conditions  set  up, 
so  that  these  stocks  can  be  induced  to  produce 
more  than  their  share;  if  the  lower  one-half,  by 
the  diffusion  of  birth  control  and  many  other 
measures  which  are  not  repressive  nor  lacking 
in  true  humanitarianism,  can  be  so  educated  that 
it  will  produce  less  than  its  share,  the  central 
problem  of  race  progress  will  be  solved.” 

Birth  Control — A Two-Edged  Sword. 

The  power  to  produce  or  withhold  the  lives 
of  children  at  will  is  the  most  dangerous  two- 
edged  sword  ever  placed  in  the  hands  of  hu- 
man beings.  If  it  cuts  with  one  edge  it  will 
be  an  instrument  for  racial  salvation.  If  it 
cuts  with  the  other  edge  it  will  bring  every 
civilization  which  tries  it  to  its  day  of  doom. 
The  one  central  question  is,  who  is  going  to 
have  the  children — the  wise,  provident  and 
strong,  or  the  weak,  thoughtless  and  stupid? 
The  plain  fact  is  that  if  civilization  is  to  con- 
tinue, the  higher  classes  must  have  more  chil- 
dren. For  numerous  statisticians  have  proved 
that  unless  an  average  of  3JJ  children  are  born 
to  every  couple  who  have  any  children  at  all, 
the  race  will  gradually  die  out.  Therefore, 
since  some  women  can  not  have  children,  and 
some  will  not,  and  some  do  not  marry,  and 
some  children  die,  it  is  clear  that  some  women 
must  go  on  producing  6 to  10  children. 

The  Birth  Control  Congress,  held  in  Novem- 
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ber,  1921,  in  New  York,  passed  a resolution 
stating  that  the  purpose  of  the  Birth  Control 
League  is  to  encourage  good  sound  families 
among  our  abler  and  more  successful  stocks. 
Had  this  resolution  not  been  passed,  every 
biologist  and  true  eugenicist  would  have  left 
its  ranks.  It  is  to  the  interest  of  every  lover 
of  America,  and  of  humanity  to  study  and 
understand  this  problem  of  birth  control.  It 
is  the  central,  outstanding  fact  of  modern  civ- 
ilization. In  the  little  country  of  Holland  50 
birth  control  clinics  have  been  established 
where  parents  may  receive  individual  advice. 

“It  is  a travesty  upon  American  civilization 
that  such  clinics  are  not  now  in  full  operation 
in  every  town  and  hamlet  of  the  nation.  This 
advice  should  be  given  at  the  lowest  possible 
charge,  and  to  the  poor  who  need  it  most  it 
should  be  given  free.  It  is  enormously  in  the 
interest  of  the  abler  classes  to  pay  this  expense.” 

“Within  15  years,  according  to  Professor  El.  M. 
East,  of  Harvard  University,  we  shall  need  every 
ounce  of  food  our  soil  can  produce  to  feed  our  own 
people.  Now  whether  when  we  reach  war  and 
famine  we  shall  be  fighting  each  other  for  food, 
or  shall  be  an  upstanding  breed  of  free  and 
able  people,  our  upper  classes  constantly  produc- 
ing a little  more,  and  our  lower  classes  a little 
less  than  their  share  of  children,  and  thus  slowly 
marching  toward  health,  beauty,  strength  and 
sanity  in  the  race,  is  entirely  in  our  own  hands. 
Every  biologist,  every  statistician,  and  every  stu- 
dent of  the  factors  that  make  races  and  men, 
knows  that  beyond  the  horizon  lie  just  two 
things.  One  is  race  improvement  through  ra- 
tional birth  control — a gradual  decrease  of  the 
badly  born  and  an  increase  of  the  well-born — 
the  other  is  Armageddon.” 

Does  Heredity  or  Environment  Make  Men? 

All  men  are  born  unequal.  In  all  the  com- 
mon rights  of  man — the  right  to  life,  liberty 
and  the  pursuit  of  happiness — the  world  now 
c ncedes  that  one  man  is  a good  as  another. 
But  the  more  you  equalize  opportunity,  the 
more  you  unequalize  men.  The  more  you  de- 
velop and  educate  inherent  differences,  the 
more  they  grow  into  larger  differences.  The 
question  at  issue  in  this  world  old  heredity- 
environment  debate  is  what  causes  these  dif- 
ferences. 

That  it  is  impossible  to  separate  heredity 
from  environment  is  probably  true  when  we 
consider  merely  one  individual.  For  all  we 
knew,  a man  may  commit  a particular  crime  or 
take  a particular  drink  entirely  from  environ- 
ment. And  it  may  be  that  he  can  be  pre- 
vented from  performing  these  particular  acts 
entirely  from  environment.  But  when  it 
comes  to  the  question  as  to  which  one  of  two 
individuals  is  the  more  likely  to  commit  crime 
at  some  time  in  his  life  or  to  take  to  excessive 
drink,  we  are  in  reality  dealing  with  a differ- 
ent set  of  scientific  problems,  "therefore  we 
can  not  consider  the  heredity-environment 
pr  oblem  with  much  assurance  of  success,  either 


in  method  or  logic,  unless  we  consider  it  as 
the  problem  of  differences  among  men.  And 
since  the  prizes  of  life  are  nearly  all  relative 
matters,  the  result  is  that  heredity  is  the  most 
important  factor  in  determining  who  shall  se- 
cure these  prizes  and  who  shall  not.  Those 
who  cite  the  Civil  War  as  the  opportunity 
which  made  Lincoln  immortal,  should  bear  in 
mind  that  the  same  opportunity  existed  for 
the  4 or  5 million  other  men  who  were  born 
and  grew  up  about  the  same  time,  and  that 
even  the  men  in  Lincoln’s  cabinet,  who  had 
the  stimulus  of  his  overwhelming  personality, 
did  not  become  Lincolns. 

A man  gives  to  his  environment  and  re- 
ceives from  it  just  in  proportion  to  the  rich- 
ness of  his  own  nature.  T he  things  which 
men  can  do  depend  upon  the  tools  that  are 
at  hand  in  the  form  of  environment,  social  or- 
ganization, ideals  and  systems  of  education. 
But  what  each  man  does  with  these  tools  de- 
pends almost  entirely  upon  his  individual  in- 
born heritage. 

The  tangle  of  heredity  and  environment 
may  be  much  simplified  by  the  example  of 
James  and  George — two  brothers  in  whom 
there  was  no  marked  outward  difference.  Their 
parents  tried  to  treat  them  exactly  alike,  but 
James  was  always  late;  George  was  prompt. 
James  fell  behind  at  school ; George  shot  ahead. 
Thirty  years  later  George  was  in  the  U.  S. 
Senate,  while  James  was  keeping  a fourth 
class  pie  counter.  George  married  into  a 
prominent  family  and  has  two  children  of 
marked  promise;  James  married  a woman  of 
his  own  type  and  his  two  children  show  every 
promise  of  carrying  on  the  pie  counter. 

The  inspiring  fact  about  all  this  to  the 
author  is  the  proof  that  we  are  not  slaves  but 
masters  of  our  environment.  If  environment 
had  the  power  to  change  fundamental  charac- 
ter, no  one  could  tell  what  sort  of  person  he 
might  be  20  years  hence.  Karl  Pearson  has 
said,  “It  is  man  who  makes  his  own  environ- 
ment, and  not  environment  that  makes  the 
man.”  Life  is  self-expression,  self-realization. 
Study  the  lives  of  your  immediate  ancestors. 
You  probably  have  a great  deal  of  good  hered- 
ity going  to  waste.  It  is  your  duty  to  use  all 
your  inherited  powers  in  building  an  environ- 
ment in  which  both  you  and  your  descendants 
may  make  the  noblest  practical  achievements. 
Instead  of  being  antagonistic,  heredity  and 
environment  are  reciprocal  agencies,  both 
placed  by  science  within  the  grasp  of  man,  by 
which  he  can  lift  his  species  out  of  the  bloody 
sea  of  natural  selection  and  fare  more  happily 
forward.  The  Garden  of  Eden  is  in  the  fu- 
ture, and  the  trees  of  knowledge  grow  all  along 
the  highway  that  leads  to  it. 
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What  the  Doctor  Can  Do  to  Improve  the 
Human  Race. 

One  naturally  thinks  of  the  physician  first 
as  the  one  who  comes  most  directly  into  con- 
tact with  life  at  its  beginnings,  the  one  who 
comes  more  intimately  into  the  secrets  of  the 
human  heart  than  any  other  person  in  the 
community.  It  is  true  that  he  must  devote  his 
skill  and  knowledge  first  to  healing  the  sick 
and  patching  up  the  sort  of  people  that  are 
already  born.  But  every  physician  must  long 
for  a time  when  people  are  born  better,  strong- 
er, and  freer  from  defect  and  disease.  If  we 
had  some  magic  potion  that  we  could  admin- 
ister to  the  parents  to  insure  them  healthy 
and  intelligent  children,  children  that  would 
never  need  physicians,  there  is  no  doctor  wor- 
thy the  name  that  would  not  gladly  destroy 
his  own  profession  in  order  to  attain  such  a 
happy  consummation.  But  since  no  such  medi- 
cal magic  is  at  hand,  if  you  are  a physician 
you  can  do  some  very  practical  things  which 
will  in  a predictable  wav  project  the  effect  of 
your  advice  down  the  stream  of  time ; advice 
which,  when  you  are  gone,  will  leave  a trail  of 
inborn  health  and  vigor  to  the  children  that 
are  still  in  the  womb  of  the  future. 

It  seems  to  me,  were  I a physician,  says 
W iggan,  and  I know  a number  of  physicians 
who  feel  as  I do,  that,  when  I came  into  a 
community,  I should  as  rapidly  as  possible 
learn  the  histories  of  families  in  the  neigh- 
borhood. especially  those  of  my  own  patients. 
I should,  in  so  far  as  time  and  money  per- 
mitted, chart  out  these  family  histories  for 
my  own  reference  or  that  of  my  colleagues, 
and  carry  as  many  of  the  marriages  and  the 
type  of  children  that  had  resulted  from  them 
as  I possibly  could  in  my  memory.  A physi- 
cian should  be  something  of  a genealogist.  He 
is  frequently  consulted  about  proposed  mar- 
riages and  also  by  parents  as  to  the  advisa- 
bility of  bringing  more  children  into  the  world. 
A knowldge  of  heredity  and  a fund  of  in- 
formation gained  by  long  intimacy  with  this 
particular  family  and  its  ancestry  will  aid  both 
him  and  his  patient  at  this  important  juncture. 
He  need  not  become  an  expert  in  genetics 
and  the  mathematical  analysis  of  hereditary 
complexes,  but  there  are  some  things  so  ob- 
viously due  to  heredity  that  he  can  make  his 
advice  sane,  cautious  and  effective. 

In  addition,  physicians  are  often  called  upon 
to  speak  at  community  meetings  where  social 
problems  are  up  for  consideration.  At  such 
times,  short  talks  about  heredity,  marriage 
selection,  the  value  of  inborn  mental  and  phy- 
sical soundness,  with  perhaps  a chart  or  two  of 
some  family  pedigree  where  the  names  are  not 
disclosed  can  be  made  valuable  in  bringing  the 
lesson  of  eugenics  home  to  the  every-day  man. 


Hap  Jfltrror  Reflections; 


THE  PROBLEM  OF  EXPERT 
TESTIMONY. 

1 lie  New  York  Herald-Tribune,  June  12, 
1926,  presented  an  editorial  which  set  forth 
in  succinct  form  the  views  held  by  most  physi- 
cians on  the  question  of  expert  testimony  at 
court  trials.  The  State  Society  has,  through 
its  Welfare  Committee,  been  considering  this 
problem  for  several  years  and  will  continue 
its  efforts  to  bring  about  some  more  satisfac- 
tory court  procedures.  The  State  Bar  Asso- 
ciation has  promised  to  cooperate,  and  there 
was  introduced  at  the  last  General  Assembly 
an  act  to  improve  the  situation  by  providing 
for  judicial  appointment  of  impartial  witnesses. 
I he  measure  never  came  out  of  committee. 
Doubtless  the  Assembly  is  not  sufficiently  well 
informed  as  to  the  need  for  such  a law,  but 
it  must  come  in  time. 

The  editorial  quoted  below  refers  to  action 
taken  by  the  American  Psychiatric  Associa- 
tion at  its  Annual  Meeting  in  June  last: 

“The  report  of  its  legal  committee,  presented 
this  week  to  the  annual  meeting  of  the  American 
Psychiatric  Association,  contains  a recommenda- 
tion which  deserves  indorsement  and  acceptance, 
not  only  for  questions  of  insanity,  but  for  all 
scientific  or  technical  matters  concerning  which 
special  experts  are  called  upon  to  assist  the 
machinery  of  our  courts.  The  committee  recom- 
mends that  experts  called  to  testify  in  insanity 
trials  should  do  so  impartially,  instead  of  being, 
as  they  now  are,  partisan  contestants  for  one 
side  or  the  other  of  the  case. 

“The  excuse  for  bringing  special  experts  into 
court  at  all  is  that  the  case  turns  to  some  degree 
upon  technical  matters  which  only  those  of  spe- 
cial training  and  experience  are  competent  to 
understand.  In  theory,  the  experts  explain  these 
matters  to  the  judge  or  jury.  The  usual  machin- 
ery of  legal  decision  can  then  proceed.  This 
works  well  enough  if  the  experts  are  competent 
and  impartial.  The  facts  and  opinions  of  science 
are  seldom  complicated.  It  is  not  difficult  to  ex- 
plain them  clearly  if  one  tries  hard  enough.  At 
present,  however,  it  is  too  often  the  aim  of  the 
experts  to  explain  only  half  of  the  facts;  to  em- 
phasize the  considerations  favorable  to  one  side 
and  to  suppress  those  which  might  benefit  the 
other  side.  Justifiable  as  this  attitude  may  be 
for  legal  counsel,  who  are  frankly  and  necessarily 
partisan,  it  is  entirely  improper  when  applied  to 
expert  testimony.  Too  often  the  judge  and  jury 
are  left  more  befuddled  than  ever,  their  only  re- 
course being  to  decide  the  case  on  other  con- 
siderations, without  benefit  of  science  at  all. 

“So  great  has  grown  the  scandal  of  this  situa- 
tion in  the  minds  of  conscientious  scientists  and 
engineers  that  many  leaders  of  these  professions 
now  refuse  to  testify  as  experts  unless  by  stipu- 
lation of  both  sides,  or  by  direct  appointment 
from  the  court.  This  is  the  plan  which  the  com- 
mittee of  psychiatrists  now  support.  Its  only 
difficulty  is  that  of  how  to  pay  the  experts.  The 
fees  of  well-trained  men  are  necessarily  high. 
Litigants  will  pay  these  fees  if  direct  advantages 
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are  to  be  expected,  but  not  otherwise.  Public 
funds  are  always  insufficient.  There  is  one  pos- 
sible solution;  a radical  one,  but  probably  not 
unthinkable.  It  is  to  ask  recognized  experts  to 
testify  impartially,  when  requested  by  a court, 
either  without  fee  or  for  a fixed  and  moderate 
one.  The  medical,  scientific  and  engineering- 
professions  are  probably  quite  public-spirited 
enough  to  do  this,  to  a reasonable  extent,  if  the 
legal  machinery  can  be  adjusted  to  permit  it.” 


GOLF  SUICIDE. 

Under  the  above  title,  the  New  York  Sun, 
March  31,  1926,  published  the  following  edi- 
torial : 

The  term  “golf  suicide”,  coined  by  Dr.  M.  J. 
Seifert  of  the  Gorgas  Memorial  Institute,  is  a 
felicitous  expression  for  an  unpleasant  phenome- 
non. It  should  be  useful  to  a public  which  is 
captivated  by  fanciful  phrases  and  is  often  led 
into  a wise  course  of  action  by  some  striking 
formula  of  words. 

Dr.  Seifert  defines  golf  suicide  as  death  on  the 
golf  course  from  heart  disease  which  was  un- 
suspected by  the  sufferer.  He  goes  on  to  ex- 
plain that  such  deaths  would  be  preventable  in 
most  cases  if  ‘every  golfer  over  5 0 would  pre- 
cede his  playing  season  by  a thorough  physical 
examination.’ 

That  is  a sound  and  sensible  suggestion. 
Nothing  is  more  difficult  than  to  convince  the 
average  man  of  middle  age  that  he  is  of  middle 
age.  As  long  as  he  ‘feels  all  right’  and  is  able 
to  take  his  nourishment  regularly  and  easily  it 
is  pretty  hard  to  get  into  his  head  the  fact  that 
bones,  tissues,  muscles  and  internal  organs  are 
not  what  they  were  when  he  was  younger.  They 
may  in  fact  be  in  excellent  condition  when  the 
man’s  age  and  environment  are  considered,  and 
yet  be  wholly  unadapted  to  strenuous  exercise  they 
might  have  performed  without  risk  but  a few 
years  before.  Thus  moderate  indulgence  in  golf 
might  be  wholly  salutary  for  a man  to  whom 
overindulgence  would  be  dangerous. 

It  is  one  of  the  notions  in  which  the  average 
man  takes  most  pride  that  his  own  body  knows 
what  is  best  for  it.  There  is  a good  deal  of 
truth  in  that  too,  but  it  is  by  no  means  wholly 
true.  Nature  has  a way  of  going  on  by  covering 
up  for  a long  time  defects  she  does  not  repair. 
Many  a man  deceives  himself  with  the  false  ex- 
hilaration which  sometimes  comes  from  fatigue, 
thus  keeping  active  beyond  the  safety  line.  And 
when  nature  does  present  a bill  for  deferred  pay- 
ments she  is  a harsh  and  exacting  creditor. 

The  answer  to  all  this  is  simple.  It  costs 
very  little  in  time  and  money — less  of  both  than 
the  total  expense  for  a golfing  week  end — to  go 
to  a physician  once. a year  for  a physical  i'nven- 
tory.  Anybody  who  can  afford  to  play  golf  can 
afford  to  see  a doctor.  In  health  as  in  all  other 
things  knowledge  is  power.  The  man  who  knows 
his  own  weaknesses  and  knows  them  in  time  has 
already  gone  a long  way  toward  correcting  them, 
if  correction  be  possible,  and  toward  easing  the 
strain  on  them  if  they  cannot  be  corrected. 


COMPENSABLE  DISEASES. 

Under  Workmen’s  Compensation  Law. 

In  the  July  Journal,  the  Commissioner  of 
Labor,  Dr.  McBride,  called  attention  to  the 
increasing  number  of  diseases  for  which  com- 


pensation is  now  allowable  under  the  New  Jer- 
sey law  and  asked  for  the  prompt  recording  of 
all  cases. 

An  interesting  note  on  this  topic  appeared 
in  the  Newark  Evening  News,  May  7,  1926: 

OCCUPATIONAL  DISEASES  INCREASE  WITH 
INDUSTRY. 

Passage  by  the  Legislature  of  the  Roberts 
bill,  placing  radium  necrosis  in  the  list  of  com- 
pensable diseases  under  the  workmen’s  compen- 
sation act,  may  have  been  a factor  in  the  settle- 
ment out  of  court  of  three  suits  based  upon 
claims  for  damages  due  to  deaths  charged  up 
to  that  new  industrial  ailment.  Not  that  the  law 
was  retroactive,  for  it  could  not  be,  but  the 
Consumers’  League,  sponsor  of  the  bill,  backed 
by  other  women’s  organizations  and  union  labor, 
had  devoted  much  energy  to  obtaining  evidence 
from  experts  to  show  that  the  disease  was  oc- 
cupational in  character.  The  new  act,  which  is 
Chapter  31  of  the  laws  of  1926,  was  real  wel- 
fare legislation. 

It  took  a good  many  years  to  put  occupational 
diseases  into  the  workmen’s  compensation  act. 
The  main  act  was  passed  in  1911,  the  first  year 
of  the  Wilson  administration  at  Trenton.  In 
1914  lead  poisoning  was  recognized  as  an  oc- 
cupational disease  and  safeguards  against  it 
were  provided,  with  penalties  for  infractions. 
But  it  was  ten  years  later  when  the  supplement 
was  passed  providing  for  the  compensating  of 
workmen  contracting  any  one  of  nine  occupa- 
tional diseases — anthrax,  caisson  disease,  and 
poisoning  from  lead,  mercury,  arsenic,  phos- 
phorus, benzene,  wood  alcohol  and  chrome.  The 
law  this  year  adds  to  the  diseases  listed  in  the 
supplement  of  1924  mesothorium,  or  radium 
necrosis. 

This  list  is  likely  to  be  extended  in  the  future 
as  new  processes  of  manufacture  and  the  use  of 
new  chemicals  further  widen  our  manufacturing 
life,  but  where  it  can  be  shown  that  a new  dis- 
ease is  occupational  in  character  it  will  not  be 
necessary  to  go  through  the  long  struggle  of  the 
past  decade  to  have  that  fact  recognized  in  con- 
nection with  the  workmen’s  compensation  act. 


3n  Htgfjter 


Retort. 

‘ What  you  don’t  know 

Won’t  hurt  you.”  So  he  said. 
That’s  all  the  answer  I could,  get, 

And  yet 

This  thought  came  to  me  late,  when 
time  had  sped: 

“For  you  it’s  lucky  so — 

For  otherwise  you  would  have  been, 
I’ll  bet, 

An  undertaker’s  client  long  ago!” 

(S.  R„  in  Life.) 


Prof — Now  as  you  all  know  the  law  of  gravita- 
tion explains  -why  we,  stay  on  earth. 

Stude — But  how  did  people  stay  before  the 
law  was  passed? — (Rutgers  Chanticleer) 


It  is  estimated  that  the  total  cost  of  govern- 
ment in  this  country  last  year  was  $10,252,000,- 
000 — proving  again  that  the  American  people 
will  pay  almost  anything  for  amusement. — (Life) 
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(Observations  from  tbe  lighthouse. 


RADIOLOGY  IN  GENERAL  PRACTICE. 

Despite  the  many  years  during  which  x-rays 
and  radium  have  been  available  for  diagnosis 
and  treatment,  the  average  practitioner  does  not 
fully  realize  just  what  service  the  radiologist 
can  render  both  him  and  his  patient.  That  the 
radiologist  should  be  treated  as  a consultant 
rather  than  as  a mere  technician  is  the  plea 
often  reiterated  by  these  specialists  and  it  is 
voiced  again  by  Joseph  Aspray  (Northwest  Med., 
25:302,  June,  192G),  in  a paper  which  briefly  out- 
lines a few  of  the  many  ways  in  which  the  radi- 
ologist can  be  of  distinct  help  in  the  diagnosis  and 
treatment  of  disease. 

In  injuries  to  the  bones  and  joints,  fractures 
and  dislocations  are  clearly  shown,  reduction 
has  been  made  more  sure,  the  progress  of  union 
can  be  followed,  callus  formation  can  be  dem- 
onstrated, osteomyelitis  in  its  chronic  stages  can 
be  identified  and  the  type  and  extent  of  bone 
tumors  can  be  determined  by  x-ray  examinations. 
In  the  region  of  the  skull,  aside  from  the  ques- 
tion of  fracture,  a roentgenogram  will  give  in- 
formation with  respect  to  the  type  of  mastoid 
present,  its  extent,  and  the  presence  or  absence 
of  indications  of  infection.  It  also  gives  the 
relative  position  of  the  lateral  sinus,  important 
knowledge  for  the  operating  surgeon.  Examina- 
tion of  the  sinuses  shows  their  size  and  density. 

1 he  function  of  the  x-rays  in  regard  to  crowned, 
heavily  filled  and  devitalized  teeth  is  well  known. 
Within  the  chest  minute  abnormal  densities  are 
detected  which  can  not  be  found  by  any  other 
method;  tuberculous  lesions  are  demonstrated 
before  clinical  chest  findings  are  present;  the  ex- 
tent and  location  of  the  tuberculous  process,  its 
general  type,  the  presence  of  cavities,  the  amount 
of  exudative  inflammatory  reaction,  the  presence 
of  pleuial  density  and  effusions,  secondary  evi- 
dence of  the  latter  and  distortion  of  the  medias- 
tinal viscera  as  the  result  of  fibrosis  and  ad- 
hesions, and  in  most  cases  the  activity  of  the  tu- 
berculous process,  can  be  quite  accurately  deter- 
mined from  an  analysis  of  the  x-ray  findings. 
Lung  abscess  gives  a dense  area  of  inflamma- 
tion; after  evacuation  the  resulting  cavity  is 
clearly  shown  and  its  progress  followed;  bron- 
chiectasis can  be  detected  and  pneumonoconiosis 
can  be  differentiated  from  chronic  pulmonary 
tuberculosis.  Lung  tumors  may  be  located  in 
time  for  beneficial  therapy. 

Examination  of  the  esophagus  by  a thick  and 
thin  barium  meal  will  demonstrate  filling  defects 
due  to  pressure  of  extrinsic  tumors,  cardiospasm, 
diverticula,  stenoses  and  dilatation.  Gastric  ulcer 
can  in  the  majority  of  cases  be  detected,  the  de- 
fect in  outline,  gastric  stasis  and  alterations  of 
motility  and  peristalsis  being  frequently  shown; 
often  the  mucosal  pocket  can  be  well  demon- 
strated. Gastric  cancer  gives  characteristic 
filling  defects,  ragged  in  outline.  Duodenal  ulcer 
gives  both  primary  evidences  in  the  duodenal 
outline,  as  filling  defects,  pockets  and  spasm,  and 
secondary  alterations  in  the  motility  and  peri- 
stalsis of  the  stomach.  Gall-bladder  disease  has 
definite  manifestations.  Recently  the  use  of 
sodiumtetrabromophenolphthalein  and  sodium- 
tetraiodophenolphthalein  intravenously,  the  lat- 
ter of  late  by  mouth  in  enteric  coated  capsules, 
has  given  a valuable  means  of  estimating  gall- 
bladder function  and  condition.  A normal  gall- 
bladder fills  with  this  drug,  which  is  excreted 
by  the  liver  and  casts  a definite  shadow  on  film 


examination.  A pathologic  gall-bladder,  or  one 
in  which  the  duct  is  stopped  by  a calculus,  fails 
to  fill  in  the  usual  time,  or  fills  imperfectly.  In 
intestinal  malignancy  the  location  determines  to 
some  extent  the  operative  procedures.  Chronic 
appendicitis  gives  quite  definite  signs. 

X-ray  examination  of  the  genito-urinary  tract 
can  show  a large  percentage  of  calculi,  localiza- 
tion of  which  can  be  made  with  the  assistance  of 
the  ureteral  catheter.  Injection  of  the  renal 
pelvis  and  ureter  with  an  opaque  medium  will 
reveal  abnormalities  in  outline. 

The  field  of  Roentgen  and  radium  therapy 
has  only  been  scratched,  not  cultivated.  Some 
of  the  more  important  conditions  in  which  the 
value  of  radiation  therapy  has  been  well  estab- 
lished include:  tuberculous  adenitis;  hyperthy- 
roidism, with  or  vfithout  goiter;  epithelioma; 
ulcerating  carcinoma,  inoperable;  glandular 
metastasis,  before  and  after  operation;  sarcoma, 
where  thorough  surgical  measures  are  precluded; 
Hodgkin’s  disease,  in  which  results  are  striking- 
leukemia;  fibroid  tumor  of  the  uterus;  fibrosis 
uteri;  hemorrhages  of  the  menopause  not  as- 
sociated with  malignancy;  about  9%  of  skin  dis- 
eases, including  carbuncle,  acne,  dermatoses, 
eczema,  keloid,  psoriasis  and  rodent  ulcer. 

In  return  for  the  help  v-hich  the  radiologist 
gives  the  physician,  Aspray  suggests  that  the 
former  be  kept  in  touch  with  the  progress  of 
the  patient  and  the  operative  findings,  with  a. 
note  regarding  the  correctness  and  completeness 
of  his  diagnosis. 

In  discussing  “Radium  and  X-ray  Therapy  in 
General  Practice”,  I.  J.  Murphy  (Radiol.  Rev., 
3:62,  May-June,  1926)  says  while  any  competent 
physician  under  proper  supervision  can  make 
many  of  the  radium  applications,  only  a few 
specialists  can  master  the  exacting  technic  of 
deep  x-ray  therapy.  Radiotherapy  of  conditions 
above  the  clavicle  should  be  regarded  as  a spec- 
ialty. On  the  other  hand,  intra-uterine  applica- 
tions are  standardized.  Too  often  the  family 
physician  allows  patients  in  need  of  radiotherapy 
to  delay  overlong  or  drift  into  incompetent  hands. 
In  most  instances  vrhere  x-ray  work  is  required, 
however,  patients  should  be  referred  to  a reliable 
roentgenologic  consultant.  X-ray  machines  are 
in  such  general  use  that  it  is  impossible  for  the 
makers  to  keep  their  equipment  out  of  the 
hands  of  the  unscrupulous,  so  one  sees  inex- 
cusable disfigurations,  unnecessary  sterilization 
of  young  women,  and  cancer  patients  drifting 
past  hope. 

For  conditions  above  the  clavicle  radium  may 
be  given  preference  over  deep  x-rays;  sometimes 
a combination  is  required.  Since  lesions  in  these 
parts  are  accessible,  direct  application  of  radium 
can  be  made  and  dosage  accurately  gaged.  This 
will  result  in  the  minimum  of  local  scar  tissue 
and  there  will  be  no  undesirable  blocking  of  dis- 
tant lymphatics  such  as  sometimes  results  from 
extensive  deep  x-ray  treatments  about  the  head. 
Radium  also  has  an  advantage  over  deep  x-rays 
in  treatment  of  diseases  of  the  female  organs. 
In  the  young  woman  it  is  easier  to  select  the 
proper  dose — one  that  will  control  but  not  stop 
the  menstrual  function.  At  the  menopause,  ra- 
dium has  the  advantage  of  acting  mainly  on  the 
uterus  and  not  on  the  ovaries.  Accordingly  the 
internal  ovarian  secretion,  or  hormone,  wrhich  is 
important  for  the  wrell  being,  continues  to  act 
even  after  ovulation  ceases.  When  x-rays  are 
used  there  is  such  a scattering  effect  that  this 
internal  secretion  of  the  ovaries  is  usually 
checked. 
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The  public  will  soon  learn  what  to  expect  from 
radium  therapy.  The  knowledge  that  a simple 
application  may  give  relief  where  a mutilating 
operation  was  indicated  a few  years  ago  should 
make  women  anxious  to  consult  physicians  early. 
To  give  some  radium  treatments  is  even  less  diffi- 
cult for  the  physician  that  to  apply  proper  dress- 
ings. 

Intra-uterine  applications  are  being  success- 
fully used  for  excessive  menstrual  flow,  chronic 
endometritis,  or  delayed  menopause  and  fibro- 
myomas.  The  author  has  also  successfully 
treated  several  cases  of  sterility  resulting 
from  chronic  leukorrhea,  and  in  which  the 
women  have  since  given  birth  to  normal  chil- 
dren. Depending  upon  the  condition  to  be  treat- 
ed from  25  to  100  mg.  radium  are  placed  in  the 
applicator.  Uterine  applications  may  vary  from 
5 to  3 0 hours,  the  average  duration  being  24. 
In  the  average  patient  under  40,  with  a non- 
malignant  condition,  one  gives  about  500  mg. 
hr.  of  treatment  (25  mg.  for  20  hours,  or  50 
mg.  for  10  hours).  The  average  patient  over 
40  is  given  about  1200  mg.  hr.  (50  mg.  for  24 
hours).  This  is  a sterilizing  dose.  When  malig- 
nant growths  are  accessible  the  treatment  of 
choice  is  to  implant  radium  needles  or  emanation 
tubes.  In  addition  to  local  application,  the  lym- 
phatics of  the  area  are  given  appropriate  x-ray 
or  radium  treatment  for  deep  effect.  For  the 
latter,  radium  is  placed  on  a block  of  wood  or 
other  suitable  material,  to  hold  it  at  a distance 
from  the  skin.  Toxic  goiter  and  tuberculous 
and  malignant  glands  are  treated  in  this  way; 
the  method  may  also  be  found  more  convenient 
for  treating  tonsils  than  imbedding  radium 
needles.  Radium  in  the  form  of  flat  applicators 
or  plaques  is  used  in  superficial  conditions,  being 
placed  directly  over  the  lesion  at  a distance 
varying  with  the  degree  of  penetration  desired. 
Applicators  are  of  standard  dimensions,  sizes, 
filtration  and  radium  contact.  Accordingly,  the 
time  and  distance  for  treating  a given  lesion  can 
be  accurately  determined. 

Any  physician  may  engage  a radium  consul- 
tant just  as  he  does  any  other  specialist.  A more 
general  but  correct  use  of  radium  by  the  average 
physician  will  tend  to  make  patients  seek  ad- 
vice earlier;  it  will  also  keep  many  from  being 
injured  by  untrained  ‘‘x-ray  therapists”,  and  it 
will  eventually  reflect  credit  upon  radiotherapy 
in  general. 

Deep  x-ray  therapy  is  possibly  the  most  ex- 
acting specialty  in  medicine  today.  Each  patient 
requiring  this  treatment  presents  an  individual 
problem  in  both  physics  and  medicine. 

Thoracic  Radiography. 

Considering  radiographic  examinations  from 
the  standpoint  of  diagnosis  in  chronic  respiratory 
jinfections,  Chester  A.  Stayton  (J.  Indiana  State 
Med.  Assoc.,  19:193,  May,  1926)  notes  the  great 
advance  made  possible  by  the  advent  of  the 
;stereoscopic  x-ray  examination  which  affords 
indirect  visualization  of  the  thoracic  viscera  in  3 
dimensions  without  superimposing  the  shadows 
of  both  sides  of  the  chest  wall.  He  calls  atten- 
tion to  the  fact  that  the  lack  of  accepted  stand- 
ards for  normal  x-ray  shadows,  and  the  variation 
limits  of  these  shadows  have  led  to  many  in- 
definite terms  for  describing  slight  changes  (such 
as  ‘‘peribronchial  thickening”,  ‘‘swollen  trunks”, 
“intensity  of  trunk  markings”,  etc.)  which  are 
present  in  a large  percentage  of  the  chest  films 
of  individuals  without  any  clinical  symptoms 
and  are  therefore  not  trustworthy  as  being  diag- 
nostic of  definite  organic  changes.  Faulty  tech- 


nic will  also  magnify  the  normal  trunk  and 
linear  markings. 

The  chronic  suppurative  infections  are  lung 
abscess  and  lung  gangrene.  The  lung  abscess 
is  usually  a basal  lesion  and  appears  as  a cir- 
cumscribed homogeneous  shadow,  or,  if  necrosis 
has  taken  place,  it  will  appear  as  a thick  walled 
annular  shadow  with  or  without  fluid.  The  pres- 
ence of  fluid  and  the  absence  of  apical  paren- 
chymal densities  will  differentiate  it  from  a tu- 
berculous cavity.  Bronchiectasis  is  seen  on  the 
film  as  a basal  density  appearing  as  irregular 
multiple  dilatations  of  the  main  stem  bronchi. 
The  clinical  history  of  bronchiectasis  should  be 
obtained  before  a Roentgen  ray  diagnosis  is 
jutified  unless  it  is  a very  unusual  case.  Thoracic 
tumors  and  malignancies  present  various  x-ray 
pictures.  They  usually  originate  in  the  medias- 
tinum and  protrude  as  smoothly  outlined  homo- 
geneous densities  into  the  lung  fields;  they  may 
be  differentiated  from  aneurysms  of  the  aorta 
by  pulsations  and  changes  in  position  during  deep 
inspiration.  Pneumoconiosis  presents  irregular, 
ragged  shadows  of  variable  density,  usually  bila- 
teral and  extending  out  from  the  hilum.  Pleural 
effusions  and  empyema  are  most  often  basal  and 
will  present  a changing  fluid  level  if  associated 
with  pneumothorax.  In  extensive  cases  the  en- 
tire lung  may  be  involved.  Infiltrations  in  the 
lung  caused  by  syphilis  are  ‘usually  basal,  near 
the  mediastinal  shadow,  and  have  the  appear- 
ance of  an  area  of  localized  pneumonic  infiltra- 
tion. 

Pulmonary  tuberculosis  that  produces  consti- 
tutional symptoms  and  physical  findings  also 
produces  characteristic  shadows  on  x-ray  films 
which  indicate  accurately  the  type  of  pathology, 
its  extent  and  exact  localization — 3 factors  which 
are  of  great  importance  in  outlining  treatment 
and  making  a prognosis.  The  infection  by  the 
tubercle  bacillus  results  in  the  formation  of 
tubercles,  both  single  and  conglomerate.  Around 
these  foci  of  infection  is  thrown  out  an  exudate 
which  is  limited  to  the  secondary  lobule  and  pro- 
duces the  fan-shaped  shadows  on  the  x-ray  film. 
As  the  lesion  progresses  and  the  protective  power" 
of  the  patient  asserts  itself,  connective  tissue 
proliferation  takes  place.  The  amount  of  fibrosis 
laid  down  is  in  direct  proportion  to  the  extent 
of  the  infection  plus  the  immunity  of  the  indi- 
vidual. This  shows  up  very  beautifully  in  the 
films  of  adults  over  3 0 years  of  age  who  have 
had  repeated  reactivations  of  apical  lesions.  In 
caseous  bronchopneumonia  the  x-ray  densities 
are  homogeneous,  of  sharp  outline,  and  have  the 
raisin-on-a-stem  distribution.  These  may  be- 
come confluent  and  simulate  tuberculous  lobar 
pneumonia.  Caseous  lobar  pneumonia  makes  a 
homogeneous  shadow  and  occupies  a part  or 
all  of  one  lobe.  This  type  of  lesion  breaks  down 
very  rapidly,  producing  cavities,  and  is  most  of- 
ten found  in  cases  of  massive  infection  with  pro- 
nounced clinical  symptoms.  _ The  prognosis  is 
hopeless. 

In  the  treatment  of  tuberculosis  by  pneumo- 
thorax there  is  no  method  of  diagnosis  comparable 
to  the  x-ray  in  estimating  the  amount  of  collapse, 
the  presence  of  adhesions  and  the  need  for  fur- 
ther injection  of  air. 

The  technical  requirements  for  a good  roent- 
genogram are  as  follows:  (1)  Both  films  taken 
while  patient  holds  breath;  (2)  patient  in  an  up- 
right position  if  possible;  (3)  rapid  exposure, 
1/4  to  1/20  second  for  each  film;  (4)  precision 
equipment  for  shifting  tube  and  film;  (5)  tube 
at  least  30  in.  from  patient.  These  pictures  are 
taken  postero-anteriorly,  with  the  patient  facing 
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the  film,  and  the  film  at  right  angle  to  the  tube. 
Flight  or  left  oblique  and  lateral  views  are  valu- 
able in  studying  mediastinal  conditions.  Good 
photographic  work  is  the  first  essential  to  cor- 
rect interpretation  and  may  be  judged  on  the 
following  points:  (1)  A clear  view  of  the  first 

rib  on  either  side;  (2)  complete  visualization  of 
the  diaphragm  and  costophrenic  angles;  (3)  a 
distinct  outline  of  the  lumen  of  the  trachea  and 
the  right  and  left  bronchus;  (4)  an  accurate 
stereoscopic  image  with  3 dimensions.  Each 
patient  should  be  fiuoroscoped  at  the  same  time 
that  the  films  are  made  in  order  to  study  the 
mobility  of  the  chest  wall,  the  diaphragm,  and 
their  relation  during  respiration  to  intrapulmon- 
ary  and  pleural  pathology. 

During  the  last  8 months  715  patients  were 
referred  to  the  x-ray  laboratory  in  the  U.  S. 
Veterans’  Bureau  Clinic  for  an  x-ray  report  on 
the  chest.  It  is  the  practice  of  this  clinic  to  refer 
only  those  cases  for  an  x-ray  study  in  which 
there  is  some  question  as  to  the  diagnosis,  or 
to  determine  the  progress  of  the  patient  under 
treatment.  Of  the  total  number,  514,  or  71%, 
were  definitely  classified  by  the  stereoroentgeno- 
gram. The  remaining  201  cases,  or  29%,  pre- 
sented shadows  which  warranted  a diagnosis  of 
“suggestive  of  inactive  pulmonary  tuberculosis’’. 
Of  this  latter  group,  46  showed  evidence  of  an 
associated  nontuberculous  respiratory  infection. 
Of  the  total  showing  pathological  changes,  95, 
or  14.5%,  presented  definite  shadows  indicating 
some  form  of  pleurisy. 

In  concluding  his  paper,  the  author  says  that 
postmortem  examination  has  proved  that  path- 
ology in  the  lung  as  shown  in  the  x-ray  stereo- 
gram varies  in  quality  and  degree  of  density  from 
the  dark  to  the  light  shadows  as  follows:  (1) 

serous  exudate,  (2)  cellular  exudate,  (3)  fibrosis, 
(4)  caseation,  and  (5)  calcification.  On  this 
hypothesis  a good  stereoscopic  image  of  the 
lung  will  provide  a method  of  studying  patholo- 
gic tissue  change  in  the  living  host  in  much 
the  same  manner  as  that  in  which  the  pathologist 
makes  gross  observations  at"  the  autopsy  table. 

Stayton  repeats  the  assertion  that  the  roent- 
genologist be  considered  as  a consultant  rather 
than  a mere  technician,  and  that  he  should  be 
provided  with  some  knowledge  of  the  history, 
symptomatology  and  physical  findings.  He 
should  not  make  a clinical  diagnosis,  no  matter 
how  positive  his  findings,  but  he  should  render 
a complete  word  picture  of  everything  abnormal 
in  the  films  and  conclude  with  a diagnostic 
summary  or  x-ray  diagnosis.  Attention  is  again 
called  to  the  fact  that  an  x-ray  diagnosis  of  pul- 
monary tuberculosis  is  never  warranted  on  en- 
larged trunk  and  linear  markings  and  hilum  in- 
filtration. There  must  be  definite  parenchymal 
infiltrations  of  different  densities. 

X-Ray  Study  of  Maxillary  Sinuses. 

In  the  roentgenologic  study  of  the  maxillary 
cavity  several  workers  have  experimented  with 
the  opaque  injection,  using  iodized  oil  for  the 
purpose.  R.  H.  Fraser  reports  (J1.  Michigan 
State  Med.  Soe.,  25:271,  June,  1926)  on  the 
methods  developed  in  the  course  of  injection  of 
35  maxillary  sinuses,  this  number  not  including 
the  cases  which  had  previously  been  treat- 
ed surgically.  He  believes  that  the  results 
show  that  this  procedure  meets  several  prac- 
tical clinical  needs  in  a decisive  way.  First  of 
all,  it  is  safe.  The  iodin  is  in  complete  chemical 
union  with  the  oil  of  poppy  seeds  and  all  its 
properties  are  masked.  It  is  injected  after  the 
diagnostic  irrigation  and  even  if  it  is  not  prompt- 
ly evacuated  it  does  not  exert  any  harmful  ef- 


fects. As  an  incomplete  filling  is  incapable  of 
detailed  interpretation,  no  limit  should  be  placed 
on  the  quantity  of  the  medium  used.  In  10  of  the 
cases  more  than  10  c.c.  was  required.  A 20  c.c. 
syringe  serves  to  supply  a mixture  of  iodized 
oil  (1  part)  and  liquid  petrolatum  (2  parts). 
It  is  of  importance  to  keep  the  head  in  the  lateral 
position  until  all  films  are  made.  When  a pene- 
tration is  desirable  that  produces  some  detail 
within  the  shadow  cast  by  the  oil,  the  oil  is 
diluted  1:3.  Except  where  there  are  abnormali- 
ties i'n  the  region  of  the  os  maxillaris,  the  sinus 
frees  itself  spontaneously  in  a few  minutes.  The 
use  of  petrolatum  with  the  oil  may  delay  the  emp- 
tying and  necessitate  an  irrigation  adapted  to  its 
removal. 

After  more  or  less  detailed  comment  on  the 
illustrations  accompanying  his  case  reports,  the 
author  observes  that  the  opaque  injection  sup- 
plements, on  the  one  hand,  the  diagnostic  irriga- 
tion and,  on  the  other,  the  roentgenogram.  Knowl- 
edge of  the  persisting  filling  defects  is  immediate- 
ly useful  in  chronic  hyperplastic  sinusitis.  In 
the  acute  cases  of  disease  mural  findings  might 
be  appreciated  if  it  was  known  how  to  apply 
them.  The  results  obtained  in  this  series  indi- 
cate, in  the  author’s  opinion,  that:  (1)  one  may 
demonstrate  that  an  antrum  is  without  abnor- 
mality; (2)  in  acute  inflammation  one  may  throw 
light  on  the  type  of  pathologic  process;  (3)  in 
more  advanced  cases  one  may  obtain  indications 
for  surgical  treatment,  e.  g.  continuation  of  the 
irrigation;  (4)  in  chronic  hyperplastic  cases  one 
may  show  what  must  be  accomplished  in  the 
operation;  (5)  invasion  of  the  sinus  by  dental 
cysts  of  the  maxilla  and  other  pathologic  pro- 
cesses may  be  disclosed.  The  normal  sinus  and 
one  examined  after  a successful  operation  have 
no  appreciable  filling  defect. 


ROENTGEN  DIAGNOSIS  OF  TOOTH 
INFECTIONS. 

According  to  Thoma,  (Boston  M.  & S.  Jour., 
194:768,  April  29,  1926)  the  great  variation  in 
appearance  of  periapical  tooth  infection  in  the 
Roentgen  picture  furnishes  opportunity  for  many 
differences  in  diagnosis  and  for  diversity  of  opin- 
ions. A review,  therefore,  of  certain  phases  of 
the  pathology  of  these  infections  and  how  they 
cause  changes  that  can  be  recognized  by  the 
Roentgen  method  may  be  found  of  practical 
value  at  this  time. 

The  development  of  periapical  infections  de- 
pends on  2 principal  factors:  (1)  The  nature  of 
the  local  injury;  (2)  the  systemic  defense  fac- 
tor. Until  quite  recently  it  was  believed  that 
the  main  factor  governing  the  periapical  lesions 
was  the  amount  and  character  of  the  infection. 
The  systemic  defense  factor  has  only  recently 
received  proper  attention. 

It  should  be  kept  in  mind  that  the  anatomic 
location  of  the  abscess  cavity  has  a great  deal 
to  do  with  the  varying  appearance  in  the  Roent- 
gen picture.  The  involvement  and  perforation 
of  the  cortex  of  the  maxilla  or  mandible  give 
a much  more  clearly  outlined  area  on  the  film 
than  results  when  the  lesion  is  confined  to  the 
central  part  of  the  bone.  The  content  of  the  ab- 
scess cavity  has  little  influence  on  the  radiability 
of  the  lesion;  whether  it  contains  a granuloma, 
pus  or  serum  would  not  alter  the  picture  gieatly, 
it  is  the  amount  of  the  bone  destruction  that 

is  shown.  . 

The  second  type  of  patient  is  either  without 
active  defense  against  the  infection,  or  the  de- 
fense may  have  become  impaired  or  lost  on  ac- 
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count  of  lowered  resistance  of  the  body.  Besides 
the  various  debilitating  diseases,  age,  habits,  ex- 
posure, over  or  under  nourishment,  pregnancy, 
grief,  worry,  and  fear  have  important  bearing 
on  this  factor.  In  the  second  type  there  is  only 
a \ ei  j passive  local  reaction.  A.  large  granuloma 
is  not  formed  and  therefore  there  is  no  such  wall- 
ing off,  no  attempt  to  remove  infected  and  necrotic 
tissue,  and  neutralizing  of  toxins  as  in  the  first 
group.  Instead  of  extensive  bone  destruction  and 
absorption  of  the  tooth  apex  we  are  more  likely 
to  see  proliferating  changes  caused  by  the  irri- 
tating action  of  the  bacterial  toxins  on  the 
osteoblasts  and  cementoblasts,  producing  con- 
densing ostitis  a'nd  hypercemtentosis.  The  Roent- 
gen picture,  therefore,  will  only  show  very  small 
bo'ne  defects  and  Quite  often  increased  density 
of  the  bone  and  enlargement  of  the  apex  of  the 
root. 

In  regard  to  systemic  effects  from  these  den- 
tal foci  we  therefore  now  recognize  that  pulpless 
teeth  which  roentgenographically  show  but  little 
evidence  of  bone  destruction  at  the  apex  may  be 
serious  sources  of  disease  in  patients  who  are 
naturally  susceptible  or  have  an  acquired  sus- 
ceptibility to  streptococcic  infection.  In  these 
cases,  therefore,  radical  dental  treatment  is  in- 
dicated. It  is  necessary  to  extract  pulpless  teeth 
even  though  they  show  only  very  slight  changes 
of  the  periapical  bone.  On  the  other  hand  this 
is  no  argument  for  extraction  of  all  root-filled 
and  pulpless  teeth  regardless  of  local  and  gen- 
eral conditions. 

A periapical  condition,  the  meaning  of  which 
is  often  overlooked,  is  that  caused  by  an  in- 
fected pulp.  The  tooth  generally  shows  no  in- 
dication of  treatment  or  filling  in  the  root  canal. 
Clinical  examination  • is  not  satisfactory.  Some 
dentists  use  an  electrical  vitality  test  to  diag- 
nose the  condition  of  the  pulp;  if  there  is  a re- 
action to  the  stimulus  they  pronounce  the  tooth 
“vital”.  This,  however,  only  indicates  proper 
functioning  of  the  nerves  in  the  pulp  and  in  fact 
many  such  teeth,  when  sections  are  made, 
show  chronic  infection  and  abscess  formation 
in  the  tissue.  The  Roentgen  method  will  not 
directly  demonstrate  pulp  infection  but  it  will 
show  indirect  evidence,  such  as  a causative  factor 
(caries  under  filling,  crown,  etc.)  or  a resulting 
reaction  in  the  peridental  membrane  (infiltration 
of  leukocytes  and  lymphocytes)  with  enlarge- 
ment of  the  space  between  the  root  end  and 
the  bone.  This  condition  should  be  carefully 
looked  for  when  making  a Roentgen  study  of 
the  teeth.  It  appears  as  a crescent  shaped  area 
around  the  apex.  A pulp  which  is  diseased  is 
often  an  active  focus  of  infection,  sometimes 
more  important  than  a periapical  infection  and 
not  infrequently  the  cause  of  obscure  neuralgia 
or  otalgia  dentalis. 

In  concluding  it  should  be  pointed  out  that 
a Roentgen  examination  alone  is  not  sufficient 
to  make  a diagnosis  of  dental  conditions.  The 
physical  condition  of  the  patient  and  his  sus- 
ceptibility to  streptococcic  infection  should  be 
recognized.  A very  careful  study  is  required 
and  every  case  must  be  individually  considered. 
While  an  infected  tooth  is  a menace  to  health, 
it  should  be  remembered  that  the  conservation 
of  healthy,  useful  teeth  for  proper  mastication  of 
food  is  of  great  importance,  especially  to  the 
sick.  Teeth,  therefore,  should  not  be  sacrificed 
through  careless  diagnosis,  and  when  certain 
ones  must  be  extracted  proper  reconstruction  of 
the  mouth  by  hygienic  bridges  or  dentures  should 
be  planned. 


J^attonal  jilebtcal  Jgetos. 


RESUME  OF  THE  PROCEEDINGS 
ANNUAL  CONVENTION  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION, 

Dallas,  Texas,  April  19-23,  1926. 

(Continued  from  the  September  Journal) 


ADDRESS  OF  THE  SPEAKER  OF  THE  HOUSE. 

Dr.  Warnshuis.  in  the  course  of  his  address 
opening  the  sessions  of  the  House  of  Delegates, 
devoted  considerable  attention  to  the  work  of 
component  societies,  and  as  it  amxalifies  that  por- 
tion of  the  Secretary’s  report  we  quote  the  fol- 
lowing sections: 

“As  an  Association,  as  units  forming  our  fed- 
eracy  and  as  individuals,  our  professional  and 
personal  responsibility  is  divided  into  2 general 
divisions:  the  pursuit  of  scientific  study  and  re- 
search and  the  enhancing  of  our  personal  capa- 
bilities as  physicians  to  apply  these  proved  prin- 
ciples in  the  prevention  and  treatment  of  disease 
and,  second,  the  eduction  of  the  public  as  to  the 
truths  of  scientific  medicine. 

“Our  professional  standing,  our  scientific  ad- 
vancement, the  sifting  of  the  real  from  the  un- 
proved rests  with  those  who  are  associated  with 
our  universities,  laboratories  and  hospitals.  In 
those  environments  they  are  able  to  pursue  re- 
search and  study  of  the  problems  partly  or  still 
remaining  unsolved  and  establish  on  a sound 
basis  that  which  scientific  research  has  uncovered. 
These  workers  command  our  respect  for  unfold- 
ing the  erstwhile  mysteries  of  physiologic  and 
biologic  functions  and  the  pathobacteriologic 
changes  resulting  in  disease  conditions.  As  they 
unfold  and  establish  principles  and  tenets,  he 
who  is  engaged  in  general  or  special  practice 
must  exhibit  their  application.  He  can  not  re- 
main 5 or  10  years  in  the  rear  of  the  march  of 
scientific  progress.  He  will,  if  he  fails  to  devote 
sufficient  time  each  month  to  acquiring  this 
knowledge.  In  failing  in  this,  he  lowers  the  pro- 
fession’s standing,  for  we  are  appraised  not  al- 
ways as  a group  but  as  individuals.  It  therefore 
devolves  on  state  and  county  units  to  pursue  vigi- 
lantly a program  of  scientific  activity  that  will 
enable  its  members  to  remain  abreast  of  scienti- 
fic progress  and  reflect  that  progress  in  their  daily 
contact  with  their  patients.  They  guard  against 
the  mediocre,  the  obsolete,  and  bring  up  to  stand- 
ard the  professional  knowledge  and  work  of  their 
members.  We  lay  ourselves  open  to  justified 
criticism  if  organized  medicine  condones,  by  in- 
activity, the  deficiencies  and  vagaries  of  its  mem- 
bers. My  earnest  desire  in  this  is  for  greater, 
well  planned  and  concentrated  instruction  of 
members  in  order  that  they  may  receive  sustained 
education  abreast  of  the  progress  of  our  sci- 
ence. A higher,  much  to  be  desired  standard  and 
type  of  practice  will  then  be  evolved.  This  I hold 
to  be  an  outstanding  obligation  of  our  county 
units — an  obligation  that  is  apparently  neglected 
and  to  which  state  societies  should  devote  thought 
and  action. 

“The  second  general  division  of  associational 
responsibility  is  that  of  the  educational  enlight- 
enment of  the  public  as  to  what  the  science  of 
medicine  may  and  can  achieve  for  man’s  indi- 
vidual and  collective  welfare.  This  is  the  great- 
est public  contribution  that  we  can  make  to  all 
peoples.  Our  science  has  made  wonderful  strides. 
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We  are  able  not  only  to  prevent  but  also  to  cure 
many  of  the  physical  ills  that  beset  mankind.  We 
can  extend  the  span  of  life  and  enhance  it.  But 
of  what  avail  is  this  ability  if  we  fail  to  dissemi- 
nate this  knowledge  to  the  public?  The  public 
has  evidenced  and  increasing  eagerness  to  re- 
ceive facts  regarding  scientific  medicine  from 
sources  that  are  authoritative.  Our  federacy  is 
that  source  and  agency.  Our  responsibility  is  an 
outstanding  one.  The  duty  is  ours  to  expend 
greater  time  and  effort  in  imparting  the  knowl- 
edge. To  do  so,  we  must  with  concerted,  well 
thought  action  disseminate  these  scientific  facts 
and  refute  the  vagaries  and  fallacies  of  those  who 
have,  and  are  holding  forth  as  pseudoscientists 
or  as  cultists  and  scientists  on  theories  and  prin- 
ciples that  rest  on  a factless  premise.  By  the  im- 
parting of  the  knowledge  that  we  hold,  by  setting 
forth  that  which  has  been  proved,  we  render  a 
dual  service  to  humankind  in  conserving  physi- 
cal health,  and  relieving  them  of  human  ills  and 
in  exposing  those  who  are  posing  as  possessed 
of  ability  to  treat  disease  by  means  and  vagaries 
that  are  scientifically  valueless.  The  purpose  of 
your  speaker  in  so  expressing  himself  is  to  add 
emphasis  anew  to  the  importance  of  public  edu- 
cation in  scientific  medicine,  and  to  urge  that  this 
House  take  added  action  that  will  promote  in- 
creased activity  to  that  end.” 


ADDRESS  OF  PRESIDENT  AND  PRESIDENT- 
ELECT. 

President  Haggard  made  the  “Periodic  Health 
Examination”  the  motif  of  his  administration  and 
throughout  his  term  of  office  traveled  over  a large 
part  of  the  country  preaching  this  doctrine  wher- 
ever given  the  opportunity.  It  was  natural  that 
he  should  make  it  the  principal  theme  of  his 
Presidential  Address.  Concerning  that  subject,  he 
said:  “It  is  obvious  that  mere  propaganda,  while 
all  important  in  the  beginning  of  a great  move- 
ment of  this  sort,  can  not  realize  its  object  unless 
it  has  as  a basis  a plan  whereby  every  one  in  the 
profession  can  be  brought  to  the  acceptance  and 
employment  of  the  plan.  It  is  clear  that  such  a 
far  reaching  effort  can  not  rest  on  a few  men  or 
on  the  officers  alone  of  the  various  societies,  but 
it  must  be  put  in  the  hands  of  the  individual 
members. 

“It  would  seem,  therefore,  that  on  the  county 
society  as  a unit  should  be  devolved  the  respon- 
sibility of  giving  every  one  of  its  members  the 
information  and  the  facilities,  and  further, 
through  cooperation,  to  bring  the  matter  to  the 
attention  of  every  individual  in  the  community. 

“To  that  end  and  to  the  practical  utilization  of 
the  idea  of  periodic  health  examinations,  the  fol- 
lowing plan  has  been  elaborated  by  the  retiring 
president  as  a suggestion  in  order  to  get  the  maxi- 
mum number  of  patients  examined  by  a maxi- 
mum number  of  family  physicians: 

Plan  for  Promotion  of  Periodic  Healfli 
Examinations. 

“(1)  The  House  of  Delegates  should  recom- 
mend to  the  34  states  that  have  not  yet  acted,  that 
the  manual  be  obtained  from  headquarters  at 
cost  price,  together  with  a suitable  number  of 
examination  blanks,  and  supplied  to  each  indi- 
vidual member. 

“(2)  The  House  of  Delegates  should  recom- 
mend to  the  county  societies  that  a special  meet- 
ing on  this  subject  be  held  at  least  once  a year 
in  order  to  popularize  the  plan  and  bring  it  into 
being.  • 

“(3)  A medical  society  clinic  emphasizing  the 


need,  value,  method  and  technic  in  the  conduct 
of  health  examinations,  and  their  bearing  on  pre- 
clinical  medicine,  should  be  arranged  by  local  or 
neighboring  clinicians. 

“(4)  A strong,  active  committee  in  each 
county  society  on  periodic  health  examinations 
should  supervise  the  inauguration  and  perpetu- 
ation of  the  health  examination. 

“(5)  A nation-wide  educational  campaign 
should  be  inaugurated  during  ‘Health  Week’,  or 
some  designated  period  in  cooperation  with  the 
existing  board  of  health  or  with  some  local  activ- 
ity, such  as  the  Anti-Tuberculosis  Association,  or 
other  lay  organization,  to  interest  the  civic  clubs 
and  other  organizations  in  the  great  importance 
and  benefit  to  be  derived  from  this  plan.  Health 
parades  with  banners  carried  by  Boy  Scouts,  films, 
large  posters,  and  folders  could  be  utilized,  as 
was  so  successfully  done  by  the  Illinois  Medical 
Society. 

“(6)  A statement  in  the  nature  of  a circular 
letter  should  be  prepared  by  the  county  society 
and  sent  impersonally  as  a statement  from  the 
county  society  to  the  clientele  of  the  various  mem- 
bers, calling  their  attention  to  the  importance  of 
the  annual  health  examination  and  urging  their 
acceptance  of  it  at  the  hands  of  their  physicians. 

“(7)  Many  organizations,  lodges,  clubs,  large 
industrial  corporations,  etc.  could  greatly  facili- 
tate the  idea  by  having  cards  mailed  to  their  vari- 
ous members  on  their  birthdays,  urging  the  im- 
portance of  the  acceptance  of  the  birthday  physi- 
cal examination. 

“(8)  The  medical  society  as  such  should  start 
the  campaign  by  having  as  many  of  the  individual 
members  as  possible  to  undergo  the  examination; 
first,  as  an  educational  measure  and,  secondly, 
to  imbue  the  individual  members  themselves  with 
the  importance  and  far  reaching  value  of  the 
pla>n.  This  method  was  employed  by  the  Kings’ 
County  Medical  Society.  Nothing  will  stimulate 
the  universal  application  as  much  as  the  profes- 
sion themselves  who  so  sorely  need  it,  utilizing 
the  idea  for  their  own  benefit  as  well  as  for  the 
advancement  of  the  general  scheme. 

“(9)  The  press  should  be  requested  to  carry 
articles  prepared  and  issued  by  the  county  so- 
ciety, preferably  unsigned,  as  a news  article  or 
under  the  signature,  if  desirable,  of  the  officers 
of  the  society,  explaining  the  importance  of  per- 
iodic physical  examinations  and  the  benefit  to  be 
derived  by  the  health  client. 

“These  recommendations  are  to  strengthen  the 
work  already  done,  crystalize  it  and  have  it  acti- 
vated by  the  House  of  Delegates. 

“No  more  humane,  scientific  and  socially  and 
economically  beneficient  movement  for  the  well 
being  of  the  American  people  could  be  fostered 
and  put  into  nation-wide  practice  than  the  uni- 
versal periodic  health  examination  by  the  Amer- 
ican Medical  Association.” 

President-Elect  Phillips  also  selected  public 
health  and  public  education  in  medical  matters 
as  the  basis  of  his  discourse,  and  presented  a mas- 
terful summary  of  our  national  efforts  in  that  di- 
rection: “The  United  States,  without  having  made 
any  great  pretense  to  the  forcing  of  its  scientific 
discoveries  into  the  nationalistic  program,  has 
given  to  the  world  remarkable  discoveries  and 
scientific  advances  in  medicine. 

“The  work  of  the  Dicks,  of  Dochez,  and  Blake 
on  scarlet  fever  seems  to  be  established  on  a defi- 
nite scientific  basis.  The  discoveries  made  on  the 
virtues  and  the  relation  of  light  to  rickets  repre- 
sent another  real  achievement  in  the  advance  of 
science. 

“The  toxin-antitoxin  prevention  of  diphtheria 
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has  been  definitely  and  positively  proved.  An 
intensive  antidiphtheria  campaign  carried  on  in 
the  city  of  Auburn,  New  Y'ork,  has  been  so  suc- 
cessful that  no  deaths  from  diphtheria  have  oc- 
curred in  that  city  for  the  last  2 years.  An  anti- 
diphtheria campaign  now  going  on  in  New  York 
State  carries  the  slogan  ‘No  diphtheria  in  New 
York  State  in  1930’,  and  the  state  Commissioner 
of  Health  believes  that  this  is  possible.  It  would 
seem  that  the  future  holds  out  hope  that  diph- 
theria— the  dread  destroyer  of  child  life — may 
ultimately  disappear,  at  least  as  an  epidemic  dis- 
ease. 

"We  may  also  claim  a distinct  advance  in  stud- 
ies related  particularly  to  the  elimination  of  scar- 
let fever,  measles,  and  possibly  whooping  cough. 
Moreover,  the  United  States  may  truly  be  called 
‘teacher  to  the  world’  in  organization  and  meth- 
ods of  preventive  medicine. 

“All  these  are  distinct  achievements  in  the  ad- 
vance of  medical  science,  but  in  this  country  they 
Jiave  not  been  promoted  in  a nationalistic  spirit. 
They  have  been  offered  freely  to  the  world  as  our 
contribution.  Let  us  not  hesitate  to  do  all  in  our 
power  to  give  our  own  people  the  knowledge  and 
the  benefit  of  these  discoveries.  The  public 
should  know  that  children  may  be  made  immune 
■from  diphtheria  as  surely  as  from  small-pox,  and 
every  physician  should  endeavor  to  persuade  all 
patients  to  safeguard  their  children,  especially 
those  of  preschool  age,  by  the  employment  of 
preventive  treatment. 

“During  the  last  few  years,  many  of  our  lead- 
ers of  medical  thought,  and  particularly  those 
clothed  with  the  responsibility  of  outlining  medi- 
cal policies,  have  given  serious  consideration  to 
the  subject  of  public  health  education.  There  has 
been  a slight  awakening  of  the  medical  conscience 
as  to  the  trusteeship  of  physicians  as  promoters 
of  individual  and  community  health.  These 
pioneers  have  become  alive  to  the  fact  that  phy- 
sicians only  are  qualified  by  heritage,  by  educa- 
tion and  by  experience  to  give  to  the  public  the 
basic  -principles  of  health  preservation,  and  the 
protection  of  life  that  is  afforded  by  sanitation 
and  the  scientific  application  of  all  the  phases  of 
preventive  medicine.  Given  such  responsibility, 
I ask  you  in  all  seriousness  whether  the  medical 
profession  of  the  country  has  ever  lived  up  to 
its  great  opportunity  to  teach  the  people  how  to 
keep  well.  It  sounds  like  a simple  thing  to  do, 
but  the  reticence  of  medical  men  and  the  innate 
fear  of  publicity,  the  supposed  restriction  of  ethi- 
cal limitations,  have  tended  to  prevent  these  great 
educators  from  fully  covering  this  proper  field 
for  a physician’s  activity. 

“Nevertheless,  there  has  gradually  developed  on 
the  part  of  the  public  a demand  for  public  health 
education.  Gradually,  great  newspapers  and 
newspaper  syndicates  are  coming  to  realize  that 
public  health  knowledge  is  a valuable  commodity 
for  which  the  people  are  willing  to  pay.  This 
tendency  is  leading  newspapers,  magazines  and 
newspaper  syndicates  to  realize  that  the  public 
must  be  given  the  true  facts  regarding  individual 
and  community  health.  This  further  knowledge 
in  turn  is  showing  its  influence  by  the  gradual 
elimination  from  these  publications  of  the  pub- 
licity which  is  sought  by  nostrums,  cults,  quack- 
ery and  other  menaces  to  the  public  health.  This 
naturally  engenders  a desire  to  purvey  only  well 
founded  information  regarding  health  matters. 

“In  the  quest  for  such  information  on  the  part 
of  great  publications,  they  have  learned  that  or- 
ganized medicine  is  the  only  possible  source  from 
which  correct  information  can  be  obtained.  Our 


headquarters  is  well  equipped  to  furnish  every 
form  of  advice  and  counsel  that  any  publication 
may  need  regarding  irregularities  and  fakes.  We 
are  able  from  headquarters  to  supply  health  edu- 
cational material  covering  a wide  variety  of 
topics,  but  we  must  not  forget  that  115,000,000 
people  in  the  United  States  need  information  and 
education  both  as  individuals  and  as  communi- 
ties.’’ 


REPORT  OF  JUDICIAL  COUNCIL. 

The  Council’s  report  dealt  very  largely  with 
unethical  cooperative  projects  and  schemes  for 
the  solicitation  of  patients  through  so-called 
health  or  hospital  associations,  all  of  which  came 
in  for  deserved  denunciation,  and  one  clause  was 
given  to  consideration  of  an  allied  subject  that 
has  recently  cropped  up  in  various  parts  of  the 
country  in  a new  form. 

“Because  of  many  inquiries  received,  it  has 
been  thought  necessary  to  define  the  term  ‘con- 
tract practice’.  The  following  definition,  ar- 
rived at  after  very  thorough  consideration  and 
prolonged  discussion,  is  presented  for  the  con- 
sideration of  the  House  of  Delegates: 

“By  the  term  ‘contract  practice’  as  applied  to 
medicine,  is  meant  the  carrying  out  of  an  agree- 
ment between  a physician  or  group  of  physicians 
as  principals  or  agents  and  a corporation,  organ- 
ization or  individual,  to  furnish  partial  or  full 
medical  services  to  a group  or  class  of  individuals 
for  a definite  sum  or  for  a fixed  rate  per  capita.” 

In  the  House  of  Delegates,  Dr.  Dunn,  of  Ne- 
braska, offered  a series  of  resolutions  bearing 
upon  this  question: 

“Inasmuch  as  contract  practice  is  absorbing 
an  ever-increasing  portion  of  general  medical 
practice  on  account  of  the  rapid  development 
and  concentration  in  business  and  industry,  and 
inasmuch  as  brokers  under  the  guise  of  health, 
accident  and  sickness  insurance  in  which  they 
purport  as  middlemen  to  sell  medical  services 
to  the  laity  are  entering  the  field  of  medical 
practice,  be  it 

“Resolved,  that:  (1)  The  whole  matter  of  con- 
tract practice  be  investigated  under  the  direc- 
tion of  the  Judical  Council. 

“(2)  The  trend  and  dangers  to  patient  and 
profession  inherent  in  this  movement  be  analyzed 
and  clearly  set  forth. 

“(3)  Recommendations  as  to  the  policy  of  the 
American  Medical  Association  toward  contract 
practice,  its  functions,  limitations  and  control  be 
submitted  to  the  House  of  Delegates  for  action 
at  its  annual  session  in  1927. 

“(4)  Systematic  effort  be  made  to  get  clearly 
before  the  constituent  societies  the  results  of  this 
investigation  and  whatever  action  the  House 
of  Delegates  may  take  in  the  matter.” 

These  resolutions  were  adopted,  together  with 
one  calling  upon  the  Trustees  to  furnish  the 
Council  with  such  assistance  as  might  be  nec- 
essary for  proper  prosecution  of  this  work. 


RESOLUTIONS  ON  EXPERT  MEDICOLEGAL 
TESTIMONY. 

In  a supplementary  report  from  the  Commit- 
tee on  Legislation  and  Public  Relations,  the 
resolutions  originally  submitted  by  Dr.  Follans- 
bee,  of  Ohio,  were  presented  in  an  amended  form 
and  were  adopted  by  the  House,  as  follows: 

“Whereas,  The  present  court  procedure  in  ex- 
pert opinion  evidence  in  both  civil  and  criminal 
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cases  has  in  many  instances  brought  public  criti- 
cism and  disgrace  on  both  the  legal  and  the 
medical  professions;  and 

"Whereas,  The  present  procedure  in  many 
cases  is  believed  to  defeat  the  administration  of 
justice;  and 

"Whereas,  An  effort  is  being  made  in  many 
states  by  the  bar  associations  and  medical  so- 
cieties of  those  states  to  correct  such  malad- 
ministration of  justice,  and  to  relieve  the  legal 
and  medical  professions  of  the  public  criticism 
now  received;  and 

"Whereas,  The  American  Bar  Association  is 
actively  pursuing  the  above  laudable  effort; 
therefore  be  it 

“Resolved,  By  the  House  of  Delegates  of  the 
American  Medical  Association  that  it  recognizes 
the  urgent  need  for  such  remedial  legislation 
and  such  change  in  court  procedure  as  will  cor- 
rect the  abuse  of  expert  opinion  evidence;  ap- 
proves the  efforts  of  the  various  bar  and  medi- 
cal associations;  and  further  be  it 

"Resolved,  That  the  House  of  Delegates  en- 
dorses the  principle  that  in  civic  and  criminal 
cases  the  court  may  appoint  expert  medical  wit- 
nesses, who  shall  be  paid  out  of  public  funds, 
and  who  may  furnish  a written  report;  and  that 
the  American  Medical  Association  offers  its  co- 
operation by  such  means  as  lie  in  its  power  to 
promote  such  legislation  as  will  be  mutually  sat- 
isfactory to  the  medical  and  legal  professions 
toward  the  correction  of  the  present  unsatis- 
factory procedure  of  presenting  expert  opinion 
evidence,  and  the  Board  of  Trustees  is  hereby 
requested  to  use  the  facilities  of  this  organiza- 
tion in  such  a way  as  to  give  effect  to  the  senti- 
ments expressed  in  this  resolution. 

"And  further  that  the  House  of  Delegates  en- 
dorses certain  principles  approved  by  the  Com- 
mittee on  Jurisprudence  and  Legal  Reform  of 
the  American  Bar  Association,  and  by  the  Ameri- 
can Institute  of  Criminal  Law  and  Criminology 
as  follows: 

"That  in  civil  and  criminal  cases  where  the 
issue  of  insanity  is  raised,  expert  medical  wit- 
nesses may  be  appointed  by  the  court,  and  paid 
from  public  funds,  and  that  such  witnesses  may 
present  a written  report.  Be  it  further 

"Resolved,  That  a copy  of  this  resolution  be 
sent  to  the  American  Bar  Association.’’ 

The  Reference  Committee  on  Legislation  and 
Public  Relations  also  reported  favorably  upon 
the  resolutions  presented  by  Dr.  Southgate  Leigh, 
of  Virginia,  and  they  were  unanimously  adopted: 

Medical  Legislation. 

“Whereas,  The  strength  of  the  medical  pro- 
fession in  the  field  of  legislation  is  lessened  by 
lack  of  uniformity  in  policies  and  methods;  and 

"Whereas,  Such  uniformity  can  be  promoted 
and  established  only  through  cooperation  among 
the  several  state  associations  whereby  each  will 
have  the  benefit  of  the  knowledge  and  experience 
of  all  others;  and 

“Whereas,  Such  cooperation  can  be  best  es- 
tablished through  the  Board  of  Trustees,  acting 
through  the  Bureau  of  Legal  Medicine  and  Legis- 
lation; be  it 

“Resolved,  That  every  state  association  be 
urged  to  cooperate  to  the  fullest  possible  extent 
with  the  Board  of  Trustees  in  all  matters  of 
legislation,  state  and  national;  and  be  it  further 

"Resolved,  That  the  Board  of  Trustees  be  re- 
quested to  extend  to  every  state  association  all 
such  assistance  as  may  be  possible  in  defining  and 
carrying  into  effect  its  legislative  policies,  and  in 
promoting  uniformity  in  them." 


Communications. 


A PERMANENT  HOME  FOR  STATE  SOCIETY. 

(A  letter  from  Charles  D.  Bennett,  M.D.) 

Among  the  valuable  suggestions  by  President 
Donohoe  in  his  Presidential  address,  that  re- 
ferring to  a Permanent  Home  for  the  society  is 
of  especial  interest.  At  first  thought,  such  a 
home  seemed  eminently  desirable  and  yet  com- 
paratively few  state  societies  have  made  such 
arrangements  and  one  naturally  asks  why  have 
they  not  done  so.  Lack  of  money  does  not  seem 
to  be  the  objection,  as  various  local  societies 
have  made  large  expenditures  for  such  purposes, 
notably  the  Academy  of  Medicine  of  Northern 
New  Jersey  and  the  William  Pierson  Memorial 
Library  in  Orange,  and  many  similar  enterprises 
in  other  states  have  shown  ample  financial  capa- 
city. More  probable  is  it  that  the  ages-long 
habit  of  personal  and  independent  work  of  the 
average  physician  has  kept  him  from  uniting 
with  others  in  such  propositions,  and  it  is  only 
in  comparatively  recent  years  that  the  enlarging 
hospital  staffs  and  the  formation  of  group  clinics 
have  shown  him  the  value  of  cooperation  and 
mutual  assistance. 

We  have,  however,  still  far  to  go.  Note  the 
meagre  attendance  of  physicians  at  our  last  An- 
nual Meeting,  355  out  of  a membership  of  about 
2300,  and  of  these  very  few  remained  for  the 
whole  session.  Is  the  apparent  lack  of  interest 
partly  because  the  society  is  homeless? 

We  might  consider  the  proposition  under  sev- 
eral headings:  First,  Is  it  desirable  to  have 

such  a home  or  headquarters?  Second,  Where 
should  it  be  located?  Third,  How  should  the 
arrangement  be  carried  out  and  financed? 

To  the  writer’s  mind,  a central  home  for  the 
society  has  a very  attractive  sound.  As  at  pres- 
ent constituted,  and  except  for  the  Permanent 
Delegates  on  whose  very  existence,  an  attack 
is  now  under  way,  the  State  Society  is  prac- 
tically constituted  by  committees  or  delegations 
sent  annually  from  the  component  societies. 
These  delegates  change  constantly  and  often  they 
are  strangers  to  each  other,  but  probably  4/5 
of  the  component  society  members  remain  at 
home  and  many  such  members  never  attend' 
an  Annual  Meeting.  Because  of  this  the  actual 
control  of  the  society  is  in  the  hands  of  a very 
small  group  of  men.  All  honor  to  these  men  who1 
have  carried  the  burdens  so  long  and  so  well, 
but  the  writer  feels  that  the  present,  rather 
languid  interest  of  the  profession  would  be  much 
increased  by  more  frequent  contacts  with  other 
medical  men  from  all  over  the  state. 

If  we  had  a central  home,  open  to  all  our 
members  at  all  hours  of  the  day,  there  would 
be  almost  necessarily  a greater  intercourse  and 
a wider  acquaintance  and  exchange  of  ideas  be- 
tween our  now  widely  separated  members. 

To  be  really  desirable,  what  should  such  a 
home  include?  Of  course,  a library  where  our 
archives  and  accumulated  literature  might  be 
systematically  stored  and  at  the  same  time,  be 
accessible  to  all.  There  should  be  an  auditorium 
where  large  meetings  could  be  held  and  also 
smaller  rooms  where  local  societies  or  commit- 
tees could  be  accommodated.  There  might  also  be 
some  simple  laboratory  arrangement  for  emer- 
gency tests,  also  perhaps  a photographic  room 
for  camera  faddists,  also  lounging  rooms  where 
the  members  or  their  families  could  meet  socially 
and  so  establish  firmer  bonds  of  friendship. 
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For  the  younger  set,  if  space  permitted,  there 
might  be  tennis  courts,  etc.  This  sounds  a bit 
like  a Medical  Club.  Well,  why  not?  To  have 
the  physicians  of  the  state  feel  that  they  own 
something  tangible  which  they  could  see  and 
could  use,  where  they  could  expect  to  meet  in- 
formally others  of  their  profession  and  become 
better  acquainted,  break  down  exclusive  walls 
which  have  apparently,  although  unintentionally, 
been  built  around  our  County  Lines,  would  be 
of  inestimable  advantage. 

Medical  men  and  women  all  have  the  social 
instincts  of  other  humans,  yet  how  common  it 
is  to  have  a physician  say,  “we  rarely  meet  the 
doctors  outside  of  our  own  county”. 

Perhaps  the  greatest  charm  of  attending  an 
Annual  Meeting  is  the  renewing  of  friendship 
with  men  whom  often  we  do  not  see  again  until 
at  the  next  meeting.  A central  and  permanent 
home  would  help  this  trouble. 

Out  of  such  a scheme  might  also  in  some 
future  time,  develop  and  materialize  one  of  the 
writer’s  dream  castles,  that  of  providing  a home, 
preferably  suburban,  for  elderly  physicians,  and 
if  possible,  also  for  their  life  partners.  He  has 
the  feeling  that  National  Homes  are  too  wide 
and  cold  and  lacking  in  neighborhood  friendship 
to  be  really  attractive  and  home-like  for  those 
of  us  who  have  passed  our  working  productive 
time,  and  he  still  leans  to  the  idea  of  smaller 
and  more  familiar  accommodations.  But  this  is 
another  story. 

Consideration  of  our  second  heading  at  once 
brings  up  a broad  discussion.  Probably  the  first 
and  greatest  objection  to  such  a home  would  be 
that  the  busy  practitioner  would  have  no  time 
to  visit  a distant  location  and  the  benefits  of  such 
a place  could  be  enjoyed  to  any  extent  only  by 
those  in  the  immediate  neighborhood. 

Of  course,  there  is  some  truth  in  this,  yet  the 
Academy  of  Medicine  i>n  Newark  holds  its  large 
membership  from  all  over  Northern  New  Jersey 
and  its  meetings  are  well  attended  by  out  of 
town  men.  This  problem  is  the  reverse  of  plac- 
ing, say,  a pest  house,  which  everyone  would 
like  to  see  in  some  other  neighborhood  than  his 
own,  and  everyone  would  probably  like  our  pros- 
pective home  to  be  in  his  proximity. 

Atlantic  City  might  say,  here  is  the  place,  de- 
lightful to  visit,  popular  with  all,  accommodations 
for  everyone  and  the  Annual  Meetings  would  then 
also  be  held  at  the  central  house. 

Trenton  might  say,  here  is  the  State’s  Capital 
and  here  also  in  this  central  and  accessible  loca- 
tion should  be  the  State  Society’s  Home. 

Geographically  at  the  very  center  of  the  state, 
•New  Brunswick  might  make  claim  for  con- 
sideration. 

However,  it  would  seem  preferable  that  the 
geographical  center  should  give  way  to  the  cen- 
ter of  population,  and  this  of  course  would  lie 
in  or  near  Newark,  the  counties  immediately 
around  Essex  numbering  nearly  two  thirds  of 
the  Society  membership.  Moreover,  the  writer 
ventures  to  suggest  that  very  possibly  some  work- 
ing arrangement  might  be  effected  with  the 
Academy  of  Medicine  which  now  has  a valuable 
building  with  large  auditorium  and  has  several 
smaller  available  rooms  and  also  the  nucleus  of 
a library. 

Such  arrangements  have  been  made  in  other 
states  and  in  so  doing  a large  expense  might  be 
saved  and  the  burden  of  “carrying  on’’  be  dis- 
tributed among  a very  large  group. 

Why,  for  instance,  build  a second  auditorium, 
when  one  is  ready  and  available?  Why  start 
another  library  when  one  is  already  working? 


Of  course  such  accommodations  could  only  be 
effected  after  careful  negotiation  and  a willing 
consent  from  both  parties  involved,  but  if  union 
is  possible,  it  would  seem  that  the  problem  of  a 
future  home  was  at  once  made  eminently  feasi- 
ble and  attractive. 

Financing  such  a proposition  presents  no  in- 
superable obstacle.  If  only  offices  and  the  oc- 
casional use  of  the  auditorium  were  desired,  such 
expense  might  probably  be  met  by  a moderate 
increase  in  the  annual  dues. 

If,  however,  the  larger  plan  was  adopted,  the 
necessary  funds  could  be  obtained  by  the  issue  of 
mortgage  bonds  in  denominations  of  $100,  $500 
and  $1000,  and  these  should  carry  also  a Sink- 
ing Fund  by  which  the  debt  might  gradually  be 
extinguished. 

Moreover,  such  an  established  enterprise,  with 
a considerable  actual  investment  and  the  prom- 
ise of  permanency,  might  well  attract  the  at- 
tention of  wealthy  friends,  and  thereby  gain  by 
donations  or  legacies,  much  additional  financial 
support. 

If  this  scheme  seems  too  elaborate,  simpler 
arrangements  can  be  made  whereby  the  State 
Society  could  have  offices  at  the  academy,  much 
as  has  been  done  in  New  York.  This  would  at 
least  be  a first  step  in  the  right  direction. 

The  writer  submits  these  suggestions  in  all 
modesty,  and  really  with  the  purpose  of  opening 
a discussion  and  bringing  the  matter  generally 
before  the  profession.  He  is  not  wedded  to  this 
plan,  and  if  a better  one  can  be  produced,  will 
gladly  welcome  it. 


DISASTER  RELIEF. 

(The  following  letter  from  one  of  our  mem- 
bers in  Dover  was  received  by  the  editor  in  re- 
sponse to  an  inquiry  as  to  how  the  profession 
responded  to  the  S.  O.  S.  from  Lake  Denmark; 
the  author  modestly  requested  that  his  signa- 
ture be  withheld  from  publication.) 

“Our  experience  with  the  recent  disaster  at 
Lake  Denmark  leads  me  to  believe  that  the 
A.M.A.  plan  to  organize  the  medical  profession 
for  disaster  relief,  basing  the  organization  upon 
County  Society  relief  corps,  for  action  in  such 
emergencies  is  sound.  In  this  particular  instance 
medical  attention  was  of  slight  importance,  since 
few  of  the  patients  were  severely  injured  and  as 
they  came  in  slowly  the  situation  was.  easy  to 
handle.  Physicians  came  from  all  sections  of 
the  state,  offering  their  services,  and  they  con- 
tinued to  come  until  3 or  4 a.  m.  Sunday,  by 
which  time  the  work  had  all  been  finished. 

“Our  real  problem  was  that  of  finding  suitable 
accommodations  and  in  the  early  hours,  before 
we  knew  how  extensive  the  disaster  might  prove, 
it  was  guess  work  as  to  how  many  beds  would 
be  required.  We  at  once  doubled  the  bed  capac- 
ity of  the  Dover  Hospital  and  when  these  beds 
were  nearly  all  filled  proceeded  to  open,  an 
emergency  hospital  at  the  Elks’  Club,  where  we 
placed  about  forty  cots  in  the  Lodge  Hall  and 
dining  room.  This  made  an  almost  ideal  emerg- 
ency hospital  because  the  Elks  had  an  excellent 
kitchen  and  dining  service  and  this  was  given 
over  to  the  nurses  and  patients.  In  addition  to 
these  facilities,  we  were  offered  free  use  of  the 
American  Legion  headquarters,  and  found  it 
possible  to  care  for  many  injured  and  homeless 
refugees  in  these  rooms. 

“Referring  to  your  inquiry  as  to  the  response 
of  physicians  and  nurses,  let  me  say  that  it  was 
most  gratifying.  Physicians  came  from  Jersey 
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City,  Newark,  Paterson,  the  Oranges,  Montclair, 
Plainfield,  Morristown,  Summit,  Greystone  Park, 
in  fact  from  every  community  within  a radius  of 
4 0 miles,  and  I regret  now  that  we  did  not 
register  them.  Ambulances  arrived  from  Grey- 
stone  Park,  Morristown,  Elizabeth,  Newark,  Pat- 
erson and  Brooklyn.  The  medical  men  who  came 
were  ready  and  willing  to  do  anything  and  sev- 
eral of  those  earliest  on  the  scene  were  soon  en- 
gaged in  duties  ordinarily  performed  by  nurses 
or  orderlies;  indeed,  one  very  prominent  Paterson 
surgeon  held  a cylinder  while  I gave  an  intra- 
venous saline  injection  to  a marine  in  severe 
shock.  The  spirit  manifested  by  these  men  was 
of  the  finest;  they  had  come  to  render  service 
and  were  willing  to  perform  any  required  ser- 
vice, no  matter  how  menial  or  how  apparently 
trivial. 

“The  nursing,  too,  was  well  cared  for,  as  nurses 
had  come  from  the  same  towns  that  supplied 
physicians  and  surgeons,  and  the  Orange  chap- 
ter of  the  Red  Cross  developed  the  situation  at 
the  Elks’  Club  in  a very  efficient  manner. 

“The  hospitals  in  this  vicinity  sent  word  that 
they  were  prepared  to  furnish  supplies  and  any 
further  assistance  that  might  be  necessary.  Our 
local  institution  increased  its  bed  capacity  from 
2 3 to  48.  More  than  100  patients  passed  through 
this  hospital  Saturday  night,  received  attention 
and  were  prepared  for  transfer  by  ambulance  to 
the  Brooklyn  Navy  Yard.  Our  nursing  staff  had 
been  on  duty  all  day  Saturday  but  continued 
to  work  straight  through  until  Sunday  night, 
assisted  by  nurses  sent  in  by  the  Red  Cross. 

“Colonel  Keefer,  surgeon  of  the  Second  Corps 
Area,  Governor’s  Island,  made  a survey  of  the 
situation  about  2 a.  m.  Sunday  and  commended 
the  Dover  Hospital,  the  Emergency  Hospital  and 
the  entire  personnel  for  the  manner  in  which  the 
situation  had  been  handled.  Every  patient  had 
received  antitetanus  serum,  had  his  wounds 
dressed,  and  all  “paper  work”  compiled  when 
the  army  and  navy  medical  officers  arrived.  Mr. 
Buchanan,  Assistant  Director,  American  Red 
Cross,  stated  that  he  had  never  seen  an  emerg- 
ency where  injured  persons  and  refugees  re- 
ceived attention  as  quickly  and  as  satisfactorily 
as  that  given  by  the  citizens  and  the  medical 
profession  in  this  instance. 

“The  ready  response  of  nurses  and  physicians 
to  this  call  for  aid  was  wonderful  and  I must  say 
it  made  one  feel  proud  of  association  with  the 
profession.  Our  one  regret  was  that  so  many 
were  allowed  to  come  from  distant  points  long 
after  the  emergency  had  passed  and  the  work 
was  finished;  but  their  spirit  was  of  the  right 
sort  and  they  deserve  as  much  commendation  as 
those  who  arrived  sooner  on  the  field. 

“Had  the  proposed  plan  for  disaster  relief  been 
in  operation  at  this  time,  we  could  not  have  re- 
ceived any  better  service,  medical  and  nursing, 
than  was  rendered,  but  a central  point  of  in- 
formation and  a responsible  head  to  direct  the 
work  and  control  the  situation  would  have  pre- 
vented a good  deal  of  useless  inconvenience  to 
those  whose  services  could  not  be  used. 

“One  of  the  first  victims  of  the  explosion  was 
Commander  Brown,  Post  Surgeon  of  the  Naval 
Depot.  At  the  first  alarm  of  fire  he  accompanied 
Captain  Clark,  of  the  Marines,  to  answer  the 
fire  call  and  when  within  100  feet  of  the  burning 
building  met  instantaneous  death  in  the  first 
explosion.  Dr.  Brown  was  a young  man,  well 
equipped  for  his  work,  and  during  his  service 
in  this  post  he  had  made  many  friends,  par- 
ticularly among  the  medical  men  who  held  him 
in  high  esteem.” 


Current  Cbents. 


MEDICAL  RELIEF  IN  DISASTER. 

At  the  Dallas  meeting  of  the  American  Medical 
Association,  the  Trustees  included  in  their  report 
a reference  to  the  plans  under  consideration  for 
organizing  the  medical  profession  in  preparation 
for  disaster  emergencies  arising  anywhere  in  the 
United  States.  Their  endorsement  reads  as  fol- 
lows: 

“At  the  Atlantic  City  Session,  Dr.  William  Allen 
Pusey,  the  Vice-President,  submitted  to  the  House 
of  Delegates  a recommendation  to  the  effect  that  a 
committee  be  appointed  to  devise  a plan  whereby 
the  Association,  through  its  component  and  con- 
stituent units,  might  cooperate  with  the  American 
Red  Cross  or  other  official  agencies  in  providing 
medical  relief  in  times  of  disaster.  This  matter 
was  referred  to  the  Board  of  Trustees,  and  the 
gentlemen  whose  names  are  signed  to  the  append- 
ed report  were  appointed  a committee  to  present 
a plan  of  organization  for  the  purposes  indicated. 
The  Board  endorses  this  report  which  provides 
for  cooperation  through  the  American  Medical 
Association,  the  state  medical  association,  and  the 
county  society.” 

The  complete  report  of  the  Special  Committee 
is  reprinted  here  because  our  recent  experience 
with  the  Lake  Denmark  disaster  illustrates  for- 
cibly to  New  Jersey  physicians  the  importance 
of  these  plans: 

Report  of  Committee  On  Disaster  Relief. 

“This  is  an  outline  of  a plan  for  immediate 
medical  relief,  by  the  American  Medical  Associa- 
tion in  cases  of  disaster. 

The  reason  for  suggesting  this  is  the  confusion 
and  often  breakdown  that  occurs  immediately 
after  any  large  disaster,  before  the  established 
state  and  national  organizations  which  properly 
take  charge  of  such  situations  arrive  on  the  scene. 
This  immediate  difficulty  is  due  largely  to  the 
fact  that,  except  in  the  larger  centers,  there  is 
apt  to  be  no  organization  or  individual  with  any 
authority  for  taking  charge  of  these  situations 
and  directing  the  immediate  work  of  medical 
relief.  The  suggestion  of  this  plan  has  been  made 
by  medical  officers  of  disaster  relief  of  the  Amer- 
ican Red  Cross  with  the  hope  that  through  it 
these  immediate  difficulties  can  be  overcome  and 
that  cooperation  with  the  Red  Cross  can  be  made 
more  effective. 

The  purpose  of  the  suggested  organization  is 
to  provide  an  organization  that  can  immediately 
function  in  the  case  of  disaster  by  reason  of  its 
having  a medical  man  designated  in  each  county 
of  the  country  who  shall  be  deputized  by  the 
American  Medical  Association  to  act  at  once  in 
organizing  and  directing  immediate  medical  relief. 
He  is  to  assume  direction  of  medical  relief  until 
the  properly  constituted  authorities  or  other  recog- 
nized state  or  national  organizations  arrive  and 
assume  charge.  It  is  not  intended  that  this  organ- 
ization shall  take  permanent  charge  or  that  it 
shall  take  over  the  functions  of  the  bodies  pro- 
vided by  the  state  and  federal  governments,  in- 
cluding the  Red  Cross.  The  function  of  this 
organization  is  primarily  to  furnish  immediate 
medical  relief  in  the  interval  before  the  usual 
organizations  arrive.  After  their  arrival,  this  or- 
ganization is  expected  to  put  itself  under  their 
direction  or  control  or  cease  to  function,  except 
in  the  unlooked  for  situation  where  the  organiza- 
tions properly  looked  to  so  fail  to  meet  their 
obligations  that  independent  action  is  necessary 
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to  prevent  suffering.  It  is  to  be  hoped,  and  it  is 
our  expectation,  that  this  organization  will  be  able 
to  cooperate  both  before  and  after  their  arrival 
with  the  stale  and  federal  organizations  for, 
relief,  and  with  the  Red  Cross. 

It  is  not  the  function  of  this  organization  to 
take  charge  of  railroad  disasters  or  of  any  other 
f-ort  of  industrial  disasters  where  the  corporation 
involved  has  its  own  organization  to  act  immedi- 
ately in  these  disasters.  The  function  of  this 
organization,  in  short,  is  not  to  take  over  medical 
relief  in  situations  in  which  organized  machinery 
to  take  care  immediately  of  disasters  already 
exists.  The  purpose  of  this  organization  is 
to  provide  systematic  direction  for  relief  only 
in  those  situations  in  which,  for  the  time  being, 
no  adequate  organization  exists  for  performing 
this  function. 

The  plan  particularly  has  in  mind  disasters  of 
such  magnitude  that  they  temporarily  break  down 
the  ordinary  machinery  of  the  community  for 
medical  relief  and  call  for  the  sudden  mobiliza- 
tion of  the  medical  profession  of  the  community 
in  order  to  cope  with  unexpected  situations. 
The  necessarity  for  this  may  arise  in  a city  as 
well  as  a small  community. 

The  essential  thing  in  such  a plan  is  that  there 
should  exist  potential  machinery  that  can  im- 
mediately be  called  on  to  act  in  the  event  oj. 
disaster.  Disasters  such  as  would  call  on  this 
organization  are  fortunately  so  rare  that  an\  spe- 
cial organization  that  existed  for  this  purpose 
alone  would  be  very  difficult  to  keep  alive  because 
of  lack  of  demand  for  its  services.  It  would  seem, 
therefore,  that  the  best  plan  would  be  to  attach 
this  function  of  disaster  relief  in  each  community 
to  one  of  the  regular  officers  of  the  constituent 
societies  of  the  state  medical  associations.  The 
officers  on  whom  it  would  seem  best  to  put 
this  responsibility  are  the  presidents  of  the  local 
societies.  They  are  representative  men  in  their 
towns  and  countiae,  are  chosen  heads  of  the  pro- 
fession and,  in  the  nature  of  things,  have  its  con- 
fidence. 

The  plan,  then,  would  be  that  the  American 
Medical  Association  should  direct  that  immediate 
supervision  of  disaster  relief,  until  taken  o\ei 
by  the  proper  organizations,  should  be  a function 
of  its  officers  as  follows: 

In  counties:  the  president  of  the  county  medical 
society,  where  more  than  one  county  is  represent- 
ed in  a single  medical  society,  the  director  of  dis- 
aster relief  should  be  the  president  of  this  society. 

The  state  director  of  disaster  relief  should  be 
the  president  of  the  state  society. 

The  national  representative  of  the  Amei  ican 
Medical  Association  for  disaster  relief,  it  would 
seem,  should  be  some  one  who  is  in  the  head- 
quarters of  the  American  Medical  Association  and, 
who,  therefore,  could  always  be  reached  promptly. 
And’  it  would  seem  that  the  proper  officer  to 
represent  the  Association  as  director  of  disaster 
relief  should  be  the  general  manager  or  secretary 
of  the  Association,  who  should  act,  as  far  as  pos- 
sible, with  the  aid  and  advice  of  the  President 
of  the  Association. 

The  functions  of  the  county  or  local  directoi 
of  disaster  relief  would  bo  to  assume  charge  act 
as  captain — in  systematizing,  directing  and  con- 
trolling activities  in  immediate  medical  relief. 
He  should  feel  that  he  is  responsible  for  the 
direction  not  only  of  the  local  members  of  the 
profession  but  also  of  volunteers  who  come  in. 
The  great  difficulty  in  these  situations  is  that  no 
one  under  present  conditions  feels  that  he  can 
with  propriety  assume  direction.  Under  this 


plan  the  prer'dent  of  the  county  medical  society 
not  only  could  with  propriety  assume  direction 
but  should  be  expected  to  do  so  by  the  members 
of  the  profession. 

The  -president  of  the  county  or  district  society 
should  be  allowed,  if  he  wishes,  to  deputize  the 
direction  of  relief  to  another  member  of  the  pro- 
fession of  his  choice.  If  he  does  this  it  should 
be  done  formally  and  publicly,  and  this  act  should 
give  his  deputy  full  authority  to  act  in  his  place. 

The  functions  of  the  president  of  the  state 
medical  society  as  state  director  of  disaster  re- 
lief should  be  to  see  that  the  presidents  of  the 
county  societies  live  up  to  their  responsibilities, 
to  cooperate  with  them  in  every  way  possible, 
and  to  act  as  a central  officer  through  whom, 
in  necessity,  the  national  director  of  disaster  re- 
lief or  any  outside  organization  could  take  up 
matters,  particularly  matters  that  they  desired 
to  b -ing  to  the  notice  of  the  members  of  the  pro- 
fession as  a whole. 

The  national  director  of  disaster  relief  should 
have  functio:  s similar  to  those  of  the  state  dir- 
ectors of  disaster  relief  for  the  country  as  a 
whole. 

The  Secretary  or  the  General  Manager  of  the 
Association  as  national  director  of  disaster  relief 
and  the  presidents  of  the  state  societies  as  state 
directors  of  disaster  relief  should  be  liaison  officers 
between  the  national  headquarters  of  the  Associ- 
ation, state  headquarters  and  the  component 
county  societies. 

An  immediate  function  of  theirs,  in  case  this 
plan  is  adopted,  would  be  to  see  to  it  that  the 
presidents  of  the  local  societies  and  the  profession 
of  the  country  become  aeqainted  with  this  plan 
of  organization  for  disaster  relief,  and  that  in  the 
event  of  disaster  the  president  of  the  local  society 
is  to  be  looked  to  as  the  director  in  charge  of 
medical  relief  until  the  proper  authorities  ap- 
pear to  take  control. 

This  information  should  not  only  be  given  on 
the  adoption  of  the  plan,  but  should  be  repeated 
from  time  to  time,  until  the  public  come  natur- 
ally to  expect  the  president  of  the  county  medical 
society  to  take  immediate  charge  and  to  expect 
the  medical  profession  to  act  under  his  direction 
as  long  as  the  immediate  necessity  exists.  To 
this  end,  information  of  this  plan  should  be  pro- 
mulgated repeatedly  through  The  Journal  of  the 
American  Medical  Association,  through  the  Amer- 
ican Medical  Association  Bulletin,  through  the 
state  medical  journals  and  societies,  and  by  such 
other  means  as  may  be  effective. 

William  Allen  Pusey. 

W.  D.  Haggard. 

Wendell  C.  Phillips.” 

Adoption  by  House  of  Delegates. 

At  the  final  business  session,  Thursday,  April 
22,  a supplementary  report  was  presented  from 
the  Committee  on  Reports,  and  from  this  we 
abstract  the  following  paragraph,  recommend- 
ing adoption  of  the  relief  plans,  which  recom- 
mendation was  later  unanimously  adopted: 

“On  representation  made  by  the  aforesaid 
committee,  it  is  recommended  that  the  designa- 
tion of  this  plan  be  changed  from  ‘Disaster 
Relief’  to  ‘Medical  Relief  in  Disaster’.  This  is 
an  important  matter,  and  the  plan  has  evidently 
been  carefully  worked  out.  It  is  provided  that 
the  general  manager  of  the  American  Medical 
Association  shall  be  the  national  director  of  med- 
ical relief  to  any  large  disaster,  and  the  presi- 
dents of  state  societies  shall  be  liaison  officers 
between  the  national  headquarters  of  the  Associ- 
ation, state  headquarters  and  component  county 
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societies.  Presidents  of  district  and  component 
county  societies  shall  be  local  directors,  but  may 
deputize  other  members  of  the  profession  to 
serve  in  their  stead.  It  might  be  well  to  alter 
the  plan  set  out  by  the  committee  so  as  to  permit 
also  the  executive  secretaries  of  state  medical 
associations  instead  of  the  presidents,  at  the 
option  of  the  national  director  of  medical  relief 
in  disaster,  to  serve  as  state  directors.” 


THE  STATUS  OF  SCHICK  TESTING  IN 
NEW  JERSEY. 

Henry  B.  Costill,  M.  D.,  Director  New  Jersey 
State  Department  of  Health. 

Annual  reports  to  the  State  Department  of 
Health  are  required  of  all  local  health  depart- 
ments. One  question  in  a recent  report  was 
concerned  with  Schick  tests  and  the  number 
made  by  the  local  board.  One  health  official 
in  completing  the  report  gave  the  astounding 
answer  in  regard  to  Schick  testing;  “Yes;  the 
Red  Cross  nurse  examines  the  children’s  eyes 
each  year.”  Recently  a physician  wrote  the 
Department  as  follows:  "Can  you  give  me  any 
information  about  the  present  status  of  the  Schick 
serum  to  prevent  diphtheria?”  These  are  not 
exceptional;  they  illustrate  the  confusion  in  the 
minds  of  many  health  officials  and  physicians  in 
regard  to  the  prevention  of  diphtheria. 

A hundred  children  in  the  elementary  school 
grades  will  die  of  diphtheria  during  the  coming 
school  year  if  steps  are  not  taken  to  prevent 
this.  The  State  Department  of  Health  is  doing 
all  it  can  to  stimulate  and  assist  in  the  work  in 
small  municipalities,  but  only  a negligible  pro- 
portion of  the  quarter  million  elementary  school 
children  in  the  state  will  be  protected  unless  an 
intensive  program  is  begun.  One  of  the  essentials 
to  success  is  a general  understanding  of  the  pro- 
cedure by  the  public.  Practicing  physicians  and 
health  officials  alike  should  miss  no  opportuni- 
ties to  inform  persons  of  the  value  and  limita- 
tions of  protective  measures  against  diphtheria. 
Every  intelligent  person  should  know  that: 

(1)  The  Schick  test  is  a method  of  determin- 
ing— by  means  of  the  injection  of  a minute 
amount  of  test  material  into  the  skin — whether 
or  not  a person  is  immune  to  diphtheria. 

(2)  Persons  who  give  no  reaction  to  the  test 
are  immune  and  will  not  contract  typical  diph- 
theria. Immune  persons  may  occasionally  de- 
velop a diphtheritic  sore  throat  which  usually 
will  be  harmless  to  them  but  may  be  dangerous 
to  others. 

(3)  Persons  found  by  the  Schick  test  to  be 
susceptible  to  diphtheria  can  be  protected 
against  the  disease  by  the  injection  of  3 small 
doses  of  toxin-antitoxin  mixture  at  intervals  of  a 
week;  80%  of  the  susceptible  people  treated  are 
permanently  protected  by  this  procedure;  the 
other  20%  are  found  by  subsequent  Schick  tests 
to  be  not  completely  immunized  and  in  need  of 
further  treatment.  An  additional  series  of  3 in- 
jections gives  complete  immunity  in  practically 
every  case. 

(4)  Persons  exposed  to  diphtheria  or  who 
have  contracted  it  are  protected  by  the  injection 
of  large  doses  of  antitoxin.  This  gives  immediate 
protection,  but  the  immunity  is  not  lasting.  Tox- 
in-antitoxin mixture,  on  the  other  hand,  develops 
protective  powers  slowly,  but  the  immunization 
once  gained  is,  we  believe,  permanent. 

The  facts  set  forth  are  by  no  means  com- 
monly known.  The  State  Department  asks  the 
support  of  the  physicians  of  the  state  in  the 
spread  of  this  information. 


Countp  i£>ocietp  Reports. 


ATLANTIC  COUNTY. 

ATLANTIC  CITY  HOSPITAL  STAFF. 

Joseph  H.  Marcus,  M.D.,  Reporter. 

The  regular  monthly  meeting  of  the  Atlantic 
City  Hospital  Staff  was  held  at  the  Nurses’ 
Home,  2 5 South  Michigan  Avenue,  on  the  even- 
ing of  September  17,  1926.  Dr.  Richard  Bew, 
president,  called  the  meeting  to  order.  The 
minutes  of  the  previous  meeting  were  read  and 
accepted  as  such.  Following  the  reports  of  the 
various  committees,  the  secretary  read  a letter 
from  Dr.  Schwarzcopf,  in  which  he  asked  for  the 
courtesy  of  performing  operations  of  the  eye  in 
the  operating  rooms  of  the  Atlantic  City  Hos- 
pital. 

Following  a discussion  by  various  members 
of  the  staff,  Dr.  Richard  Bew  appointed  a com- 
mittee consisting  of  Drs.  H.  L.  Harley  and  A. 
Pilkington,  who  were  to  investigate  Dr.  Schwarz- 
copf's  credentials. 

The  secretary  read  a letter  from  Dr.  Mala- 
madson  in  which  he  applied  for  a position  on 
the  staff  as  assistant  to  the  chief  of  the  depart- 
ment, Dr.  B.  B.  Filer.  Dr.  Filer  recommended 
Dr.  Malamadson,  the  applicant,  in  a very  lauda- 
ble manner. 

It  was  moved  and  properly  seconded  that 
action  on  his  application  be  held  in  abeyance 
until  the  annual  meeting,  at  which  new  appoint- 
ments are  made  to  the  hospital  staff. 

Dr.  Walt  P.  Conaway  was  appointed  as  a 
special  committee  to  interview  Mrs.  Harrison 
Cook,  regarding  the  purchase  of  radium  to  be 
used  in  the  Atlantic  City  Hospital. 

The  scientific  program  was  presented  by  Drs. 
Richard  Bew  and  Samuel  L.  Salasin,  who  in  an 
informal  manner  discussed  their  medical  service 
covering  a period  extending  from  May  to  July, 
1926,  inclusive. 

A more  detailed  presentation  will  be  forth- 
coming at  a meeting  in  the  near  future.  In  this 
general  discussion  of  the  medical  service  one  of 
the  important  points  emphasized  by  Drs.  Bew  and 
Salasin  was  the  value  of  the  Widal  test  as  an 
aid  in  the  diagnosis  of  typhoid  fever,  relying 
mainly  upon  clinical  manifestations  rather  than 
entertaining  a most  significant  attitude  relative 
to  the  Widal  for  positive  diagnosis;  however,  con- 
stantly bearing  in  mind  the  highly  significant 
value  of  this  laboratory  procedure.  The  general 
subject  of  typhoid  fever  was  then  discussed  in 
a most  comprehensive  manner  by  Drs.  Davidson, 
Barbash,  Salasin  and  Taggart,  all  basing  their 
observations  and  conclusions  on  their  personal 
experience  in  the  treatment  of  typhoid  fever 
these  past  few  years. 

Dr.  Richard  Bew  appointed  a committee  con- 
sisting of  Drs.  Barbash,  Andrew  and  Davidson, 
who  were  to  draw  up  a resolution  to  be  sent  to 
Drs.  Philip  Marvel,  Sr.,  and  Junior,  the  message 
to  express  in  appropriate  manner  the  profound 
sympathy  entertained  by  the  Atlantic  City  Hos- 
pital Staff,  in  the  untimely  death  of  Mrs.  Philip 
Marvel,  Sr. 

The  members  present  were;  Doctors  Bew, 
Conaway,  Barbash,  Davidson,  Harley,  Filer, 
Charlton,  Pilkington,  Uzzell,  Andrews,  Taggart, 
Ireland,  Subin,  McGeehan,  Winn,  Walker,  Sum- 
ner, Rosenberg,  Matheson,  Cheeves,  Hyman, 
White  and  George. 
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BERGEN  COUNTY. 

H.  B.  NVolowitz,  M.D.,  Reporter. 

The  regular  September  meeting  of  the  Bergen 
Coupty  Medical  Society  was  held  at  the  Hacken- 
sack Hospital,  Hackensack,  on  September  14,  the 
president,  Dr.  M.  J.  Sullivan,  presiding.  This  be- 
ing the  first  meeting  following  the  summer  re- 
cess, it  was  purely  a business  meeting. 

The  applications  for  membership  of  Dr.  David 
Goldberg,  of  Westwood,  and  Dr.  W.  C.  Williams, 
of  Rutherford,  having  been  approved  by  the 
Membership  Committee,  were  voted  upon  and  ac- 
cepted. 

An  application  for  membership  was  received 
from  Dr.  Spencer  T.  Snedecor,  of  Hackensack,  and 
was  referred  to  the  Membership  Committee. 

The  Entertainment  Committee  was  authorized 
to  plan  a get-together  dinner  with  all  the  fringes 
for  the  very  near  future. 

A communication  from  the  State  Society  re- 
lative to  public  health  education  was  read  and 
ordered  turned  over  to  the  Scientific  Committee. 

A committee  was  appointed  to  draw  resolutions 
on  the  recent  death  of  Dr.  Beveridge. 

A.  committee  was  appointed  to  seek  another 
meeting  place,  it  having  first  been  found  desir- 
able to  make  a change. 

The  group  accident  and  health  insurance  policy 
offered  through  the  State  Society  was  discussed. 
One  member  stated  that  he  held  a similar  policy 
which  was  as  good  or  better  and  which  cost  but 
a few  dollars  more.  Another  point  made  was 
that  the  policy  was  interesting  to  the  older  men 
but  was  much  too  expensive  for  the  younger.  No 
action  was  taken  since  it  was  decided  that  the 
matter  was  a personal  one  for  each  individual. 

GLOUCESTER  COUNTY. 

Henry  B.  Diverty,  M.D.,  Reporter. 

Members  of  the  Gloucester  County  IMedical 
Society  held  their  annual  meeting  at  the  Wood- 
bury Country  Club,  about  sixty  physicians,  ac- 
companied by  their  wives,  enjoying  the  banquet 
and  entertainment. 

Dr.  Wilson  Stout,  of  Wenonah,  president  of 
the  society,  presided  at  the  affair,  which  was  one 
of  the  most  successful  ever  held  by  the  associa- 
tion. 

Mrs.  Miriam  Lippincott  entertained  with  dra- 
matic presentations  following  tfie  dinner.  “Pol- 
dican”,  given  by  Mrs.  Lippincott,  was  highly  ap- 
preciated by  the  members. 

MIDDLESEX  COUNTY. 

John  H.  Rowland,  M.D.,  Secretary. 

The  regular  quarterly  meeting  of  the  Middlesex 
County  Medical  Society  was  held  in  the  Alumni 
House,  Queens  Campus,  Rutgers  University,  New 
Brunswick,  on  September  15,  1926,  at  4 p.  m. 

The  meeting  was  called  to  order  by  the  presi- 
dent. Dr.  J.  P.  Schureman.  The  minutes  of. the 
previous  meeting  were  read  and  accejited. 

The  Program  Committee  reported  that  pro- 
gram for  the  remainder  of  the  year  was  almost 
completed. 

The  Membership  Committee  reported  that  the 
following  applicants  were  approved:  Dr.  Anthony 
Lanelli,  Perth  Amboy;  Dr.  S.  Greenberg,  New 
Brunswick;  and  Dr.  L.  A.  M.  Leher,  New  Bruns- 
wick. These  men  were  elected  members. 

The  communication  on  Medical  Relief  in  Dis- 
aster was  read  and  accepted. 

The  speakers  of  the  afternoon  were  as  follows: 


Dr.  F.  Metzger,  Dean  of  Rutgers  University,  who 
appealed  to  the  physicians  for  help  in  examining 
350  freshmen  at  Rutgers;  Dr.  Pinneo,  who  dis- 
cussed the  advantages  and  purposes  of  the  Life 
and  Health  Insurance;  Dr.  Edward  Rose,  of  the 
University  Hospital,  Philadelphia,  who  gave  a 
very  thorough  paper  on  the  medical  aspects  of 
goiter;  he  was  followed  by  Dr.  Frederick  Bothe, 
of  the  Presbyterian  Hospital,  who  brought  out 
the  surgical  side  of  goiter. 

The  discussion  was  opened  by  Dr.  Clarke,  of 
New  Brunswick.  After  free  discussion  the  meet- 
ing adjourned. 

About  35  members  and  guests  were  present. 
This  was  a fair  response  in  attendance  consider- 
ing the  interest  in  the  golf  tournament  held  at 
Short  Hills. 


MORRIS  COUNTY. 

Marcus  A.  Curry,  M.D.,  Reporter. 

The  annual  meeting  of  the  Morris  County 
Medical  Society  was  held  on  the  evening  of 
Tuesday,  September  21,  at  The  New  Jersey  State 
Hospital  at  Greystone  Park;  the  facilities  of  the 
institution  for  the  meeting  having  been  tendered 
by  the  Board  of  Managers  and  Superintendent 
Dr.  Curry,  in  continuation  of  the  annual  custom 
that  has  prevailed  for  many  years. 

President  Glazebrook  presided  over  a good  at- 
tendance of  members  and  several  of  the  hos- 
pital medical  staff  were  present  as  guests. 

The  usual  routine  business  was  handled  with 
dispatch  and  incidentally  Treasurer  Reed  ex- 
pressed gratification  that  all  members  were  paid 
up  and  had  been  paid  up  for  many  months;  also 
calling  attention  to  the  fact  that  the  dues  for 
next  year  would  be  $15  payable  at  this  time  in 
advance. 

Secretary  Lathrope  spoke  on  the  importance 
of  the  members  filling  out  the  reply  cards  that 
accompany  the  notices  of  meetings  which  about 
two-thirds  of  the  members  failed  to  do;  that  it  is 
a great  help  if  these  reply  cards  come  in  prompt- 
ly so  those  in  charge  of  the  meeting  can  be 
notified  of  how  many  to  expect;  that  it  is  quite 
as  important  to  say  “no”  if  one  is  not  going  to 
. attend  as  to  say  “yes”  if  one  is  coming  to  the 
meeting. 

Secretary  Lathrope  spoke  also  of  the  desire 
of  the  Executive  Committee  to  have  better  rec- 
ords of  our  members;  that  a card  index  is  to  be 
gotten  up  and  sometime  in  the  near  future  this 
will  be  done  and  cards  will  be  sent  to  be  filled 
out  by  the  members;  and  asking  that  they  be 
given  prompt  attention  and  returned  promptly; 
that  it  is  very  essential  to  have  this  sort  of 
record  and  asking  cooperation  when  the  time 
comes. 

Group  Insurance,  which  has  been  arranged 
for  by  the  State  Society,  was  discussed  by  Presi- 
dent Glazebrook  who  urged  the  members  to  act 
without  further  delay  in  accordance  with  the 
notices  received  by  them;  as  if  the  opportunity 
is  to  be  availed  of,  at  least  75%  of  the  members 
of  the  State  Society  must  come  into  the  group. 
Dr.  Pinneo  of  Newark  took  up  the  subject  and 
went  into  the  proposition  in  a detailed  way  as 
to  how  the  opportunity  was  made  possible  and 
just  what  it  means  to  the  individual  member  in 
the  way  of  obtaining  benefits  not  heretofore 
vouchsafed  to  them  through  the  State  Society. 
Information  on  points  raised  by  members  was 
freely  and  lucidly  given  by  Dr.  Pinneo.  Dr. 
Pinneo  also  stressed  the  limitation  of  time  with- 
in which  this  special  dispensation  of  the  insur- 
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ance  company  might  be  availed  of,  urging  that 
applications  be  sent  in  without  delay  as  time  is 
important  lest  the  opportunity  for  the  members 
to  benefit  themselves  individually  be  lost. 

Dr.  Costello,  as  a delegate  to  the  State  Society 
annual  meeting  made  a highly  favorable  report 
on  matters  of  general  interest  and  on  incidents 
more  intimately  related  to  the  county  society 
and  its  purposes;  all  the  society’s  annual  dele- 
gates were  present  as  were  many  of  the  per- 
manent delegates;  favorable  regard  for  Morris 
County  was  indicated;  and  while  the  matter  of 
a change  ip  the  election  of  trustees  of  the  State 
Society  had  been  postponed  for  a year  the  Morris 
County  plan  seemed  to  find  more  favor  than  any 
other  advanced. 

Dr.  Costello  called  attention  to  the  ruling  of  the 
Motor  Vehicle  Department  which  provides  for  a 
special  insignia  of  “M.  D.”  for  automobiles  of 
physicians;  that  Commissioner  Dill  is  anxious  for 
the  physicians  to  send  in  and  get  this  insignia 
and  take  off  all  other  insignias;  send  in  the 
license  number  and  a card  and  this  insignia  will 
be  sent. 

Dr.  Curry  spoke  on  the  dinner  which  was  given 
by  Dr.  Donohoe  to  secretaries  and  reporters  of 
the  county  societies,  at  Atlantic  City;  that  at  that 
time  Dr.  Morrison  talked  very  strenuously  to 
the  secretaries  and  Dr.  Reik  talked  to  the  re- 
porters; that  Dr.  Reik  brought  up  one  thing 
that  should  be  brought  before  the  society,  which 
is  that  frequently  in  the  various  counties  some- 
thing happens  of  importance  that  the  reporter 
didn’t  get  hold  of  and  didn’t  get  into  the  State 
Journal;  that  it  frequently  happens  in  this  county 
that  something  occurs  that  the  reporter  doesn't 
know  about  and  doesn’t  get  into  the  State  Jour- 
nal; that  if  the  various  members  will  let  the 
reporter  know  of  anything  of  importance  in  the 
county,  he  will  do  his  best  to  get  it  into  the 
Journal. 

There  were  two  proposals  for  membership; 
Dr.  Robert  D.  Gilbertson  of  Madison,  and  Dr. 
Walter  L.  Tanner  of  Morristown;  the  applica-. 
tions  taking  the  usual  course. 

This  being  the  annual  meeting  the  meeting 
proceeded  with  the  election  of  officers  for  the 
ensuing  year. 

The  recommendations  of  the  Nominating  Com- 
mittee which  were  made  at  the  June  meeting 
were  read  by  President  Glazebrook.  There  were 
no  other  nominations  made  and  the  following 
officers  were  unanimously  elected: 

President  Clarence  A.  Plume,  Succasunna;  Vice- 
President,  Samuel  C.  Haven,  Morristown;  Treas- 
urer, F.  Grendon  Reed,  Morristown;  Secretary, 
George  H.  Lathrope,  Morristown;  Reporter,  Mar- 
cus A.  Curry,  Greystone  Park;  Executive  Com- 
mittee (3  additional  members)  Francis  H.  Glaze- 
brook,  Morristown;  William  A.  McMurtrie,  Mor- 
ristown; Ellery  N.  Peck,  Boonton;  Annual  Dele- 
gates to  1927  State  Meeting,  William  P.  Costello, 
Dover;  F.  Irwin  Krause,  Chatham;  L.  E.  Williams, 
Madison;  Alternate  Delegates,  Edward  Ackerman, 
Dover;  Byron  G.  Sherman,  Morristown;  W.  J. 
Summers,  Boonton;  Historian,  H.  W.  Ivice,  Whar- 
ton. 

President  Glazebrook  announced  that  he  had 
received  a communication  from  The  Jerseyman, 
which  as  he  understands  it  will  celebrate  the 
centennial  of  its  birth  sometime  in  October  and 
in  keeping  with  its  program  for  a centennial 
issue  wishes  to  get  historic  sketches  of  Morris- 
town hospitals,  the  county  medical  society,  etc., 
for  publication;  the  matter  of  furnishing  a sketch 
of  the  history  of  the  county  society  was  discussed 


and  by  unanimous  action  of  the  members  re- 
ferred to  the  Executive  Committee. 

The  time  for  the  address  of  the  retiring  Presi- 
dent having  arrived,  Dr.  Glazebrook  arose 
splendidly  to  the  occasion.  Prefatory  to  read- 
ing a highly  interesting  paper  on  “The  Acute 
Abdomen’’  which  was  enthusiastically  received 
by  his  audience  and  has  been  submitted  for  pub- 
lication in  the  Journal,  Dr.  Glazebrook  spoke  on 
incidents  of  intimate  interest  to  the  county  so- 
ciety during  his  incumbency,  as  follows; 

“It  seems  proper  to  review  briefly  at  this  time 
the  society’s  activities  during  the  past  year.  I 
want  first  to  express  my  appreciation  to  the  Ex- 
ecutive Committee  for  their  loyal  support  and 
assistance  in  carrying  on  the  work  of  the  so- 
ciety during  my  term  of  office;  certainly  the  so- 
ciety chose  wisely  in  selecting  the  Executive  Com- 
mittee. I am  sure  you  will  agree  that  the  busi- 
ness has  been  expeditiously  and  wisely  executed. 
The  year  has  been  a most  interesting  and  satis- 
factory one.  The  four  regular  meetings  were 
well  attended,  and  there  was  a fair  turn  out  at 
our  special  meeting  to  hear  a talk  by  Dr.  James 
Cooper  on  the  Birth  Control  situation.  Dr.  H.  E.  B. 
Pardee  of  New  York  City  entertained  us  with  a 
most  able  paper  on  ‘Cardiac  Disease’  at  the  De- 
cember meeting;  the  March  meeting  at  which 
time  a symposium  was  prese'nted  by  the  members 
of  the  society  was  one  of  the  best  meetings  it 
has  been  my  privilege  to  attend  during  my 
twenty-four  years  of  membership.  Dr.  Reik, 
State  Secretary,  attended  this  meeting  and 
thought  well  enough  of  the  papers  to  give  Mor- 
ris County  practically  the  entire  scientific  sec- 
tion of  one  edition  of  the  State  Journal;  this  was, 
indeed,  most  complimentary.  Dr.  Linsly 
Williams  of  the  National  Tuberculosis  Associa- 
tion addressed  us  at  our  June  meeting  when  we 
were  the  guests,  as  usual,  of  the  Board  of  Direc- 
tors of  the  Shongum  Sanatorium. 

“Outstanding  in  the  way  of  constructive  work, 
the  meeting  of  the  Executive  Committee  with  the 
various  Visiting  Nurses’  Assocations  of  the  county 
and  the  subsequent  consideration  and  action  of 
the  society  resulting  in  the  standardization  of  the 
standing  orders  for  these  associations  throughout 
the  county,  regulating  the  fees  and  arranging 
for  regular  examinations  of  the  nurses,  was  a 
decided  step  forward.  I would  recommend  such 
conferences  annually  to  discuss  the  problems 
confronting  these  organizations.  The  Morris 
County  plan  of  electing  the  Trustees  of  the  State 
Society  was  favorably  received  throughout  the 
State  and  will  surely  influence  any  final  action  in 
this  connection.  Morris  County's  activity  con- 
cerning the  question  of  Group  Life  Insurance 
was  instrumental  in  bringing  the  question  to  the 
attention  of  the  State  Society,  where,  as  you 
know,  it  was  approved  and  is  now  in  operation. 

“Many  public  problems  have  been  discussed; 
one  of  particular  interest  being  the  movement 
for  a County  Physician  in  place  of  our  coroner 
system,  which  should  be  carried  on  until  ac- 
complished. 

“In  retiring,  the  message  I would  leave  with  you 
is  to  give  your  full  support  to  the  incoming  Presi- 
dent. Y’ou  can  best  do  this  by  regular  attendance 
at  the  meetings  during  the  coming  year;  remem- 
ber these  are  your  meetings.  The  President  and 
the  Executive  Committee  are  doing  their  utmost 
to  make  the  programs  attractive  and  helpful  and 
will  be  glad  to  have  your  counsel  and  discussion; 
and  besides  it  does  us  all  good  to  get  together  in 
a common  interest;  the  better  we  know  each 
other  the  more  tolerant  we  are  apt  to  be  of  the 
other  fellow’s  point  of  view.’’ 
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Retiring  President  Glazebrook  was  given  a 
unanimous  standing  vote  of  thanks  and  appre- 
ciation for  his  address  so  ably  rendered. 

Superintendent  Curry  reviewed  some  of  the 
history  and  work  of  the  State  Hospital  at  Grey- 
stone  Park,  stating  that  on  August  17  of  this 
year  the  institution  had  completed  5 0 years  of 
service;  that  on  August  17,  18  76,  the  first  pa- 
tients were  transferred  to  the  Trenton  Hospital 
and  on  August  17  of  this  year  2 of  that  original 
transfer  still  lived  at  this  institution.  Continuing 
Superintendent  Curry  said:  “I  really  feel  that  the 
men  do  not  take  the  interest  in  this  institution 
that  they  really  should;  I know  we  have  your 
good  will  and  support  but  at  the  same  time  I 
really  wish  you  would  take  a more  active  in- 
terest in  this  institution  and  see  and  know  exact- 
ly what  is  being  done  at  the  institution,  so  that 
when  some  things  come  up  frequently  regarding 
the  institution  you  will  be  in  a position  where 
you  will  know  very  definitely  of  the  conduct  of 
the  institution  at  Greystone  Park.  As  you  know 
we  are  building  quite  rapidly  and  we  expect  and 
hope  to  have  it  so  when  you  meet  with  us  next 
year  it  will  be  in  the  new  building  which  is  being 
completed — a reception  building  for  250  patients; 


where  every  iratient  coming  to  the  institution 
will  be  admitted  and  there  studied  and  then 
transferred  from  that  particular  building  to  the 
building  where  the  patient  is  best  fitted  to  go; 
and  we  are  in  hopes  of  running  a clinic,  similar 
to  the  out-clinics  we  are  established,  so  we  will 
be  able  to  send  a great  many  patients  back  home 
without  ever  becoming  patients  in  the  institution. 
We  feel  we  are  doing  some  very  progressive  work 
at  the  institution  and  we  feel  that  we  want  your 
cooperation  and  want  your  aid.” 

Superintendent  Curry  invited  the  members  and 
guests  to  supper  prepared  under  the  supervision 
of  the  recently  appointed  new  Warden,  Captain 
George  J.  Hamberger,  during  which  the  new  of- 
ficer was  introduced.  The  supper  was  greatly 
enjoyed  and  not  only  sustained  the  reputation  of 
the  institution  for  entertainment  of  this  charac- 
ter but  as  indicated  by  the  comments,  gained 
some  added  prestige. 

Grand  Annual  Field  Day  for  patients  at  the 
State  Hospital  was  announced  by  Superintendent 
to  be  held  on  Saturday,  October  9,  at  which  there 
will  be  an  exhibit  of  occupational  therapy  prod- 
ucts, of  the  physical  education  department  work, 
athletic  events,  etc.,  to  attend  which  a cordial 
invitation  was  extended  to  all. 


COUNTY  SOCIETY  GROWTH. 

(Two  Messages  from  the  State  Society  Secretary) 

The  officers  and  members  of  the  County  So- 
cieties are  to  be  warmly  congratulated  upon  their 
activities  during  the  past  year.  The  increased 
interest  and  attendance  at  meetings  are  very 
manifest.  We  have  listened  to  scientific  papers 
this  year  which  would  have  reflected  credit  upon 
any  medical  society  in  America. 

New  hospitals  are  being  erected  in  many  parts 
of  the  state.  Physicians  are  pushing  these  build- 
ing campaigns.  In  Bayonne  the  doctors  sub- 
scribed over  $60,000  toward  the  erection  of  a 
new  hospital.  In  Burlington  the  physicians  have 
likewise  contributed  over  $22,000  for  the  same 
purpose.  New  members  are  being  added  to  the 
hospital  staffs,  hospital  standardization  is  being 
elevated  and  the  character  of  service  constantly 
improved.  Reference  is  made  particularly  to  the 
hospital  work  and  activity  in  Atlantic,  Bergen, 
Burlington  and  Union  Counties. 

A drive  is  being  made  all  over  the  state  to 
further  control  the  ravages  of  tuberculosis,  small- 
pox, diphtheria  and  scarlet  fever.  Active  im- 
munization against  the  development  of  the  two 
latter  diseases  is  being  increasingly  employed  in 
many  of  the  counties.  Tetanus  antitoxin  is  found 
in  every  hospital  doing  clinical  and  emergency 
work. 

Our  membership  is  constantly  increasing.  We 
have  now  enrolled  2310  members.  In  the  Of- 
ficial Transactions  published  in  1923  the  mem- 
bership was  placed  at  less  than  2 000.  Let  us 
set  3000  for  our  next  goal.  There  are  more 
practicing  physicians  than  this  in  the  state.  We 
should  make  every  endeavor  to  have  them  all 
enrolled.  This  year  we  have  added  more  new 
members  and  have  had  more  re-instatements  than 
ever  before.  It  is  manifest  that  membership  in 
the  County  and  State  Societies  is  being  made  well 
worth  while. 

We  are  returning  from  our  summer  vacations 
rested  and  refreshed.  The  fall  months  are  the 
very  best  in  the  year  for  securing  new  members. 


New  York  State  Society  has  slightly  over  60% 
of  its  total  physicians  enrolled.  Pennsylvania 
has  a little  over  70%.  Illinois  62%  and  Massachu- 
setts 70%.  Ours  is  slightly  over  70%.  I believe 
we  lead  the  list.  We  should  not  rest  on  our  oars 
until  we  have  90%,  which  is  about  what  we  may 
safely  absorb  with  due  consideration  for  pro- 
fessional and  moral  standards. 

J.  B.  Morrison, 
Recording  Secretary. 


TO  THE  TREASURERS  OF  THE  COUNTY 
MEDICAL  SOCIETIES. 

Will  the  Treasurers  of  the  County  Societies 
1- lease  remit  to  Dr.  Marsh,  Treasurer  of  the  State 
Society,  the  names  of  all  new  members,  accom- 
panied with  the  proper  remittances. 

The  American  Medical  Association  is  preparing 
the  new  19  26  Directory.  Many  new  members  are 
applying  to  the  A.  M.  A.  and  to  the  Motor  Vehicle 
Department  of  New  Jersey  for  Automobile  Em- 
blems, only  to  be  informed  that  they  are  not 
members  of  the  Medical  Society  of  New  Jersey. 
These  men  also  are  not  receiving  their  copies 
of  the  State  Journal,  and  complaints  are  being 
made  to  the  Publication  Committee  repeatedly 
on  this  account. 

New  members  in  the  County  Societies  are  not 
accorded  membership  in  the  State  Society  until 
their  names  are  in  my  hands  and  their  dues  to 
the  State  Society  have  been  forwarded  to  Dr. 
Marsh,  our  treasurer.  It  is  a distinct  injustice 
to  delay  the  completion  of  these  memberships 
in  the  State  Society.  It  also  creates  a feeling  of 
distrust  in  my  office  when  my  office  is  not  to 
blame. 

I earnestly  urge  your  more  active  cooperation 
in  this  matter  for  the  welfare  of  the  State  So- 
ciety and  in  justice  to  new  members. 

Yours  sincerely, 

J.  B.  Morrison, 

Recording  Secretary. 
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HARVEY-COBB — On  September  7,  1926,  at 

Mones,  near  Ditchfield,  Conn.,  Dr.  Thomas  W. 
Harvey,  Jr.,  of  2 73  Tremont  Avenue,  Orange,  to 
Miss  Helen  H.  Cobb  of  Harrison  Street,  East 
Orange. 


2Dcatt), 


MARVEL.  Mrs.  Phillip,  wife  of  Dr.  Philip  Mar- 
vel, died  at  her  residence,  2 9 01  Pacific  Avenue, 
Atlantic  City,  at  6 o'clock,  September  15,  after 
an  lilness  of  several  weeks.  Mrs.  Marvel  was  born 
in  Philadelphia.  She  was  the  daughter  of  Thomp- 
son and  Martha  Irvin,  who  moved  to  Atlantic 
City  in  1886.  She  is  survived  by  her  husband,  two 
daughters,  Mrs.  John  D.  Boushall  Jr.  and  Mrs. 
John  C.  Cooper  Jr.,  a son,  Dr.  Philip  Marvel  Jr., 
and  two  sisters,  Mrs.  Elwood  Bartlett  and  Mrs. 
Harry  B.  Cook. 


^Personals. 


Dr.  and  Mrs.  R.  W.  Moister  and  family,  De 
Forrest  Avenue,  Summit,  have  returned  home 
from  a vacation  at  New  London,  N.  H. 

Dr.  H.  H.  Bowles  of  Woodland  Avenue,  Sum- 
mit, has  returned  from  his  vacation  spent  at 
Bridgehampton,  L.  I.  Mrs.  Bowles  and  the  chil- 
dren returned  about  two  weeks  later. 

Dr.  and  Mrs.  Watson  B.  Morris  of  Springfield 
have  returned  to  town  after  passing  the  month 
of  August  at  Moosehead  Lake,  Me. 

Dr.  and  Mrs.  W.  T.  Rumage  of  232  Lafayette 
Street,  Newark,  returned  from  their  summer 
home,  502  Woodland  Avenue,  Avon. 

Dr.  and  Mrs.  Albert  Scott  Harden  of  540  War- 
ren Street,  Newark,  and  their  sons,  Albert  Jr.  and 
Bruce,  are  back  from  their  summer  home,  Fair 
Haven,  at  Island  Heights,  where  they  have  been 
since  June. 

Dr.  and  Mrs.  Wells  P.  Eagleton  of  212  Elwood 
Avenue,  Newark,  are  at  home  again  from  Europe 
where  they  spent  the  summer  in  Italy  and  France. 

Dr.  and  Mrs.  Walter  C.  Richman  of  165  Rose- 
ville Avenue,  Newark,  and  their  daughter,  Miss 
Evelyn  Richman,  have  returned  after  passing  the 
season  at  Ogunquit,  Me.  They  spent  their  last 
week  visiting  the  White  Mountains,  Montreal,  the 
Great  Lakes  and  Rochester. 

Dr.  and  Mrs.  J.  Bennett  Morrison  of  9 7 Halsey 
Street,  Newark,  have  returned  from  Boothbay 
Harbor,  Me. 

Dr.  and  Mrs.  L.  G.  Kirkman  and  family  of  176 
Roseville  Avenue,  Newark,  have  returned  from 
their  vacation  at  Manasquan. 

Dr.  and  Mrs.  Herbert  Foster  of  10  The  Crescent. 
Montclair,  have  returned  from  abroad.  They 
toured  France,  Germany,  Switzerland  and  Den- 
mark, and  sailed  from  Copenhagen  for  home. 

Dr.  Charles  Craster  of  Newark  has  returned 
on  the  S.  S.  Leviathan  from  England.  He  sailed 
with  Mrs.  Craster  and  their  daughter  Betty  early 
in  July.  They  spent  most  of  the  time  in  touring 
the  British  Isles.  Mrs.  Craster  and  Betty  return 
about  October  1.  Dr.  Craster  has  been  named  a 
member  of  the  National  Conference  Board  on 
Sanitation,  which  organization  has  just  issued  a 
bulletin,  “What  Price  Smoke?’’  in  its  efforts  to 
eliminate  the  smoke  nuisance  from  New  York 
and  other  cities.  Among  the  other  members  of 


the  board  are  Dr.  James  J.  Hagen,  health  officer 
of  Jersey  City,  and  Mrs.  Rudolph  Binder  of  East 
Orange. 

Dr.  and  Mrs.  Bernard  H.  Greenfield  of  691  Clin- 
ton Avenue,  Newark,  have  returned  on  the  Bel- 
genland  after  touring  France,  England,  Switzer- 
land and  Italy. 

To  commemorate  his  twenty-fifth  anniversary 
as  a practising  physician,  Dr.  Harry  B.  Slocum, 
chief  of  staff  at  Monmouth  Memorial  Hospital, 
recently  gave  a dinner  at  Price’s  Hotel,  Pleasure 
Bay.  Dr.  William  K.  Campbell  was  toastmaster, 
and  in  behalf  of  the  guests  gave  Dr.  Slocum  a 
wrist  watch.  The  hospital  staff  attended. 

Dr.  Wellington  Campbell  of  Old  Short  Hills 
Road,  Short  Hilis,  who  has  been  spending  the 
month  of  August  in  Waterford,  Me.,  has  returned. 

Mrs.  Henry  G.  Holler  of  234  Montclair,  Avenue, 
Newark,  and  daughter,  Miss  Helen  Holler,  have 
returned  from  Lake  Winnepesaukee,  N.  H.,  where 
they  spent  the  summer,  with  the  exception  of  a 
short  stay  in  Williamsport,  Pa.  Dr.  Holler  has 
also  returned  after  joining  them  for  a month. 
Miss  Holler  will  leave  for  Smith  College  Septem- 
ber 2 7,  to  enter  her  junior  year. 

Week-end  guests  at  the  summer  home  of  Saul 
A.  Kaplan  at  Avon  were  treated  by  Dr.  George  F. 
Corrigan  of  Newark  with  stories  of  his  personal 
experiences  during  a four-month  trip  through 
England,  France,  Germany  and  Austria. 

Mr.  and  Mrs.  Lawrence  MacGinnis  and  their 
family  of  Toronto,  who  had  been  visiting  Dr.  and 
Mrs.  Ambrose  F.  Dowd  of  215  Mt.  Prospect  Ave- 
nue, Newark,  are  spending  a week  in  Atlantic 
City.  Later,  accompanied  by  Mrs.  Dowd,  they  will 
motor  to  Bretton  Woods,  N.  H.,  where  they  will 
spend  ten  days  at  the  Mount  Washington  Hotel. 
Dr.  Dowd  will  join  them  in  the  mountains. 

Dr.  George  G.  Jackson  of  14  Hill  Street,  New- 
ark, has  been  making  a two  weeks’  stay  in  As- 
bury  Park. 

Dr.  and  Mrs.  J.  L.  Meeker  of  DeBary  Place, 
Summit,  have  gone  on  a motor  trip  to  Lake  Sun- 
apee,  N.  H.,  and  the  [White  Mountains. 

Dr.  and  Mrs.  Wm.  H.  Lawrence  of  129  Summit 
Avenue,  Summit,  have  been  on  a trip  to  Canada. 

Dr.  and  Mrs.  L.  W.  Bagg  of  Montclair  and  New- 
ark have  returned  from  Maslcoma  Lodge,  N.  H., 
where  they  have  been  since  early  in  August.  Miss 
Barbara  Bagg,  who  spent  the  summer  at  Loc- 
hearn  Camp,  Lake  Fairlee,  Vt.,  motored  back 
with  them.  Miss  Bagg  then  left  for  Pleasant 
Point  Club  on  Lake  Ontario,  remaining  until  after 
Labor  Day. 

Dr.  and  Mrs.  J.  T.  Wrightson  of  520  Clifton 
Avenue,  Newark,  have  returned  from  Montreal 
and  Lake  Quimet  in  the  Laurentian  Mountains. 

Dr.  and  Mrs.  Herman  C.  H.  Herold  of  1115 
Broad  Street,  Newark,  and  their  daughters,  the 
Misses  Janet,  Camilla  and  Katherine  Herold,  have 
been  spending  two  weeks  at  Haines  Falls. 

Dr.  and  Mrs.  E.  D.  Newman  of  81  New  Street, 
Newark,  have  returned  from  Kennebunkport,  Me. 

Dr.  and  Mrs.  George  Jenkinson  Holmes  of  437 
Parker  Street,  Newark,  returned  from  Edgar- 
town,  Mass.,  after  Labor  Day,  accompanied  by 
their  daughter,  Miss  Mary  Holmes.  The  latter 
and  her  mother  have  been  away  since  the  mid- 
dle of  July-.  Dr.  Holmes  joined  them  for  the  last 
month. 

Dr.  and  Mrs.  Herbert  M.  Ill  of  788  Lake  Street, 
Newark,  have  been  spending  a few  days  at  the 
summer  home  at  Island  Heights  of  Dr.  and  Mrs. 
Carl  H.  Ill  of  505  Clifton  Avenue. 
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ESSENTIALS  FOR  A SUCCESSFUL 
PROSTATECTOMY. 


A.  Haines  Lippincott,  M.D., 
Camden,  N.  J. 

The  lowering  of  mortality  rates  in  pros- 
tatic surgery  is  only  one  of  the  many  sur- 
gical triumphs  that  the  profession  is  proud 
to  record.  This  to  a great  extent  is  due  to 
the  urologist  who  has  step  by  step,  not  only 
improved  the  technic  but  has  shown,  more 
important  than  all,  the  necessity  of  proper 
preparation  of  the  patient  before  and  care 
following  the  operation. 

These  patients  come  under  our  care  usu- 
ally in  the  decline  of  life,  tired  out  from  a 
dysuria  that  has  interfered  with  their  rest 
both  day  and  night,  with  impaired  kidneys, 
broken  down  cardiovascular  systems,  and 
with  chronic  bronchitis  and  emphysema. 
Frequently  they  have  been  submitted  to  a 
prolonged  unskilful  and  unsuccessful  cathe- 
terization. They  are  bleeding  and  infected, 
and  have  often  been  under  the  strain  of  a 
chronic  distention  of  the  bladder  for  months. 
Quoting  Dr.  Young,  “Many  of  these  old 
men  are  veritable  museums  of  pathology.” 

And  so  we  are  handed  this  human  wreck 
to  rehabilitate ! The  choice  of  approach  to 
the  prostate  gland  either  by  the  perineal  or 
suprapubic  route,  to  my  mind,  does  not  mat- 
ter. I feel  that  the  type  of  operation,  of  it- 
self, providing  it  is  done  with  any  degree  of 
skill,  is  of  secondary  importance.  There 
are,  as  we  all  know,  certain  types  of  glandu- 


lar enlargements  that  should  be  removed  by 
the  perineal  route,  and  if  one  has  been  so 
fortunate  as  to  receive  his  urologic  training 
under  Young,  he  will  no  doubt  do  most  of 
his  prostatectomies  after  the  method  of  this 
able  teacher,  but  for  the  general  run  of  sur- 
geons I believe  the  suprapubic  operation  is 
the  preferable  one. 

It  is  not  my  intent  in  this  paper  to  deal 
with  the  operative  procedure  itself,  but 
rather  to  confine  myself  to  the  preoperative 
and  the  postoperative  treatment. 

A successful  catheterization  at  once  takes 
the  case  out  of  the  emergency  class.  Hav- 
ing a catheter  comfortably  fixed  in  the 
urethra  we  can  bide  our  time.  It  has  been 
shown  that  suddenly  emptying  the  chron- 
ically distended  bladder  is  a dangerous  pro- 
cedure. I have  on  more  than  one  occasion 
witnessed  fatalities  follow;  therefore,  the 
bladder  should  be  emptied  by  very  slow 
stages,  either  by  drawing  off  small  quanti- 
ties of  urine  at  frequent  intervals  or  by  the 
decompression  method  as  described  by  Bum- 
pus.  If,  as  is  often  the  case,  an  indwell- 
ing catheter  is  not  tolerated,  a suprapubic 
drain  should  be  inserted ; this  should  be  done 
under  local  anesthesia.  A pezzer  catheter 
makes  a very  comfortable  and  efficient 
drainage  tube. 

Having  established  good  drainage  we 
then  begin  a study  of  the  case.  This  must 
be  thorough  and  complete ; the  more  we 
know  about  our  patients  the  lower  our  mor- 
tality is  bound  to  be.  The  association  of  an 
internist  is  of  great  help.  The  survey  em- 
braces many  points  : The  renal  function  and 
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pathology ; blood  chemistry ; condition  of 
the  cardiovascular  system;  extent  of  infec- 
tion,— this  includes  the  mouth  and  teeth ; 
blood  pressure;  blood  Wassermann;  the 
past  history  and  environments ; condition  of 
the  gastro-intestinal  tract  and  the  nervous 
system ; and,  a careful  examination  of  the 
lungs. 

When  the  residual  urine  has  been  re- 
moved by  either  method  mentioned  above, 
and  the  patient’s  general  condition  has  im- 
proved, it  is  well  to  gather  all  information 
possible  as  to  the  size  and  type  of  prostate 
with  which  we  have  to  deal  and  the  condi- 
tion of  the  bladder  itself,  noting  any  com- 
plications such  as  stone,  tumor,  diverticu- 
lum or  tabes. 

If  the  approach  to  the  gland  is  to  be 
through  the  perineum,  or  if  we  decide  upon 
a one-step  suprapubic  operation,  a cysto- 
gram,  or  possibly  a cystoscopy,  should  be 
made;  but  if  the  obstruction  is  to  be  re- 
moved by  a two-stage  suprapubic  operation, 
the  patient  may  be  spared  the  discomfort 
and  possible  traumatism  of  a cystoscopy. 
A cystogram  will  usually  reward  us  with 
valuable  information,  and  its  making  is  not 
attended  with  pain  or  discomfort. 

If  the  patient  is  in  the  class  of  a fairly 
good  risk,  and  is  tolerant  to  the  catheter, 
the  preoperative  treatment  may  be  carried 
through  with  this  drainage.  On  the  other 
hand,  if  this  drainage  is  bothersome,  unsat- 
isfactory and  interrupted,  a pezzer  catheter 
of  goodly  caliber  should  be  placed  in  the 
bladder  suprapubically  under  local  anesthe- 
sia. The  importance  of  comfortable  and 
effective  drainage  cannot  be  over  empha- 
sized ; in  my  experience  the  suprapubic 
drainage  has  been  more  satisfactory  than 
that  by  catheter.  It  has  many  points  in  its 
favor ; it  is  not  so  apt  to  become  occluded 
or  dislodged ; it  is  by  far  more  comfortable 
to  the  patient,  and  with  ordinary  care  it  is 
cleaner.  As  we  endeavor  to  get  these  old 
men  to  frequently  shift  their  position  in 
bed,  to  use  a back  rest,  or  get  out  of  bed  in 
a chair,  with  the  suprapubic  method  there 
is  not  the  danger  of  interrupting  the  drain- 
age, as  there  is  through  the  dislodgement 
of  a catheter.  If  the  preoperative  care  is 


to  be  extended  over  a lengthy  period,  which 
is  often  the  case,  it  is,  in  my  opinion,  the 
drainage  of  choice.  I have  seen  patients 
pick  up  rapidly  following  the  substitution 
of  this  for  the  catheter. 

The  importance  of  fluids  from  the  begin- 
ning to  the  end  of  the  case  is  recognized; 
every  method  of  administration  is  taken  ad- 
vantage of  to  flush  these  old  men  with  wa- 
ter; however,  care  should  be  taken  not  to 
overdo  this.  A record  of  the  intake  com- 
pared with  the  output  should  guide  us  as  to 
the  amount  to  be  administered,  but  it  should 
be  pushed  to  the  limit. 

Taken  for  granted  that  we  have  a fairly 
clear  idea  of  our  patient’s  general  physical 
condition,  with  the  aid  of  our  medical  asso- 
ciates we  proceed  to  get  him  in  the  very 
best  condition  possible  for  the  ordeal  of  an 
operation.  The  time  necessary  for  this 
varies  in  each  individual  case ; the  usual 
time  is  about  2 weeks;  but  I have  had  cases 
under  treatment  many  weeks  before  they 
came  to  operation.  I have  sent  them  home 
with  their  suprapubic  drainage  for  a stay, 
and  had  them  return  later  and  successfully 
go  through  the  operation. 

The  kidney  function,  blood  chemistry  and 
Mosenthal  reaction  are  frequently  checked 
up,  and  we  are  guided  largely  by  these  find- 
ings as  to  the  most  favorable  time  for  per- 
forming the  operation.  Digitalis  is  an  im- 
portant medication  used  in  these  cases  prac- 
tically the  entire  time  the  patient  is  in  the 
hospital. 

When  the  phthalein  output  is  hovering 
around  40  or  50%  or  better,  the  blood  urea, 
and  creatinin  is  near  normal,  the  specific 
gravity  of  the  urine  is  not  fixed  or  low,  the 
tongue  clean,  the  eye  bright,  the  blood  pres- 
sure not  low,  the  gastro-intestinal  tract 
functioning  well  and  the  patient  tells  us  he 
is  feeling  fine,  we  feel  that  the  time  for  op- 
eration is  at  hand. 

Our  operations  are  done  under  gas-oxy- 
gen anesthesia,  and  if  there  is  rigidity  to  in- 
terfere with  the  enucleation  of  the  gland,  a 
few  drams  of  ether  will  do  no  harm.  I have 
had  no  experience  with  spinal  anesthesia, 
but  it  would  seem  to  me  to  have  an  impor- 
tant place  in  this  work.  It  is  our  custom  to 
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administer  morphia  and  atropin  before  giv- 
ing the  anesthetic. 

The  operation  over,  hemorrhage  con- 
trolled, the  patient  is  wrapped  in  blankets 
and  returned  to  his  bed,  and  given  a hvpo- 
dermoclysis  of  normal  salt  solution.  The 
drainage  tube  is  connected  up  with  a bottle 
attached  to  the  side  of  bed  and  proctoclysis 
is  begun  and  kept  up  for  several  days.  The 
solution  is  of  glucose  and  soda  bicarb  in 
normal  saline  solution ; to  the  first  quart 
I dram  of  tincture  of  digitalis  is  added ; 
after  this,  digitalis  is  given  hypodermically 
for  a few  days,  and  then  by  mouth. 

The  patient  is  encouraged  to  drink  plenti- 
fully of  water,  and  drinking  of  water  is 
urged  throughout  the  convalescence.  If  the 
tongue  is  clean  and  moist,  fluids  may  be 
given  by  mouth  exclusively.  Pain  and  rest- 
lessness is  controlled  by  morphia  and  atro- 
pin ; the  bladder  is  not  irrigated  until  about 
the  third  day ; every  precaution  is  taken 
against  hemorrhage  and  infection,  as  these 
old  men  easily  succumb  from  the  effect  of 
these  conditions.  A gauze  compress  of  ac- 
riflavine  solution  placed  around  the  tube 
where  it  enters  the  bladder,  at  every  re- 
dressing, both  following  the  preliminary 
cystostomy  and  the  prostatectomy,  will 
tend  to  prevent  infection  of  wound  and 
bladder  cavity.  The  drainage  is  removed  in 
about  a week.  I do  not  use  an  indwelling 
catheter  following'  the  removal  of  the  tube. 
The  patient’s  dressings  are  frequently 
changed,  and  he  can  be  kept  fairly  com- 
fortable. 

The  employment  of  an  intelligent  nurse, 
especially  one  who  has  had  experience  in 
this  class  of  cases,  adds  much  to  the  chances 
of  recovery.  Hemorrhage,  infection,  ure- 
mia,  failure  of  the  heart  and  pneumonia  are 
the  chief  causes  of  death  following-  pros- 
tatectomy. 

I am  not  in  favor  of  rushing  these  cases. 
It  is  not  wise  to  get  them  out  of  bed  in  less 
than  a week,  nor  to  permit  them  to  sit  up 
long  at  a time  in  the  beginning  of  their  con- 
valescence, nor  to  return  to  their  home  for 
3 or  4 weeks  ; the  latter  applies  more  par- 
ticularly to  the  cases  in  the  ward. 

Following  the  operation  there  is  a mark- 


ed improvement  in  the  patient’s  general 
health ; it  has  been  said  the  life  expectancy 
has  been  extended  18  years. 

In  a minority  of  prostatectomized  patients 
the  symptoms  persist ; the  most  common  of 
which  are  frequency,  difficult  urination,  py- 
uria, retention,  incontinence,  and  occasion- 
ally the  fistula  may  not  close. 

A supervision  of  our  cases  after  leaving 
the  hospital,  and  measures  directed  to  re- 
move the  cause  of  the  above  sequels  will  in 
most  cases  bring  about  satisfactory  results 


UROGRAPHIC  STUDIES  OF  VARIOUS 
TYPES  OF  CONGENITAL,  RENAL 
AND  URETERAL  CONDITIONS. 


Stanley  Rogers  Woodruff,  M.D., 
Jersey  City,  N.  J. 

My  reason  for  bringing  this  subject  to  the 
attention  of  such  a meeting-  as  this  is  the 
fact  that  it  is  usually  presented  only  to  spe- 
cial urologic  societies,  but  as  the  conditions 
are  those  that  the  general  practitioner,  and 
particularly  the  surgeon,  is  liable  to  meet 
with  at  any  time,  it  is  well  to  be  on  one’s 
guard  and  to  have  the  subject  at  least  in 
mind. 

Prior  to  the  last  few  years  of  distinctive 
advance  in  diagnostic  urology— and  the 
recognition  b)^  the  profession  of  this  ad- 
vance— anomalous  conditions  of  the  kidney 
and  ureter  were,  discovered  only  at  autopsy 
or  on  the  operating  table ; the  latter  often 
with  considerable  dismay.  The  percentage 
of  preoperative  diagnosis  since  the  advent  of 
safe  and  unirritating  pyelographic  media 
will  continue  to  increase  every  year  up  to 
as  near  perfection  as  is  possible. 

The  cause  of  the  aberration  in  develop- 
ment of  renal  and  ureteral  anomalies  is  dif- 
ficult to  prove.  Young-  and  Davis1,  with 
others,  have  studied  this  interesting-  condi- 
tion, and  I will  refer  you  to  their  articles 
and  to  the  text-books  on  embryology. 
Briefly,  practically  all  anomalous  conditions 
of  the  kidney  and  ureter  may  be  traced  back 
to  aberrations  in  development  of  the  ure- 
teral bud. 
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Many  tables  have  been  compiled  of  the 
relative  frequency  of  anomalous  conditions 
of  the  kidney  and  ureter,  but  as  medicine 
advances  there  is  an  increasing  desire  to 
more  perfect  diagnoses,  and  these  tables 
will  be  of  little  value  in  the  future.  Pres- 
ent day  refinements,  particularly  the  study 
of  the  kidney  and  ureter  by  the  injection  of 
radiographic  media,  will  formulate  a cor- 
rect diagnosis  in  nearly  every  case. 

Up  to  January,  1922,  according  to  the 
studies  of  Rathbun2,  108  cases  of  horseshoe 
kidney  alone  have  been  reported.  Of  these, 
only  22%  were  diagnosed  before  operation. 
In  the  16  cases  from  the  Mayo  Clinic  up  to 
January,  1922,  as  described  by  Judd,  Braash 
and  Scholl3,  a correct  diagnosis  was  made 
in  50%,  but  it  would  be  safe  to  say  that  at 
the  present  time  in  a well  equipped  hospital 
nearly  90%  of  horseshoe  kidneys  will  be 
correctly  anticipated.  According  to  H. 
Naumann4,  in  a series  of  10,177  autopsies, 
100  malformations  of  the  kidney  were  found, 
of  which  17  were  horseshoe  kidneys;  being 
one  in  about  600  cases. 

Carlier  and  Gerard5,  from  a series  of  68,- 
000  autopsies  placed  the  ratio  at  1 :850. 

Bugbee  and  Woolstein6,  in  4900  autopsies 
in  the  Babies’  Hospital,  found  anomalies  in 
3%  of  children.  Braasch7,  reports  from  a 
series  of  649  renal  operations,  one  anomaly 
was  found  in  every  26  cases.  Harpster, 
Brown  and  Delcher8  have  recently  published 
a most  complete  resume  of  the  literature  up 
to  that  time,  describing  40  cases  of  complete 
bilateral  duplication  of  the  ureter;  28  in- 
complete bilateral  duplication ; 10  complete 
unilateral  duplication,  with  a distinct  super- 
numerary kidney;  171  unilateral  complete 
duplication  with  fused  kidney;  9 incomplete 
unilateral  duplication  with  distinct  super- 
numerary kidney;  114  incomplete  unilateral 
duplication.  It  is  interesting  to  note  that 
those  observed  in  the  last  few  years  had  a 
very  high  percentage  of  diagnoses  made  by 
urographic  technic. 

The  chief  interest  to  the  profession  in 
these  anomalous  conditions  of  the  kidney 
and  ureter  lies  in  the  fact  that  they  are  far 
more  liable  to  pathology  than  the  normal. 
In  fused  and  horseshoe  kidney  there  seems 


to  be  a particular  tendency  toward  hydro- 
nephrosis. In  the  horseshoe  kidney  it  may 
appear  in  either  one  or  both  of  the  pelves, 
while  in  fused  kidney  it  is  more  apt  to  be 
in  the  lower  pelvis,  as  that  seems  to  have 
a far  greater  capacity  than  the  upper  one  in 
the  majority  of  cases.  This,  however,  is 
not  always  true,  as  in  3 of  my  own  cases 
of  fused  kidney,  the  upper  pelvis  was  found 
to  be  an  infected  hydronephrotic  sac.  Cal- 
culus formation  is  frequent. 

A preoperative  diagnosis  is  most  neces- 
sary in  anomalous  conditions  because  of  the 
advantage  in  considering  the  exact  type  of 
operation  to  fit  each  individual  case ; — 
therefore,  the  urge  for  complete  cvstoscopic, 
renal  functional  test  and  urographic  data. 
In  incomplete  duplication  of  the  ureter  and 
renal  pelvis,  it  is  impossible  by  ureteral 
catheterization  alone  to  gain  sufficient 
knowledge  of  the  condition,  as  only  the  de- 
lineation of  the  bifurcation  of  the  ureter 
can  lie  shown  by  pvelographic  means. 

In  commenting  upon  the  tables  as  com- 
piled by  Harpster,  Brown  and  Delcher,  we 
find  the  most  frequent  anomaly  to  be  the 
unilateral  complete  duplication  of  the  ureter 
with  a fused  kidney.  This  I think  coincides 
with  the  g'eneral  opinion  of  urologists  to- 
day. The  large  number  of  cases  of  incom- 
plete unilateral  duplication  reported  seems 
to  be  rather  out  of  proportion  to  the  oth- 
ers, although  this  condition  can  only  be  de- 
termined by  urographic  study,  or  at  autopsy. 

The  smallest  number  of  cases  quoted  is  of 
that  type  described  as  incomplete  unilateral 
duplication  with  distinct  supernumerary  kid- 
ney. This  is  the  usual  experience ; it  being 
a fact  that  any  type  of  anomaly  in  which  a 
distinct  supernumerary  kidney  is  found  is 
very  rare. 

The  most  frequent  types  of  anomalous 
conditions  of  the  kidney  and  ureter  usually 
met  with,  and  of  interest,  will  now  be  de- 
scribed. 

Single  kidney  occurs  where  there  has  been 
failure  of  the  ureteral  bud  to  develop,  and 
probably  occurs  in  about  one  to  600  people. 
This  does  not  take  into  consideration  the 
fact  that  many  kidneys  atrophy  and  become 
useless  and  rudimentary,  fulfilling  no  func- 
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tion  in  the  body.  Perfect  health  is,  of 
course,  permissible  with  a single  kidney,  as 
compensatory  hypertrophy  is  usually  pres- 
ent, but  the  statistics  of  Anders9  show  that 
like  all  the  other  anomalous  kidney  condi- 
tions, it  is  more  liable  to  pathologic  change 
than  are  normal  organs. 

The  supernumerary  kidney  is  a rare  ano- 
maly, particularly  that  known  as  the  free 
supernumerary  kidney,  that  is,  one  lying 
free,  with  its  own  ureter,  generally  placed 
below  the  kidney  on  the  side  of  which  it 
lies.  Such  a kidney  is  usually  small  and 
atrophic  in  character,  and  its  ureter  com- 
monly anastomoses  with  the  ureter  from 
the  kidney  above. 

Double  kidney  is  caused  by  the  fusion  of  a 
free  supernumerary  kidney  with  the  nor- 
mally placed  kidney  above  it.  It  is  prob- 
ably the  most  frequent  form  of  anomaly  of 
the  kidney  and  ureter.  Such  kidneys  usu- 
ally show  a definite  fusion  point,  and  are, 
of  course,  elongated  and  show  irregularity 
in  their  outline.  They  have  2 separate  renal 
pelves,  and  2 separate  ureters  that  may  or 
may  not  anastomose  before  entering  the 
bladder.  The  lower  pelves  of  such  kidneys 
are  usually  dilated,  and  show  changes  of  a 
pathologic  nature  more  frequently  than  the 
upper,  the  latter  portion  being  usually  con- 
sidered the  normal  one.  Double  kidneys 
may  show  no  sign  of  fusion  and  appear  only 
as  large  kidneys,  but  their  pelves  are  always 
separate.  • 

Horseshoe  kidney  is  well  known  and  is  so 
named  because  of  its  resemblance  to  that 
antiquated  apparatus.  It  usually  lies  across 
the  spine,  and  is  caused  by  the  fusion  of  2 
poles  of  the  opposite  kidneys.  This  fusion 
has  in  my  experience  been  most  often  that 
of  the  upper  poles,  while  others  report  the 
opposite.  If  the  upper  poles  unite,  the  kid- 
ney is,  as  a rule,  situated  high  up  in  the  ab- 
dominal cavity,  and  is  more  difficult  to  ap- 
proach surgically.  Fusion  of  the  lower  poles 
brings  the  kidney  well  down,  so  that  it  may 
be  mistaken  at  times  for  an  abdominal,  or 
even  pelvic  tumor.  The  point  of  fusion  be- 
tween the  2 kidneys  may  be  thinned  out, 
and  sometimes  be  nothing  more  than  a fib- 
rous band,  but  is  often  fairly  dense  in  char- 


acter, and  contains  much  functional  tissue. 
According  to  the  researches  of  Eisendrath 
and  others,  the  incidence  of  horseshoe  kid- 
ney is  about  1 in  1000  persons.  The  liabil- 
ity of  pathology  is  shown  when  it  is  noted 
that  1 out  of  6 are  diseased.  The  frequency 
of  horseshoe  kidneys  found  at  the  Mayo 
Clinic  during  kidney  operations  was  1 in  151. 

The  diagnosis,  even  by  pyelogram,  in  this 
type  of  kidney,  is  oftentimes  difficult,  and 
frequently  impossible.  From  a surgical 
standpoint,  the  high  placed  horseshoe  kid- 
ney in  corpulent  subjects  is  oftentimes  dif- 
ficult to  approach,  and  in  my  own  experience 
I have  found  it  impossible  to  remove  the  hy- 
dronephrotic  end  of  a horseshoe  kidney  be- 
cause of  the  difficulty  of  delivery. 

Sigmoid  kidney  is  formed  by  the  fusion  of 
the  lower  pole  of  one  kidney  to  the  upper 
pole  of  the  other.  It  is  a very  rare  anomaly, 
but  has  been  reported  by  M.  C.  Winternitz10. 

Anomalies  of  position  must  be  mentioned 
because  of  the  fact  that  ectopic  kidneys  are 
usually  altered  in  their  outline,  their  blood- 
vessels and  ureter  suffering  in  their  func- 
tional capacity  from  such  chang-e.  In  nor- 
mal kidneys  a slight  amount  of  movement 
is  possible.  A distinction  must  be  drawn 
between  the  true  congenital  ectopic  kidney 
and  the  one  acquired  by  exertion  or  throug'h 
descensus  of  other  abdominal  organs.  The 
congenital  ectopic  kidney  is  usually  placed 
low  in  the  abdomen,  oftentimes  even  in  the 
bony  pelvis,  and  has  short  ureters  going  di- 
rectly to  the  bladder,  and  normally  placed 
ureteral  orifices,  with  blood-vessels  coming 
off  the  nearest  large  vessel,  either  the  lower 
aorta  or  the  iliacs.  The  acquired  ectopic 
kidney  may  be  recognized  from  the  fact 
that  it  has  a normal  length  of  ureter  which 
is  often  shown  by  radiographic  catheter  to 
be  so  altered  in  its  shape  as  to  show  actual 
looping.  Ectopic  kidneys  sometimes  lie  on 
the  same  side  of  the  body,  their  ureters  be- 
ing normally  implanted  in  the  bladder.  Such 
crossing  of  the  kidney  to  the  other  side  is 
known  as  crossed  dystopia.  Excursions  of 
the  kidney  are  more  frequent  in  women 
than  in  men,  and  the  right  is  displaced  more 
often  than  the  left. 

In  anomalies  of  the  ureter  and  renal  pelvis 
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the  most  frequent  condition  noted  is  double 
ureter,  there  being  practically  always  2 renal 
pelves  with  separate  ureters  running  to  the 
bladder  and  with  separate  ureteral  orifices 
showing  in  that  viscus.  This  is  the  type 
called  complete  unilateral  duplication.  In- 
complete unilateral  duplication  means  the 
fusion  of  the  2 ureters  at  some  place  be- 
tween the  kidney  and  bladder,  the  most  fre- 
quent position  being  near  the  upper  part  of 
the  lower-  third.  This  condition,  of  course, 
presupposes  the  presence  of  a fused  or 
double  kidney  on  this  side,  but  in  a few  cases 
it  may  be  present  when  the  supernumerary 
kidney  exists.  This,  and  the  complete  dupli- 
cation of  the  ureter  with  supernumerary 
kidney  are  rare  coincidences  of  embryologic 
fault.  In  complete  duplication,  the  ureter 
from  the  pelvis  situated  in  the  uppermost 
portion  of  the  kidney  practically  always 
crosses  that  of  its  mate,  and  enters  the  blad- 
der with  the  lowermost  outlet.  This  is  in 
accordance  with  Meyers’  law.  The  pelves 
of  a double  kidney  practically  never  connect. 
Papin11,  in  an  immense  number  of  cases 
never  has  found  it.  Braasch  and  Scholl12  do 
not  report  its  presence.  Single  ureter,  run- 
ning from  a single  pelvis,  and  bifurcating 
just  before  entrance  into  the  bladder,  with 
corresponding  2 ureteral  orifices,  is  extreme- 
ly rare.  The  ureteral  orifices  in  the  bladder 
are  usually  close  together  on  the  ridge,  but 
one  is  oftentimes  aberrant,  and  may  be 
found  in  some  other  portion  of  the  bladder, 
posterior  urethra  or  rectum,  or  vaginallv  in 
the  female. 

It  would  seem  from  the  reports  of  many 
authors  that  anomaly  of  the  kidney  or  ure- 
ter of  some  type  is  present  in  a ratio  of 
nearly  1 to  300  people.  What  special 
signs  or  symptoms  are  to  be  looked  for  in 
these  conditions  ? The  history  and  physical 
examination  is  of  very  little  value,  with  a 
few  distinct  exceptions.  A history  of  py- 
uria beginning  in  early  childhood  and  con- 
tinuing for  years  is  very  suggestive  of  renal 
anomaly.  This  was  an  outstanding  condi- 
tion in  3 of  my  own  cases  of  double  kidney 
that  later  came  to  operation.  Intermittent 
or  continued  pyuria,  particularly  when  there 
is  no  complaint  of  dysuria,  is  most  suspi- 


cious, as  these  infections  often  drain  well 
and  have  little  tendency  to  complicate  the 
bladder.  Vague  abdominal  pains,  with  se- 
vere intermittent  crises,  should  be  studied 
by  urography,  because  the  manifestations  of 
anomaly  are  not  always  severe  in  their  de- 
tail. A history  of  incontinence  of  urine 
without  any  appreciable  cause,  particularly 
in  a young  person,  should  lead  one  to  sus- 
pect aberrant  ureter,  opening  as  they  often 
do  in  the  urethra,  vagina  or  fallopian  tube. 
There  are  no  other  absolutely  classical 
symptoms  of  these  anomalous  conditions. 
They,  however,  give  many  real  and  vague 
symptoms  of  other  diseases.  The  so-called 
“Dietl’s  Crisis”,  appendicitis,  indigestion,  ad- 
nexal disease,  duodenal  and  gastric  ulcer, 
have  all  been  simulated.  From  symptoms 
alone  no  diagnosis  can  be  made.  It  is  only 
after  the  routine  urologic  examination, 
which  includes  cystoscopy,  renal  functional 
test,  ureteral  catheterization  and  urography, 
that  these  conditions  can  be  picked  out.  On 
physical  examination,  the  only  condition 
suggestive  of  renal  anomaly  is  in  those 
types  of  horseshoe  or  fused  kidney  lying 
low  in  the  mid-portion  of  the  abdomen  in 
the  male,  otherwise  the  findings  of  a physi- 
cal examination  are  not  more  conclusive  in 
this  condition  than  in  any  other.  The  fact 
that  probably  over  75%  of  renal  anomalies 
have  only  been  discovered  at  operation  by 
the  general  surgeon  when  some  other  con- 
dition had  been  anticipated,  would  urge  one 
to  exhaust  all  methods  of  diagnosis  before 
entering  an  abdomen. 

Abnormal  organs  being  more  susceptible 
to  pathology  than  normal  ones,  the  propor- 
tion of  diseased  anomalous  kidneys  and  ure- 
ters will  be  found  to  be  much  greater  than 
in  the  normal.  In  51,504  autopsies,  Botez13 
found  horseshoe  kidney  in  1:715  cases; 
while  in  a series  of  1000  kidney  operations, 
it  was  found  5 times  more  frequently.  In 
2424  kidney  operations  at  the  Mayo  Clinic 
over  a period  of  10  years,  horseshoe  kidney 
was  operated  on  in  the  proportion  of  1 : 1 51 . 

Sacquepee14  makes  an  interesting  notation 
that  in  double  ureter,  the  more  separated 
the  ureteral  orifices  in  the  bladder,  the  more 
the  kidney  is  apt  to  be  diseased,  the  dis- 
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ease  being  more  marked  in  the  pelvis  drain- 
ed by  the  aberrant  ureter. 

In  fused  kidney,  the  lower  pelvis  is  usu- 
ally the  most  dilated,  and  usually  contains 
the  most  pathology.  It  may  nearly  always 
be  rated  as  hydronephrotic  to  some  extent, 
and  often  becomes  infected,  with  subsequent 
alarming  symptoms.  Calcareus  disease  is  a 
frequent  complication,  with  its  usual  symp- 
tomatology. 

According  to  statistics  the  female  is  more 
susceptible  than  the  male  to  anomalous  con- 
ditions of  the  kidney,  and  may  present 
symptoms  that  are  often  ascribed  to  neu- 
rasthenia. The  intervention  of  pregnancy, 
with  its  interference  of  renal  drainage,  is 
practically  sure  to  start  a severe  pyelitis  in 
one  of  the  pelves  of  a fused  kidney.  I have 
discovered  this  in  2 patients  who  aborted, 
despite  all  treatment,  and  were  nephrecto- 
mized,  one  case  going  on  to  a successful  labor 
2 years  later  with  a single  kidney.  Not  al- 
ways is  the  anomalous  kidney  at  fault,  as 
my  records  show  1 case  of  nephrectomy 
done  for  calculus  pyonephrosis  on  a single 
kidney,  where  the  remaining  one  was  a 
double  kidney  as  yet  without  pathology. 

Under  treatment,  one  of  the  most  pleasing- 
features  in  the  consideration  of  the  anomal- 
ous kidney  is  the  fact  that  conservative  sur- 
gery offers  frequently  a satisfactory  result. 
Thus  in  horseshoe  kidney,  and  in  fused  kid- 
ney, heminephrectomy  can  successfully  be 
carried  out  with  a resultant  cure.  Even  bi- 
lateral heminephrectomy  has  been  success- 
fully accomplished  in  bilateral  double  kid- 
ney by  Eisendrath15  for  calculus  pyonephro- 
sis in  the  pelvis  of  one  kidney  and  an  in- 
fected hydronephrosis  in  the  other.  The 
greatest  difficulty  is  experienced  in  some  of 
the  types  of  horseshoe  kidney,  particularly 
those  placed  high  up  in  the  abdominal  cav- 
ity, lying  equipoised  across  the  spinal  col- 
umn, with  a heavy  isthmus  of  renal  tissue. 

Calculus  disease  when  encountered  may 
be  treated  nearly  on  the  same  lines  as  when 


found  in  an  ordinary  kidney.  It  has  not 
been  my  experience  to  meet  with  tubercu- 
losis of  an  anomalous  kidney  as  yet,  and  I 
do  not  agree  with  Hymen16  that  it  is  a fre- 
quent complication.  Bearing  in  mind  the 
fact  of  the  usual  tubercular  infection  in  a 
kidney,  I do  not  believe  that  hemineprec- 
tomy  is  indicated  in  this  type  of  infection. 

( Dr.  Woodruff  gave  a very  interesting- 
lantern  slide  demonstration  of  the  anomalies 
herein  discussed). 

REFERENCES. 

1.  Young  and  Davis,  Surgical  Gynecology  and 
Obstetrics,  27:1,  1918.  Young’s  Practice  of 
Urology,  Vol.  2,,  1-8. 

2.  Rathbun,  Journal  of  Urology,  December, 
1924,  Vol.  12,  No.  6. 

3.  Judd,  Braasch  and  Scholl,  J.  A.  M.  A.,  Octo- 
ber 7,  1922,  79:1189. 

4.  Naumann,  H.,  Uber,  die  Haufigkeit  der  Bil- 
dungsanomalie‘n  der  Nieren,  Kiel,  1897. 

5.  Carlier  and  Gerard,  Anatomie  Chirurgicale 
et  Chirurgie  du  Rein  nen  fer  a Clieval,  Rev. 
de  Chir.,  46:9  and  46:196,  1912. 

6.  Bugbee  and  Woolstein,  Surgical  Pathology 
of  the  Urinary  Tract  in  Infants,  J.  A.  M.  A., 
December  13,  1914. 

7.  Braasch,  Clinical  Diagnoses  of  Congenital 
Anomaly  in  Kidney  and  Ureter,  Am.  Surg. 
56:726,  November,  1912. 

8.  Harpster,  Brown  and  Delcher,  Jour.  Urol., 
Vol.  8,  No.  6,  December,  1922. 

9.  Anders,  Am.  Jour.  Med.  Sciences,  139:313, 
1910. 

10.  Winternitz,  M.  C.,  “A  Case  of  Sigmoid  Kid- 
ney”, Johns  Hopkins  Hospital  Bulletin, 
19:229,  1908. 

11.  Papin,  Rev.  de  Gynec.  et  de  Chir.  Abd., 
Paris,  15:105,  1910. 

12.  Braasch  and  Scholl,  Jour.  LTrol.  8:507,  1922. 

13.  Botez,  Jour,  de  Urol.,  1:193,  1912. 

14.  Sacquepee,  Journal  de  l’Anat.,  36:103,  1900. 

15.  Eisendrath,  Jour.  Urol.,  May,  1925. 

16.  Hymen.  Unilateral  Fused  Kidneys,  Zeitsch. 
fur  Urol.  Chir.,  9:157. 


536 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Nov.,  1926 


DISCUSSION. 


(The  address  delivered  by  Prof.  Edward  L. 
formed  a part  of  this  symposium  and  a basis  for 

Dr.  J.  Thompson  Stevens:  I was  especially  in- 
terested in  the  excellent  paper  of  Dr.  Keyes,  be- 
cause I had  the  honor  at  this  meeti'ng  a year  ago 


Keyes,  and  published  in  the  October  Journal, 
the  discussion  which  follows). 

tion,  and  radium.  In  his  paper.  Dr.  Keyes  ad- 
vises 2 methods  Of  treatment:  surgery  to  reach 
the  disease,  and  radium  to  eradicate  it.  I cannot 


Fig.  T -Position  ot  patient  tor  suprapubic  cystotomy,  bladder  filled  with  silver  nitrate 
solution,  clamp  on  catheter,  and  tourniquet  about  body  of  penis.  (Pfahler  & Thomas). 


Fig.  2 — Bladder  exposed  and  grasped  by  forceps  before  catheter 
is  released  and  removed.  Bladder  incision  high  up  on  fundus.  (Pfahler 
& Thomas). 


of  presenting  a paper  on  the  technic  of  the  treat- 
ment of  carcinoma  of  the  bladder  by  means  of 
surgery,  Roentgen  rays,  electrothermic  coagula- 


help  but  approve  his  choice  of  applying  radium 
by  suprapubic  cystotomy,  because  of  the  difficul- 
ties encountered  in  a pproaching  the  disease  and 
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the  accurate  application  of  radium  throughout 
the  disease  by  means  of  the  cystoscope. 

If  you  remember,  Dr.  O'Crowley  a year  ago 
raised  the  question  of  the  treatment  of  these 
bladder  carcinomas  by  the  implantation  of  ra- 
dium emanation  seeds.  At  that  time,  I expressed 
the  opinion  that  the  radium  emanation  seeds 
glass  filtered  were  not  the  equal  of  the  radium 
element  because  of  the  fact  that  the  sloughs 
which  oftentimes  followed  the  treatment  by  this 
method  were  occasionally  worse  than  the  trouble 
itself.  Dr.  Keyes  secures  the  same  action  by  ra- 


not  infrequently  the  patient  is  pain-free  at  the 
conclusion  of  the  treatment. 

If  any  one  is  going  to  treat  these  carcinomas 
by  a cystoscopic  route,  it  is  well  to  note  that  con- 
trol of  hemorrhage  is  oftentimes  very  important 
because  it  permits  one  to  plant  his  radium  much 
more  accurately,  when  he  can  see  what  he  is 
doing. 

The  Roentgen  treatment,  in  addition  to  stop- 
ping the  bleeding  and  pain,  is  very  important  in 
closing  up  the  lymphatics  which  drain  this  area 
thereby  tending  to  prevent  the  possibility  of  me- 


Fig.  3 — Apparatus  for  electrothermic  coagulation  which  has  been 
made  portable.  (a)  Indifferent  electrode  which  is  placed  under  but- 
tocks, (b)  Active  electrode  for  destruction  of  tumor. 


dium  emanation  metal  filtered  that  is  secured  by 
one  who  uses  the  radium  element  in  steel  needles, 
which  I use. 

Dr.  Keyes  mentioned  fulguration  but  did  not 
mention  anything  in  connection  with  roentgeno- 
therapy in  these  important  tumors  of  the  blad- 
der. In  our  work,  the  treatment  of  bladder  car- 
cinoma is  always  begun  with  thorough  irradia- 
tion with  Roentgen  rays  of  200,000  volts.  In  this 
way,  we  feel  that  we  secure  marked  palliation. 
The  bleeding  is  stopped  in  almost  every  case,  and 


chanical  metastasis  at  the  time  of  operation. 
That  is  also  very  valuable.  At  the  Mayo  Clinic, 
they  claim  that  preoperative  radiation  sickens 
these  malignant  cells,  or  makes  them  harder  and 
more  difficult  to  transplant  by  mechanical  means. 

Coagulation,  ag  you  know,  is  secured  by  the 
many  oscillations  of  a high  frequency  current  ap- 
plied by  the  bipolar  method,  in  the  treatment  of 
bladder  carcinoma.  This  coagulation  seals  the 
lymphatics,  and  there  is  no  bleeding  at  the  time 
of  the  operation  if  the  coagulation  is  properly 
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Fig.  4 — Electrothei  mic  coagulation  of  tumor  within  the  bladder  by 
means  of  a suprapubic  cystotomy.  (Pfahler  & Thomas). 


Fig.  5 — Radium  needles  placed  in  base  of  tumor  following  e.ectro- 
thermic  coagulation  and  removal  of  the  tumor.  (Pfahler  & Thomas). 
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done.  That  is  also  of  great  importance  in  the 
prevention  of  mechanical  metastasis. 

In  the  past,  all  of  us  have  treated  carcinoma 
by  local  applications  of  various  kinds,  and  we 
have  all  had  failures  because  of  mechanical  me- 
tastasis. Anything  we  can  do  to  prevent  me- 
chanical metastasis  in  the  treatment  of  carcinoma 
is  quite  important.  There  are  2 things  we  can 
use  for  this  purpose:  electrothermic  coagulation 
and  radiotherapy.  The  advantage  of  coagulating 
a malignant  lesion,  as  compared  with  the  ordi- 
nary method  of  cutting,  is  that  when  we  get  a 
healing  we  invariably  get  a soft,  pliable  scar,  as 


tient  comes  to  the  operating  room  following  the 
preoperative  Roentgen  treatment.  His  bladder  is 
filled  with  a solution  of  silver  nitrate,  and  a large 
pad  is  saturated  with  a saline  solution  and  placed 
underneath  the  buttocks.  That  goes  to  one  pole 
of  the  machine:  the  other  pole  is  a point,  the 
operating  electrode.  The  operating  pole  is  used 
to  destroy  the  tumor  in  the  bladder  by  means  of 
electrothermic  coagulation.  By  this  method, 
there  is  no  bleeding,  blood-vessels  feeding  and 
draining  the  part  and  the  lymphatics  are  closed, 
tending  to  prevent  any  possibility  of  mechanical 
metastasis.  Radium  element  in  the  form  of 


Fig.  6 — Sagital  section,  radium  needles  in  place  with  their  threads 
passed  through  drainage  tube.  (Pfahler  & Thomas). 


compared  with  the  hard  scars  which  sometimes 
follow  surgical  procedures,  but  more  important  is 
the  fact  that  mechanical  metastasis  is  practically 
nil. 

If  you  will  permit  me,  I would  just  like  to  re- 
view by  means  of  lantern  slides  the  technic  which 
was  presented  here  last  year  in  the  treatment  of 
bladder  carcinoma.  (Dr.  Stevens  exhibited  a 
series  of  slides  illustrating  the  following  points): 

As  I said  before,  the  first  thing  we  do  is  to 
thoroughly  treat  the  patient  by  means  of  the 
Roentgen  rays.  The  entire  pelvis  is  treated.  By 
this  means,  we  often  secure  relief  from  pain  and 
the  hemorrhages  are  invariably  stopped.  The  pa- 


needles  is  implanted  evenly  throughout  the  co- 
agulated tumor  base.  These  needles  (using  5 
milligram  needles)  are  placed  1 cm.  apart;  if 
you  are  using  10  milligram  needles,  they  are 
placed  2 cm.  apart. 

The  needles  are  buried  in  the  coagulated  base 
of  the  tumor  and  the  drainage  tube  is  sutured 
at  the  uppermost  angle  of  the  incision,  the  threads 
being  attached  to  the  radium  needles.  Then  in 
the  closure  of  the  abdominal  wound,  the  bladder 
is  rotated  downward  and  the  radium  needle 
threads  are  passed  through  the  rubber  drainage 
tube. 

This  line  shows  the  rationale  of  using  com- 
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Fig.  8 — Bladder  rotated  downward  by  drainage  tube  which  is  fixed 
by  stitches  through  lower  angle  of  skin  incision.  Recti  muscles  and 
fascia  are  being  closed.  (Pfahler  & Thomas). 
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bination  Roentgen  rays  and  radium  in  the  treat- 
ment of  any  carcinoma  that  lies  beneath  the 
skin.  We  cannot  administer  more  Roentgen 
rays  through  one  port  of  entry  than  the  skin, 
which  is  the  first  tissue  to  be  attacked  by  the 
rays,  will  stand.  There  is  no  theory  about  this 
at  all:  this  slide  is  the  result  of  actual  measure- 
ments of  rays,  made  by  means  of  the  iontoquanti- 
meter.  We  cannot  administer  any  more  than  170 
electrostatic  units  to  one  skin  port.  When  we 
come  dow-n  to  the  center  of  the  pelvis  where  the 
tumor  is  located  we  find  that  with  this  tension  of 
rays  and  this  filter,  we  have  only  52.7  electro- 
static units  left  of  the  original  170  electrostatic 
units.  That  is  secured  through  an  anterior  port 


tional  53.25  electrostatic  units,  the  summation  of 
the  two  being  192.65,  which  brings  our  dose  up 
to  the  required  amount  of  radiation  to  destroy 
the  carcinoma. 

The  thing  that  appeals  to  me  as  being  most 
necessary  is  the  use  in  the  treatment  of  any- 
thing that  is  malignant  of  every  agent  that  we 
have  at  our  command.  The  treatment  of  a mal- 
ignant lesion  by  the  usual  method  was  to  oper- 
ate on  it  by  some  method,  either  coagulation  or 
regular  surgery  and  then  leave  it.  If  something 
happened,  we  would  apply  radium  perhaps,  if  we 
had  a recurrence.  By  and  by,  we  might  suggest 
Roentgen  rays  and  try  that  for  awhile.  You  can’t 
get  results  in  that  way.  It  is  absolutely  impos- 


Fig.  9 — Skin  sutured  showing  drainage  tubes  and  threads  to  radium 
needles.  (Pfahler  & Thomas). 


of  entry,  and  that  dose  is  far  below  that  which 
is  necessary  to  even  sicken  these  carcinoma  cells. 
So  we  select  a posterior  field,  where,  we  can  se- 
cure 86.7  electrostatic  units.  This  is  possibly  be- 
cause the  center  of  our  pelvis  in  this  case  is  only 
4 cm.  from  the  posterior  surface  of  the  body 
whereas  it  was  10  cm.  from  the  anterior  surface. 
It  shows  a gradual  diminution  in  the  quantity  of 
rays,  the  deeper  into  the  parts  you  go.  The  total 
of  52.7  electrostatic  units  plus  86.7  u>nits  is  only 
139.4  electrostatic  units,  and  still  the  dose  is  too 
little.  By  the  use  of  radium  buried  into  the  co- 
agulated base  of  this  tumor  we  secure  an  addi- 


sible.  Most  of  those  cases  would  die  of  this  dis- 
ease. If  you  can  get  a correct  summation  of  ac- 
tio*ns  of  all  these  different  agents  on  one  patient 
at  the  initial  offensive,  your  results  will  differ 
from  those  that  you  find  spread  upon  the  pages 
of  medical  literature  at  this  time. 

Dr.  Joseph  Koppel  (Jersey  City):  I was  sorry 
that  I was  late  this  morning  and  therefore  missed 
part  of  Dr.  Keyes’  paper,  but  I was  fortunate 
enough  to  have  heard  all  of  Dr.  Woodruff’s  pa- 
per. Of  course,  there  is  only  one  Dr.  Woodruff, 
as  far  as  cystoscopy  and  pyelography  are  con- 
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cer*ned.  I have  seen  Dr.  Woodruff  do  the  most 
difficult  pyelographies  that  I have  ever  witnessed. 

Dr.  Woodruff,  I believe,  in  connection  with  one 
of  the  cases  that  he  presented,  called  attention 
to  the  fact  that  the  patient  had  been  operated  on 
twice  for  appendicitis.  I just  wa'nt  to  emphasize 
this  fact:  that  in  many  cases  of  infections  of  the 
kidneys  or  ureters  (genito-urinary  infections)  the 
patient  comes  to  the  doctor  presenting  symptoms 
of  a gastro-intestinal  nature  only;  there  are  ab- 
solutely no  urinary  symptoms  whatsoever.  In 
these  instances,  of  course,  the  urinary  tract  is 
entirely  overlooked  by  the  doctor  and  the  pa- 
tient is  operated  for  some  abdominal  condition. 


are  sometimes  very,  very  difficult  to  > cystoscope, 
and  to  trace  and  pyelograph,  as  the  doctor  has 
said. 

I wish  to  compliment  Dr.  Woodruff  on  the 
many  extraordinary  cases  that  he  brought  out. 

The  horseshoe  kidney,  which  the  doctor  men- 
tioned as  the  last  one  that  was  operated  upon 
with  good  results,  is  quite  a rare  case  (as  far  as 
such  good  postoperative  results  are  concerned)  as 
I understood  the  doctor  to  say  that  part  of  the 
kidney  on  one  side  was  resected. 

I want  to  go  back  to  Dr.  Stevens’  paper  on  the 
operative  procedure  in  tumors  of  the  bladder. 


fistula  to  tlie  Bladder  is  healed. 

Time  and  again  urologists  meet  these  cases  that 
were  operated  upon  without  cystoscopy  or  prob- 
ably without  x-ray  examination  to  find  the  real, 
true  condition.  I remember  distinctly  a case  that 
was  operated  on  for  appendicitis  once,  then  for 
adhesions  afterwards.  The  symptoms  were  ‘not 
relieved  until  an  x-ray  and  cystoscopy  showed 
that  the  patient  had  a stone  in  the  right  renal 
pelvis.  This  stone  was  removed,  and  the  patient 
is  perfectly  well  now  after  3 years. 

The  various  double  ureters  that  the  doctor 
showed  looked  very  nice  on  the  screen,  but  they 


Dr.  Stevens  very  ably  presented  something  on 
that  subject  last  year,  and  I am  still  of  the  same 
opinion  that  I was  last  year.  We  have  tried  these 
various  methods — simple  operation  without  any 
radium  or  electrothermal  coagulation,  figura- 
tion, and  so  on — we  have  tried  these  methods 
separately  and  combined  (that  is,  operative  pro- 
cedure with  electrothermal  coagulation  and  ta- 
dium)  and  the  results  that  at  least  I have  ob- 
tained in  all  these  cases,  whether  they  were  done 
simply  by  one  method  or  by  a combination  of 
these  methods,  have  not  been  encouraging. 
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RENAL  VASCULAR  DISEASE:  NATURE 
AND  TREATMENT. 

Frederick  M.  Allen,  M.D., 

The  Physiatric  Institute, 
Morristown,  N.  J. 

The  prevalent  classifications  of  renal  vas- 
cular disease  have  been  based  on  the  mor- 
phologic pathology.  Many  attempts  have 
been  made  to  arrange  the  numerous  and 
confusing  gross  or  microscopic  pictures  un- 
der distinctive  types ; and  as  a corollary,  it 
has  been  held  up  as  the  aim  of  the  scientific 
clinician  to  recognize  which  of  these  types 
is  present  in  an  individual  patient,  from  the 
albumin,  the  kinds  of  casts  and  other  char- 
acters of  the  urine,  from  the  results  of 
blood  analyses,  or  from  various  tests  of 
renal  function.  So  far  as  these  investiga- 
tions have  developed  facts,  they  must  be  ac- 
corded due  respect  and  authority.  At  the 
present  time  the  work  of  Volhard  seems  to 
be  the  most  complete  and  convincing  as  re- 
gards the  pathologic  alterations  of  the  kid- 
ney structure  and  the  relation  of  these  to 
clinical  phenomena.  In  this  country,  Chris- 
tian has  proposed  a classification  chiefly 
with  a view  to  simplicity,  which  is  so  essen- 
tial for  any  general  adoption  by  practition- 
ers. Even  though  all  sorts  of  mixtures  are 
found  more  often  than  pure  types,  and 
though  the  same  case  may  change  its  char- 
acter with  time,  the  morphologic  classifica- 
tion still  has  some  value  and  some  bearing 
upon  treatment  and  prognosis.  I shall  omit 
the  presentation  of  any  such  classification 
here,  partly  because  I have  nothing  to  add 
to  this  phase  of  the  subject,  and  partly  be- 
cause I wish  to  lay  more  stress  on  the  chem- 
ical differentiation. 

For  clarity  of  thought  and  of  therapy  on 
the  part  of  physicians  in  general,  it  seems 
to  me  most  simple  and  practical  to  distin- 
guish broadly  between  the  toxic  and  the 
mechanical  results  of  renal  vascular  disease. 
One  of  these  groups  is  characterized  by  re- 
tention of  nitrogenous  waste  materials, 
phosphoric  acid  and  perhaps  other  chemical 
poisons,  which  reaches  a fatal  stage  in  the 


form  of  true  uremia.  The  other  group  is 
characterized  by  abnormalities  in  the  econ- 
omy of  salt  and  water,  causing  mechanical 
disturbances  in  the  form  of  edema  and  hy- 
pertension. The  terminal  state  in  these  con- 
ditiofis,  marked  chiefly  by  convulsions  and 
other  nervous  and  circulatory  disturbances, 
was  formerly  confused  with  uremia  but  is 
now  generally  designated  as  pseudo-uremia 
or  eclampsia.  Blood  analyses,  in  conjunc- 
tion with  other  routine  tests,  afford  means 
of  distinguishing  between  the  two  groups  or 
recognizing  the  numerous  mixed  cases.  It 
is  important  to  keep  this  distinction  clear 
in  therapy ; for  example,  not  to  attempt  to 
treat  the  mechanical  disturbances  on  a the- 
ory of  intoxication.  The  retention  of  toxic 
products  of  protein  is  to  be  treated  by  re- 
striction of  the  protein  intake,  while  re- 
striction of  salt  or  water  is  not  always  nec- 
essary and  sometimes  is  undesirable  or  dan- 
gerous. Edema  or  hypertension  requires 
not  restriction  of  protein  but  restriction  of 
salt,  which  in  turn  reacts,  upon  the  water 
exchange.  The  results  of  these  methods 
have  demonstrated  their  value,  and  in  pro- 
portion as  they  have  been  correctly  applied 
the  control  of  renal  vascular  disease  has 
been  improved.  s 

A general  criticism  of  all  the  dietary 
methods  may  be  that  they  are  directed  sole- 
ly against  symptoms,  that  they  therefore 
cannot  hinder  these  diseases  from  running 
their  appointed  course,  and  that  we  cannot 
properly  speak  of  control  of  these  diseases 
until  we  discover  a true  specific.  This  ar- 
gument is  strengthened  by  the  belief  which 
is  generally  held,  and  which  I also  share, 
that  renal  and  vascular  diseases  are  not 
caused  by  any  kind  of  faulty  diet.  The  mod- 
ern conception  of  the  origin  of  the  entire 
group  of  cardiorenal  vascular  disorders  is 
fairly  clear ; namely,  they  are  the  results  of 
infections  or  toxic  damage  of  these  organs. 
Damage  of  the  heart  valves  causes  typical 
heart  disease.  Damage  of  the  kidney  epi- 
thelium causes  some  of  the  well-known 
forms  of  kidney  disease.  Damage  of  the 
blood-vessels  results  in  other  forms  of  heart 
.and  kidney  disease,  high  blood  pressure,  and 
arteriosclerosis.  There  seems  to  be  an  in- 
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herited  vulnerability  of  different  organs  in 
different  persons ; hence  the  high  familial 
incidence  of  these  disorders.  The  immedi- 
ate cause  of  damage  may  be  any  acute  or 
chronic  infection — tonsillitis,  scarlet  fever, 
influenza,  pneumonia,  and  a long  list  of  oth- 
ers, pregnancy  being  apparently  also  a fre- 
quent cause  in  women.  Perhaps  in  a ma- 
jority of  cases  the  infection  passes  off,  leav- 
ing only  the  organic  damage  behind.  In 
another  large  class  of  cases  there  is  a per- 
sistent focus  of  infection  in  the  teeth,  ton- 
sils, sinuses,  appendix,  gall-bladder  or  else- 
where, the  absorption  of  poisons  from  such 
foci  being  thus  a cause  of  continued  aggra- 
vation of  the  condition.  All  are  agreed  that 
foci  of  this  kind  should  be  eliminated  as  one 
of  the  primary  steps  in  treatment. 

Granting  that  the  primary  cause  of  these 
disorders  is  beyond  the  reach  of  any  but 
preventive  therapy,  we  must  still  determine 
the  extent  of  the  influence  of  functional 
overstrain  and  functional  rest.  With  me- 
chanical defects  of  the  heart,  it  is  believed 
that  mechanical  rest  not  only  relieves  symp- 
toms but  also  enables  the  heart  to  hold  out 
longer.  The  closest  analogy  is  afforded  by 
the  pancreas  in  diabetes.  Here  the  origin 
in  organic  damage  from  infectious  or  toxic 
agents  is  strictly  similar  to  the  conditions 
in  renal  vascular  disease.  The  treatment 
has  been  directed  to  the  control  of  glyco- 
suria and  hyperglycemia,  and  it  has  been 
found  empirically  that  the  thorough  control 
of  these  symptoms  also  controls  the  disease 
itself.  Later  the  scientific  explanation  of 
these  clinical  observations  was  supplied  by 
pathologic  studies,  demonstrating  the  hy- 
dropic degeneration  of  islands  of  Langer- 
hans  due  to  functional  overstrain  and  the 
halting  of  this  degeneration  by  functional 
rest.  In  other  words  diabetes,  long  re- 
garded as  the  perfect  type  of  a spontaneous- 
ly progressive  fatal  disease,  is  held  com- 
pletely stationary  when  the  overtaxed  func- 
tion of  the  damaged  pancreas  is  relieved  by 
means  of  either  diet  or  insulin.  The  pro- 
gressiveness is  not  arrested  when  the  symp- 
toms are  not  controlled;  i.  e.,  when  the 
treatment  is  careless,  or  when  the  severity 
is  too  extreme  to  permit  of  complete  symp- 


tomatic relief  by  diet  (before  insulin  was 
discovered).  We  may  therefore  inquire  to 
what  extent  these  principles  are  applicable 
to  renal  vascular  disease. 

Clinical  interpretations  are  bound  to  vary, 
and  it  is  therefore  important  to  establish 
the  significance  of  functional  influences  by 
animal  experimentation,  as  was  done  for 
diabetes.  Fortunately,  the  principal  mani- 
festations of  clinical  nephritis  can  be  repro- 
duced by  methods  similar  to  those  used  for 
reproducing  clinical  diabetes  in  animals.  It 
is  recognized  that  part  of  the  phenomena  of 
kidney  disease  are  due  to  simple  quantita- 
tive deficiency  of  kidney  tissue.  This  de- 
ficiency can  be  imitated  by  partial  resection 
of  the  kidneys.  Most  recent  authors  have 
reported  that  too  extensive  resection  is  fol- 
lowed by  sudden  death,  and  less  extensive 
resections  by  practically  no  symptoms.  Such 
reports  are  defective  because  of  disregard 
of  the  element  of  functional  overstrain. 
When  kidneys  which  are  seriously  reduced 
in  functional  capacity  by  resection  are  sub- 
jected to  prolonged  functional  overstrain  by 
means  of  diets  high  in  protein  or  salt  or 
both,  the  following  symptoms  of  clinical  ne- 
phritis can  be  reproduced. 

(1)  Azotemia  or  nitrogen  retention, 
with  extremely  high  figures  for  blood  urea, 
creatinin,  etc.,  and  with  death  in  uremia. 

(2)  Acidosis,  with  high  phosphate  and 
low  plasma  bicarbonate  percentages. 

(3)  Anasarca,  which  has  long  been  con- 
sidered impossible  to  produce  experimental- 
ly. Dogs  are  highly  insusceptible,  and  other 
species  show  different  localizations  of  fluid 
retention  than  man,  but  huge  ascites  and 
subcutaneous  edema  are  readily  produced 
by  salt  feeding  in  totally  or  partially  ne- 
phrectomized  sheep. 

(4)  Blood  volume  changes,  in  the  sense 
of  a reduction  in  some  instances  and  a great 
increase  of  plasma  volume  after  intake  of 
salt  or  water  in  other  instances. 

(5)  Hyposthenuria,  or  reduction  of  the 
normal  power  of  varying  the  concentration 
of  the  urine,  which  ranks  as  one  of  the  most 
distinctive  signs  of  nephritis. 

(6)  Anemia,  occurring  in  the  severe 
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stage,  possibly  only  as  an  accompaniment 
of  cachexia. 

(7)  Albumin,  casts  and  red  cells  in  the 
urine,  resulting  definitely  from  dietary  over- 
strain but  remaining  permanently  there- 
after. 

(8)  Pathologic  changes  in  the  kidneys, 
likewise  apparently  resulting  from  over- 
taxed function ; but  we  require  further  ex- 
periments to  prove  definitely  to  what  extent 
typical  lesions  of  human  nephritis  can  be 
thus  reproduced. 

(9)  Hypertension,  of  genuine  chronic 
type,  which  heretofore  has  not  been  very 
satisfactorily  demonstrated  in  animals.  We 
have  been  aided  by  our  auscultatory  meth- 
od, which  affords  an  easy  means  of  follow- 
ing the  pressure  changes  in  dogs.  The  ex- 
perimental hypertension,  like  the  clinical 
form,  is  independent  of  the  protein  meta- 
bolism or  nitrogen  retention.  Also  it  has 
been  the  fashion  in  recent  years  to  stress 
the  idea  that  hypertension  represents  a dis- 
order of  the  entire  vascular  system,  ■ and 
this  view  may  receive  a shock  from  the  demon- 
stration that  this  disorder  may  be  initiated 
strictly  from  the  kidneys. 

The  complicating  factors  which  exist  in 
many  human  cases  prevent  a universal  ap- 
plication of  the  same  simple  rules  as  in  par- 
tially nephrectomized  animals,  but  yet  there 
is  ground  for  considering  the  principle  of 
functional  rest  as  established  in  a broad 
sense.  The  purpose  of  treatment  is  to  pro- 
vide rest  for  damaged  organs,  in  the  hope 
not  merely  of  relieving  symptoms  but  also 
of  arresting  the  pathologic  changes  and  the 
progressive  course  of  the  disease.  The  diet 
should  be  accurately  adapted  to  each  indi- 
vidual case,  but  this  becomes  a simple  mat- 
ter when  the  examination  has  revealed  the 
functional  condition,  particularly  as  regards 
nitrogen  retention,  edema  and  hypertension. 

There  is  general  agreement  that  the  one 
essential  treatment  for  nitrogen  retention  is 
restriction  of  protein.  This  may  be  carried 
to  the  point  of  a nearly  protein-free  diet  for 
several  weeks  in  the  severest  cases,  and  a 
ration  between  20  and  30  grams  per  day 
may  be  continued  practically  indefinitely. 
Liberal  fluid  administration  is  valuable  for 


promoting-  diuresis  in  cases  where  the  kid- 
neys retain  sufficient  power  to  excrete  fluid. 
Various  quantities  of  sodium  chloride,  in 
rare  instances  as  high  as  10  grams  per  day, 
may  also  be  required  for  the  same  reason, 
provided  there  are  no  contraindications. 
Alkaline  salts,  preferably  by  mouth,  are 
sometimes  beneficial  in  cases  with  acidosis. 
Glucose  solutions  are  probably  the  most  use- 
ful for  intravenous  infusions  when  such  are 
needed,  partly  for  diuresis  and  partly  for 
supplying  carbohydrate  to  reduce  the  break- 
down of  body  protein.  Drugs  are  probably 
useless  for  nitrogen  retention,  unless  there 
are  associated  conditions  which  they  can 
benefit.  The  older  diuretics  are  ineffective, 
and  the  new  mercurials  such  as  novasurol, 
are  contraindicated  in  the  presence  of 
marked  nitrogen  retention.  Though  sweat- 
ing may  remove  a certain  amount  of  nitro- 
genous waste,  I am  inclined  to  doubt  its 
practical  value  in  the  chronic  forms  of  kid- 
ney disease.  j 

For  anasarca  anywhere  from  any  cause, 
the  primary  treatment  is  salt-free  diet. 
This  rule  applies  to  more  than  nephritis  or 
nephrosis.  When  there  is  edema  in  heart 
disease,  the  first  thought  should  be  not  of 
digitalis  but  of  prohibition  of  salt.  The 
metabolic  factors  of  cardiac  work  should  be 
considered  as  well  as  the  mechanical  factors. 
If  an  edema  can  be  removed  by  excluding 
salt,  the  results  are  better  and  more  lasting 
than  if  salt  is  permitted  in  the  diet  and  then 
digitalis  given  to  stimulate  the  heart  to  ex- 
crete it.  If  diet  restriction  alone  fails  to 
clear  up  an  edema,  digitalis  or  other  cardiac 
or  diuretic  drugs  are  required  as  adjuvants, 
but  the  general  principle  should  be  borne  in 
mind  that  rest  is  preferable  to  stimulation. 
In  cirrhosis  of  the  liver,  salt-free  diet  is  val- 
uable for  preventing  or  diminishing  ascites, 
though  it  is  often  only  partially  successful. 
Such  a diet,  with  abundant  carbohydrate  and 
low  protein  and  fat,  and  with  the  aid  of  the 
new  powerful  diuretic  drugs,  gives  much 
better  results  than  were  formerly  obtained 
in  cirrhosis  cases.  In  renal  and  circulatory 
disorders,  there  may  be  invisible  as  well  as 
visible  edema,  and  the  relief  of  renal  or  car- 
diac asthma  or  threatened  edema  of  the: 
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lungs  by  strict  salt-free  diet  is  often  spec- 
tacular. 

All  these  results  of  salt  exclusion  are  fa- 
miliar, and  yet  there  is  a tendency  for  physi- 
cians to  be  led  away  from  this  primary  prin- 
ciple by  various  confusing  innovations.  One 
of  these  is  the  administration  of  large  quan- 
tities of  urea  as  a diuretic,  or  excessive  pro- 
tein feeding  for  driving  out  fluid  and  restor- 
ing the  blood  proteins.  It  is  true  that  in  the 
absence  of  nitrogen  retention,  moderate  al- 
lowances of  protein,  perhaps  80  gm.  per 
day,  are  harmless  and  beneficial  for  the  gen- 
eral nutrition;  but  if  there  are  cases  which 
are  benefited  by  enormous  quantities  of  ni- 
trogen intake,  I have  not  happened  to  see 
them.  Since  acidosis  tends  to  drive  out  wa- 
ter from  the  body,  and  the  chlorides  of  cal- 
cium or  ammonium  produce  an  acidosis, 
there  has  been  a rather  widespread  adoption 
of  these  substances  for  reducing  edema.  If, 
however,  the  edema  can  be  cleared  up  on 
the  principle  of  rest  alone,  this  is  certainly 
safer  in  the  long  run  than  the  grave  pro- 
cedure of  producing  an  acidosis.  Further- 
more, the  success  of  the  acidosis  method  is 
greatest  where  the  diet  has  not  been  salt- 
free.  and  when  a rigidly  salt-free  diet  fails 
I have  not  bean  fortunate  enough  to  get  any 
striking  further  improvement  by  this  meth- 
od. Diuretics,  both  the  older  ones  of  the 
purin  group  (cafifein,  diuretin.  theocin,  eu- 
phyllin,  etc.)  and  the  newer  mercurials 
(novasurol,  salyrgan,  etc.)  are  valuable  ad- 
juvants in  edema  cases  which  are  too  severe 
to  be  cleared  up  by  salt-free  diet  alone.  The 
contraindications  must  be  borne  in  mind, 
and  also  the  existence  of  cases  which  cannot 
be  cleared  up  by  any  combination  of  diet 
and  drugs.  The  main  point  to  be  empha- 
sized throughout  is  the  principle  of  func- 
tional rest  as  opposed  to  any  form  of  stimu- 
lation. It  is  better  to  remove  an  edema  by 
artificial  means  than  to  allow  it  to  persist, 
because  the  fluid  accumulation  impedes  the 
circulation  and  increases  the  tendency  to 
edema.  But  it  is  very  different  on  the  one 
hand  to  clear  up  an  edema  by  withdrawing 
salt,  or  on  the’ other  hand  to  continue  to  give 
salt  and  use  abnormal  stimulants  to  force 
the  kidneys  to  excrete  the  salt.  Both  meth- 


ods remove  the  symptom  of  edema ; but  one 
of  them  rests  the  renal  vascular  function 
and  the  other  overtaxes  it.  When  the  func- 
tion is  very  poor,  the  effect  of  1 or  2 gm.  of 
salt  per  day  is  very  great  through  its  cumu- 
lative action.  The  greatest  mistake  in  the 
treatment  of  edema  today  is  the  ignoring  of 
2 to  5 gm.  of  sodium  chloride  in  the  nomi- 
nally salt-free  diet,  and  the  resort  to  injur- 
ious overstimulation  as  a means  of  tempo- 
rary compensation  for  this  dietetic  careless- 
ness. 

The  treatment  of  hypertension  is  under 
much  more  dispute  than  the  treatment  of 
edema,  and  when  so  many  physicians  are 
too  lax  with  their  diets  to  control  edema,  it 
is  no  wonder  that  they  fail  in  the  harder 
task  of  controlling  hypertension.  We  have 
formerly  reported  successful  results  at  the 
Physiatric  Institute  in  the  treatment  of  the 
great  majority  of  such  cases  by  strict  salt- 
free  diets.  I do  not  desire  here  to  reiterate 
these  claims,  or  to  dissuade  any  opponent 
from  criticizing  them.  This  dispute  may 
best  be  left  to  the  decision  of  time,  of  which 
I feel  perfectly  confident.  The  only  point 
to  add  is  that  the  refractory  cases,  which  ap- 
pear to  receive  little  if  any  benefit  from  the 
diet,  have  frequently  turned  out  better  than 
anticipated,  after  the  diet  has  been  followed 
strictly  for  a year  or  more.  Instead  of  be- 
coming- worse,  as  generally  expected,  they 
often  become  distinctly  better  with  time, 
and  the  continued  freedom  from  apoplexy, 
retinitis  and  other  complications  (which 
they  had  formerly  experienced)  is  in  har- 
mony with  the  idea  of  an  arrest  of  progres- 
siveness,  such  as  is  more  thoroughly  dem- 
onstrated in  the  less  extreme  cases. 

It  should  scarcely  be  necessary  to  add  that 
hypertension  cases  without  nitrogen  reten- 
tion require  no  special  limitation  of  protein, 
and  the  familiar  prohibitions  of  red  meats 
or  other  forms  of  protein  are  a mere  super- 
stition handed  down  from  the  time  when 
the  various  renal  vascular  diseases  were  not 
accurately  differentiated.  Nervous  influ- 
ences are  also  nothing  fundamental  in  the 
etiology  of  hypertension,  and  their  position 
in  therapy  has  been  grossly  exaggerated. 
More  or  less  temporary  reductions  of  pres- 
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sure  are  often  obtainable  by  such  artificial 
means  as  drugs,  bed  rest,  bleeding,  or  spinal 
puncture,  and  acutely  threatening  accidents 
may  thus  sometimes  be  warded  off.  Except 
for  such  temporary  purposes,  I have  no  faith 
in  these  or  any  other  artificial  measures  for 
hypertension.  One  of  the  curious  fads  that 
sweep  over  the  medical  profession  is  repre- 
sented by  the  recent  introduction  of  liver 
extracts.  There  is  no  plausible  theoretic 
basis  for  assuming  that  the  liver  has  any 
connection  with  clinical  hypertension.  In 
former  times  eminent  investigators  fell  into 
the  error  of  identifying  adrenalin,  piqure, 
and  other  transitory  glycosurias  with  true 
diabetes,  and  it  is  equally  erroneous  now  to 
jump  to  the  conclusion  that  laboratory  forms 
of  raised  or  lowered  blood  pressure  bear  a 
relation  to  clinical  hypertension.  I am  not 
impressed  by  the  clinical  reports  of  the  use 
of  liver  extracts,  as  indicating  any  real  bene- 
fits or  any  promise  of  future  developments 
in  this  direction.  At  the  best,  they  are  in- 
ferior to  the  routine  results  of  salt-free  diet, 
and  in  cases  refractory  to  diet  the  liver  ex- 
tract which  I tested  proved  unable  to  alter 
either  the  pressure  or  the  accompanying 
symptoms  in  the  slightest  degree.  If  ex- 
periments finally  prove  that  some  previously 
unknown  hypotensive  substance  is  obtain- 
able from  the  liver,  I shall  have  no  higher 
opinion  of  the  value  of  this  substance  than 
of  the  nitrites  or  other  vasodilator  drugs. 
Clinical  hypertension  is  merely  named  after 
its  most  prominent  symptom.  The  disorder 
is  far  deeper  than  a mere  elevation  of  blood 
pressure,  and  a mere  hypotensive  agent  can- 
not be  the  remedy.  This  paradox  may  be- 
come clearer  by  considering  a terminal 
stage  in  a hypertension  case,  in  which  the 
compensation  has  broken  so  that  the  blood 
pressure  has  fallen  to  normal,  and  yet  the 
patient  is  near  death.  The  injection  of  a 
substance  to  lower  blood  pressure  could 
scarcely  be  considered  promising  under 
those  conditions.  But  under  these  condi- 
tions the  salt-free  diet  has  commonly  re- 
sulted in  a rise  of  pressure,  due  to  recovery 
of  strength  in  the  heart  and  the  entire  body, 
and  folloAved  only  at  a later  period  by  fur- 
ther benefit  in  the  form  of  a gradual  fall  of 


pressure.  These  opposite  results  arise  from 
the  fact  that  salt  restriction  acts  on  the 
fundamental  condition  underlying  the  hy- 
pertension. There  can  be  no  lasting  control 
of  symptoms  and  no  arrest  of  progressive- 
ness  unless  the  measure  employed  affords 
genuine  relief  of  the  disordered  function. 

The  entire  topic  of  this  paper  is  merely 
the  importance  of  functional  influences  in 
the  causation  and  control  of  the  renal  vas- 
cular diseases.  This  influence  extends  to 
the  pathology  as  well  as  to  the  symptoms. 
The  research  which  establishes  this  fact  will 
mean  more  than  temporary  comfort  to  pa- 
tients. It  means  that  these  disorders  which 
have  been  regarded  as  spontaneously  and 
inevitably  progressive  can  in  most  instances 
be  halted  and  made  to  turn  toward  improve- 
ment instead  of  toward  aggravation,  if  they 
are  taken  before  they  have  reached  an  un- 
controllably severe  stage,  and  that  the  pa- 
tients can  survive  much  longer  or  live  out 
their  natural  lifetimes  if  they  adhere  faith- 
fully to  the  dietary  regulations. 


THE  HEART  IN  CARDIOVASCULAR 
RENAL  DISEASE. 


Charles  E.  Teeter,  M.D., 

Newark,  N.  J. 

Diseases  of  the  heart  and  of  the  circula- 
tion, in  the  adult,  probably  head  the  list  in 
writing  present-day  mortality  statistics.  In 
the  cardiac  failure  of  middle  life,  hyperten- 
sion and  its  associated  conditions,  occupies 
the  first  place  as  an  etiologic  factor. 

In  a critical  study  of  344  cases  of  hyper- 
tension seen  in  consultation  during  the  last 
2 years,  263  were  seen  because  of  circula- 
tory breakdown,  presenting  marked  evi- 
dences of  cardiac  failure,  25  showed  signs 
of  uremia,  and  in  56  there  had  occurred  a 
cerebral  circulatory  lesion. 

Some  20  years  ago,  Theodore  Janeway,  in 
a personal  communication,  and  also  in  his 
subsequent  writings,  emphasized  the  fact 
that  the  large  proportion  of  hypertensive 
cases  ended  life  as  cardiac  cases,  and  in  only 
a small  proportion  did  a cerebral  hemor- 
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rhage  occur.  This  is  particularly  true, 
clinically  at  least,  in  those  cases  where  the 
systolic  blood  pressure  has  reached  high 
levels.  The  explanation  probably  is,  that  if 
any  of  the  cerebral  vessels  are  weak  from 
sclerotic  changes,  or  from  aneurysmal  dila- 
tations along  their  walls,  they  give  way  be- 
fore the  blood  pressure  has  reached1  such  a 
high  level.  Clinically  also,  we  usually  find 
that  cases  of  cerebral  hemorrhage  occur  in 
moderate  elevation  of  blood  pressure. 

It  is  the  commonest  kind  of  experience 
in  medical  practice  to  have  patients  come 
under  observation  with  marked  hyperten- 
sion and  without  symptoms ; however,  once 
the  cardiac  muscle  has  lost  its  tonicity  and 
fails  to  respond  normally  to  the  increased 
load  which  is  put  upon  it  by  the  high  blood 
pressure,  then  symptoms  appear  and  mark- 
ed discomfort  begins.  A hypertensive  case 
does  well,  except  when  a cerebral  accident 
occurs,  just  as  long  as  the  heart  muscle  re- 
tains its  function  and  the  heart  its  strength, 
whatever  the  height  of  the  blood  pressure 
curve  may  be. 

The  question  which  therefore  should  con- 
cern us  most,  in  the  study  and  management 
of  a hypertensive  case  is,  how  is  the  heart 
standing  the  strain  imposed  on  it  by  the  in- 
crease in  the  peripheral  resistance?  Not 
necessarily,  what  is  the  height  of  the  blood 
pressure?  Practically  the  earliest  change 
which  occurs  in  the  heart  in  hypertension  is 
increase  in  size  ; which  is  usually  due  to  hy- 
pertrophy and  is  most  marked  in  the  left 
ventricle.  This  increase,  which  may  be 
double  or  treble  the  original  size  of  the 
heart,  is  produced  by  marked  increase  in 
size  of  the  individual  muscle  fibers,  and  also 
by  a slight  increase  in  the  number  of  fibers. 

Three  forms  of  cardiac  enlargement  are 
usually  described  in  the  text  books ; first, 
simple  hypertrophy,  a form  in  which  the 
muscle  wall  is  thickened  but  the  cavity  re- 
mains the  same  size;  second,  eccentric  hy- 
pertrophy, or  hypertrophy  with  dilatation, 
which  is  characterized  by  enlargement  of 
the  muscular  wall  and  by  an  increase  in  size 
of  the  cavity  of  the  heart ; thirdly,  a thin- 
ning of  the  muscular  wall  and  an  increase 


in  the  size  of  the  cavity  of  the  heart,  or  dila- 
tation. 

The  average  weight  of  the  heart  in  the 
adult  is  300  gm.  in  the  male,  and  250  in  the 
female.  In  the  cardiac  enlargement  of  hy- 
pertension, the  weight  of  the  heart  may 
reach  750  to  1000  gm.  and  the  muscular  wall, 
which  normally  is  10  to  15  mm.  thick,  may 
reach  20  to  30  mm.  in  thickness.  The  shape 
of  the  heart  also  changes;  the  left  ventricle 
is  enlongated  and  extends  more  to  the  left ; 
as  the  condition  progresses,  a certain  amount 
of  dilatation  occurs,  and  may  reach  such  a 
stage  that  a stretching  of  the  mitral  ring 
results.  This  produces  the  mitral  regurgi- 
tant. or  systolic  murmur  heard  so  common- 
ly in  hypertensive  cases.  If  the  elevation  of 
blood  pressure  continues,  sclerotic  changes 
in  the  arteries  begin  to  manifest  themselves. 
The  arteries  supplying  nutrition  to  the 
heart  share  in  these  same  sclerotic  changes 
and  this  results  in  serious  structural  changes 
in  the  heart  itself ; these  may  be  thrombosis 
of  the  arteries  or  fatty  or  fibroid  changes  in 
the  muscle.  The  location  of  these  changes, 
combined  with  fatigue  of  the  heart  muscle, 
or  injury  from  toxins  due  to  other  intercur- 
rent infections,  are  usually  the  determining 
factors  in  causing  the  type  of  cardiac  failure 
which  supervenes. 

The  question  as  to  why  an  hypertrophied 
heart  fails,  has  never  been  satisfactorily  an- 
swered ; probably  there  are  many  factors, 
some  of  which  are  the  pathologic  changes  as 
outlined  above,  in  others  some  infection  may 
occur  producing  acute  degenerations ; in 
still  others  where  no  such  changes  can  be 
demonstrated  sufficient  to  produce  failure, 
the  cause  of  the  breakdown  must  rest  on  a 
purely  functional  or  physiochemical  basis. 
The  role  of  the  vasomotor  system  is  per- 
haps more  important  than  is  usually  recog- 
nized. 

Now,  what  are  the  symptoms  indicating 
failure  of  function  of  the  heart  ? These  vary 
a great  deal  in  their  character  and  may  be 
subjective  and  objective.  It  is  remarkable 
how  comfortable  a patient  may  be,  at  least 
when  not  moving  actively  about,  while  ob- 
jectively his  heart  seems  to  have  reached 
the  end  of  its  resources.  I recall  a man  who 
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came  to  my  office  for  6 or  8 months  with  a 
systolic  blood  pressure  of  90  and  a diastolic 
pressure  of  80,  both  of  which  had  previously 
been  high;  a pulse  of  120;  marked  gallop 
rhythm  ; an  alternating  pulse  ; heart  sounds 
which  could  hardly  be  heard  at  the  apex ; 
and  attacks  of  breathlessness  and  anginal 
pain  when  walking  a short  distance.  It  was 
fully  8 months  before  his  death  occurred. 

Usually  the  first  symptom  complained  of 
by  the  patient  is  breathlessness  ; this  may 
be  first  noticed  when  going  up  stairs,  or  up 
a grade,  or  walking  against  the  wind.  An- 
other kind  of  breathlessness  consists  of  the 
patient  waking  up  at  night  and  being  com- 
pelled to  sit  up  in  order  to  breathe.  Such 
attacks  may  be  associated  with  mild  grades 
of  pulmonary  edema.  Both  types  of  dysp- 
nea may  be  present  for  many  months  be- 
fore further  symptoms  appear.  Pain  in  the 
chest  of  an  anginal  character,  with  or  with- 
out breathlessness,  may  be  another  early 
symptom.  This  may  be  located  in  various 
regions,  over  the  precordia,  below  the  dia- 
phragm, over  the  liver,  between  the  shoul- 
ders, or  the  inner  aspect  of  one  or  both  arms 
or  one  or  both  wrists.  It  may  radiate  in 
various  directions,  up  to  the  throat,  down 
the  arms,  through  to  the  back,  and  is  vari- 
ously described  as  weight,  pressure,  pain, 
squeezing  or  stretching.  The  significant 
thing  which  characterizes  this  symptom  is 
that  it  is  brought  on  by  exertion  or  excite- 
ment, yet  it  presents  the  most  amazing  and 
curious  variations.  Some  patients  are  much 
worse  when  they  get  up  in  the  morning. 
One  patient  in  this  series  stated  that  the 
pain  came  on  in  the  morning  when  he  wash- 
ed his  face  and  his  teeth.  The  rest  of  the 
day  he  had  not  the  slightest  discomfort.  He 
could  walk  long  distances,  go  up  and  down 
stairs,  lift  considerable  weights  without  any 
inconvenience.  He  subsequently  died  in  one 
of  these  morning  attacks.  In  another  pa- 
tient, and  this  is  the  more  usual  type,  the 
distress  came  on  with  exertion  in  the  even- 
ing after  the  principal  meal  of  the  day.  This 
patient  could  do  anything  during  the  day, 
without  distress,  his  work  compelling  him 
to  climb  stairs,  and  lift  and  move  stock 
around  the  stock  room,  yet  he  had  no 
trouble.  In  the  evening  after  his  dinner  he 


could  not  walk  half  a block  without  the 
most  agonizing  distress  in  his  chest.  He 
subsequently  died  on  the  golf  field  while 
making  a drive  ; a favorite  place,  by  the  way, 
for  the  modern  hypertensive  business  man 
to  end  his  days.  Another  patient  had  the 
pain,  which  was  located  over  the  gall-blad- 
der, regularly  at  9 o’clock  in  the  evening. 
The  rest  of  the  day  he  was  free  from  any 
trouble.  He  had  been  treated  for  gall-blad- 
der disease.  On  careful  inquiry  it  was 
found  to  be  his  custom  to  do  certain  exer- 
cises after  his  night  meal  to  aid  digestion. 
For  some  curious  reason  he  did  not  asso- 
ciate the  exercise  with  the  pain.  He  was 
relieved  by  stopping  this  exercise. 

The  angina  associated  with  hypertension, 
as  a rule,  does  not  result  in  sudden  death 
and  yet  some  patients  die  in  their  first  at- 
tack. I know  of  no  method  by  which  the 
probably  fatal  cases  can  be  differentiated 
from  those  which  are  not  so  serious.  Angina 
should  always  be  looked  at  as  a grave  car- 
diac symptom  and  always  indicates  begin- 
ning heart  failure.  One  patient  with  the 
angina  of  effort,  and  with  moderate  hyper- 
tension, went  along  for  11  years  without 
any  eventuality,  yet  he  never  could  walk 
in  the  evening  without  discomfort  referred 
to  his,  chest  and  always  relieved  by  standing 
still  for  a period ; then  he  could  go  on  again. 

In  the  series  comprising  this  study  sudden 
death  occurred  12  times,  while  marked  an- 
ginal symptoms  occurred  80  times.  Some 
of  these  persons  are  still  living,  so  this  can- 
not be  a final  report.  In  some  cases  the  an- 
ginal symptoms  disappear  entirely.  This 
often  is  associated  with  a dilatation  of  the 
mitral  ring,  with  development  of  a relative 
insufficiency  at  the  mitral  orifice.  The  same 
thing  may  occur  at  the  aortic  orifice.  Ex- 
amples of  the  former  have  occurred  in  this 
series.  Formerly  I believed  that  a relative 
insufficiency  did  not  occur  as  a result  of  dila- 
tation of  the  aortic  ring  in  hypertension 
but  during  the  last  year  in  2 cases  of  hyper- 
tension, not  associated  with  lues,  a diastolic 
murmur,  located  at  the  aortic  orifice  and 
transmitted  down  to  the  left  of  the  sternum, 
has  developed  during  the  time  these  patients 
were  under  observation. 

The  next  most  frequent  symptom  which 
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brings  the  patient  to  the  doctor  is  edema  of 
the  feet ; especially  an  edema  that  is  worse 
in  the  evening,  at  first  disappearing  in  the 
morning. 

If  these  symptoms  do  not  abate  under 
treatment,  there  is  generally  a gradual  pro- 
gression, with  an  exaggeration  of  all  the 
early  symptoms:  The  edema  increases;  the 
peritoneal  and  pleural  cavities  may  gradually 
become  filled  with  fluid ; the  dyspnea  be- 
comes worse,  even  sometimes  to  orthopnea; 
Cheyne-Stokes  breathing  may  develop ; the 
quantity  of  the  urine  lessens,  the  specific 
gravity  rises,  and  the  albumen  increases ; 
and  the  patient  dies  from  exhaustion  or 
from  an  intercurrent  pulmonary  edema. 
This  is  the  congestive  type  of  cardiac  failure. 
Some  cases  of  hypertension  have  repeated 
attacks  of  pulmonary  edema  for  months  or 
even  years,  from  which  they  recover.  I 
have  under  my  care  now  a lady  with  a blood 
pressure  of  260/120  for  2 or  3 years,  who 
during  this  time  has  had  several  attacks  of 
pulmonary  edema,  always  brought  on  by 
walking  after  her  night  meal.  These  are 
most  likely  due  to  an  acute  dilatation;  be- 
tween the  attacks  she  seems  very  well,  does 
her  house  work  and  has  few  complaints. 

One  of  the  earliest  signs  indicating  failure 
of  the  heart  in  hypertension  is  increase  in 
the  heart  rate.  This  may  or  it  may  not  be 
associated  with  that  type  of  rhythm  so  com- 
mon in  hypertensive  cases,  gallop  rhythm. 
This  is  an  exceedingly  interesting  type  of 
rhythm  ; there  is  no  irregularity,  but  an  ad- 
ditional sound  is  added  to  the  cardiac  sounds 
at  the  apex,  producing  a group  of  sounds  re- 
sembling the  noise  produced  by  the  shoes  of 
a galloping  horse  striking  the  pavement. 
Gallop  rhythm  does  not  signify  hypertrophy 
but  beginning  dilatation,  for  it  will  disap- 
pear with  rest  and  with  digitalis,  while  ex- 
ercise will  bring  it  on  again  or  increase  it. 
Again,  gallop  rhythm  will  disappear  often 
when  the  murmur  characteristic  of  mitral 
insufficiency  or  tricuspid  insufficiency  de- 
velops, depending  as  to  whether  the  gallop 
rhythm  is  on  the  right  or  the  left  side  of 
the  heart. 

Occasionally  the  alternating  pulse  may  be 
the  earliest  sign  of  beginning  heart  failure. 


This,  too,  is  always  a very  grave  sign  and 
indicates  a myocardium  which  is  carrying 
its  maximum  load. 

An  enlarged  heart  indicates  a favorable 
response  to  the  elevated  pressure,  if  such 
enlargement  is  due  to  hypertrophy ; a sys- 
tolic murmur  at  the  apex  suggests  dilatation 
of  the  left  ventricle,  while  exaggerated  pul- 
monic second  sound  denotes  the  same  thing 
and  increase  in  the  pulmonary  pressure.  A 
systolic  murmur  at  the  aortic  orifice  sug- 
gests a roughening  of  the  aorta  from  scle- 
rotic changes ; dullness  in  the  second  space 
to  the  right  of  the  sternum  suggests  an 
elongated  and  dilated  arch,  with  displace- 
ment to  the  right.  A diastolic  murmur  over 
the  aortic  orifice,  transmitted  downward  to 
the  left  of  the  sternum,  in  nonrheumatic 
and  nonluetic  cases,  may  mean  a relative  in- 
sufficiency from  dilatation  of  the  aorta  and 
stretching  of  the  ring. 

I have  heard  the  statement  made  that  the 
sphygmomanometer  may  be  used  in  the 
adult  to  differentiate  the  murmur  of  relative 
insufficiency  at  the  mitral  and  the  aortic  ori- 
fice from  a rheumatic  endocarditis.  This 
is  not  always  true,  for  a case  with  a rheu- 
matic endocarditis  may  subsequently  de- 
velop hypertension.  The  following  2 cases 
in  this  group  are  illustrations:  Mrs.  H.,  60 
years  old,  has  had  several  attacks  of  rheu- 
matic fever  during  her  lifetime,  with  a defi- 
nite lesion  at  the  mitral  orifice.  About  2 
years  ago  her  blood  pressure  began  to  rise, 
and  this  year  it  had  reached  200/110;  6 
weeks  ago  her  heart  suddenly  went  into 
fibrillation ; a few  days  later  she  was  strick- 
en with  paralysis  of  her  right  arm  and  some 
aphasia.  When  seen  her  blood  pressure  was 
still  high  and  her  heart  very  much  enlarged. 
She  had  a systolic  murmur  at  the  apex,  and 
a diastolic  murmur  could  also  be  heard  at 
the  apex  in  some  of  the  long  intervals  of 
the  irregularly  beating  heart.  The  second 
case  was  in  a man  aged  45,  with  mitral  and 
aortic  disease  since  childhood  from  repeated 
attacks  of  rheumatic  fever.  He  had  a Cor- 
rigan and  pistol-shot  so  marked  that  they 
could  be  felt  by  placing  the  hand  on  his 
body  anywhere,  and  the  latter  could  also 
be  heard  in  the  abdominal  aorta  when  stand- 
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ing  a few  feet  away  from  the  patient’s  bed. 
During  the  last  year  his  blood  pressure  has 
gradually  risen  to  190.  The  diastolic,  of 
course,  could  not  be  obtained  because  of  the 
constant  knock  in  the  arteries. 

A hypertensive  case  may  also  be  seen  for 
the  first  time  in  the  period  of  secondary  low 
blood  pressure  when  the  sphygmomanomet- 
ric  readings  will  give  very  little  idea  of 
what  has  gone  before. 

Another  question  in  which  there  seems  to 
be  some  debate  is : Does  the  pure  hyperten- 
sive heart  go  into  fibrillation?  I am  reason- 
ably sure  that  it  does.  If  the  mitral  stenotic 
cases  with  hypertension  and  the  thyroid 
cases  with  hypertension  are  not  counted  in 
the  series  comprising  this  study,  there  were 
44  cases  of  total  irregularity  of  the  heart. 
Some  of  these  cases  may  be  in  doubt,  as 
they  were  not  checked  up  electrocardio- 
graphically.  In  all.  the  ratfe  was  high,  there 
was  an  irregularity  in  force  as  evidenced  by 
readings  with  the  sphygmomanometer,  and 
an  irregularity  in  rhythm ; they  were  all 
cases  of  heart  failure,  many  with  edema  and 
the  patients  who  could  be  exercised  were 
definitely  made  worse,  as  far  as  the  ar- 
hythmia  was  concerned. 

Sometimes  heart  block  may  occur  as  a 
sign  of  failure  of  the  heart  in  hypertension. 
This  may  begin  as  a partial  block  with 
Stokes-Adams’  symptoms,  the  block  later 
becoming  complete.  I had  the  opportunity 
of  watching  a man  of  60  with  complete 
block,  a pulse  of  35  and  a blood  pressure  of 
260/130  for  3 years,  during  which  time  he  was 
in  fair  health.  He  died  suddenly  with  a coron- 
ary blocking.  Another  remarkable  case  of 
heart  block  with  hypertension  occurred  in  a 
lady  aged  50.  She  had  had  mitral  disease, 
rheumatic  in  type,  for  many  years  and  hy- 
pertension developed  later.  Then  she  de- 
veloped heart  block  with  fainting  and  con- 
vulsive attacks  ; later  the  block  became  com- 
plete with  a ventricular  rate  of  30;  after  a 
period  her  rate  fell  to  13  and  she  became 
very  weak ; her  auricles  could  be  heard  con- 
tracting at  a normal  rate  between  the  ven- 
tricular beats.  The  next  day  the  ventricu- 
lar rate  fell  to  11.  At  this  time  7 auricular 
beats  could  be  counted  to  1 of  the  ventricles. 


With  each  contraction  of  the  auricle  a faint 
“whiff”  could  be  heard,  and  with  each  con- 
traction of  the  ventricle  a systolic  murmur. 
The  auricular  whiff  was  interpreted  to  be 
due  to  auricular  contraction  through  a nar- 
rowed mitral  ring,  for  she  was  known  to 
have  a mitral  stenosis.  At  this  time  she  was 
having  marked  Cheyne-Stokes  breathing, 
with  a period  of  apnea  lasting  three-quar- 
ters of  a minute  ; during  this  period  of  apnea 
she  appeared  to  be  unconscious.  The  next 
day  her  ventricular  rate  fell  to  9 for  the 
minute.  During  the  first  half  minute  of  her 
period  of  apnea,  there  were  3 ventricular 
contractions,  1 each  10  seconds.  During  the 
second  half-minute  she  had  6 ventricular 
contractions,  1 every  5 seconds,  making  the 
total  count  of  9 to  the  minute.  In  the  last 
15  seconds  of  the  minute  she  began  to  breathe 
again  and  consciousness  returned.  At  the 
full  minute  breathing  ceased,  and  the  same 
cycle  began  once  again.  At  this  time  her 
auricular  rate,  which  could  be  easily  count- 
ed, rose  to  96  to  the  minute.  This  rhythm 
was  repeated  with  absolute  regularity  min- 
ute after  minute.  She  remained  in  this  con- 
dition for  5 days  with  the  auricular  rate 
gradually  rising,  and  finally  the  ventricle 
ceased  to  respond. 

Occasionally  in  a hypertensive  case  there 
may  be  a sudden  cessation  of  ventricular 
action.  Mr.  D.  came  to  the  hospital  because 
of  breathlessness  and  some  edema  of  the 
feet.  He  was  put  to  bed.  I happened  to  be 
in  the  hospital  and  went  to  see  him ; he  was 
lying  flat  in  bed  breathing  rather  rapidly.  I 
put  my  finger  on  his  pulse,  the  rate  was  120 
and  of  good  quality,  when  suddenly,  with- 
out the  slightest  warning,  his  pulse  ceased 
to  beat ; a stethoscope  quickly  applied  to  his 
chest  could  elicit  no  cardiac  contraction.  He 
made  a few  respiratory  efforts,  then  ceased 
to  breathe.  Recently  a colleague  of  mine  re- 
ported an  exactly  similar  experience. 

Sudden  coronary  thrombosis  with  sudden 
death,  or  gradual  failure  with  pulmonary 
edema  due  to  cardiac  dilatation  may  occur. 
Dr.  P.  had  a hypertension  of  4 or  5 years’ 
duration.  Following'  an  attack  of  influenza 
he  developed  marked  anginal  symptoms  on 
exertion  but  after  a period  of  rest  in  bed 
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he  was  much  improved.  One  night  he  was 
suddenly  seized  with  the  most  severe  and 
agonizing  pain  in  his  chest  and  in  both  arms  ; 
morphin  in  large  doses  did  not  relieve  the 
pain,  nor  did  any  of  the  vasodilators ; his 
pulse  rate  gradually  rose  in  frequency  ; pul- 
monary edema  appeared  and  gradually  be- 
came worse,  then  excessive  and  he  died,  lit- 
erally drowning  in  his  own  secretions. 

Another  hypertensive  patient  developed  a 
severe  angina  while  I was  with  her.  I gave 
her  1/100  grain  nitroglycerin  tablet  and  put 
my  stethoscope  over  her  heart  to  see  if  I 
could  detect  any  abnormal  mechanism.  She 
complained  of  severe  pain  in  her  chest  and 
in  her  left  arm;  her  heart  rate  was  80; 
there  was  no  arhythmia ; she  complained  of 
feeling  faint.  I then  noticed  that  the  apex 
rate  was  falling  in  frequency  and  becoming 
weaker.  When  the  rate  fell  to  an  estimated 
14,  she  lost  consciousness  and  had  a convul- 
sion ; her  heart  rate  became  slower  and 
slower;  finally  all  ventricular  action  appar- 
ently ceased;  she  seemed  to  be  dead;  her 
family  left  the  room.  I still  had  my  stetho- 
scope over  her  heart ; after  a few  seconds 
there  seemed  to  be  a faint  beat,  then  a slow, 
orderly  and  gradual  return  to  normal  ven- 
tricular action  and  rate.  She  regained  con- 
sciousness, felt  weak,  but  was  entirely  re- 
lieved of  the  pain.  About  1 year  later,  she 
was  found  one  morning  dead  in  bed. 

All  remedial  measures  directed  to  protect- 
ing the  circulation  must  naturally  first  be 
directed  to  reducing  the  load  carried  by  the 
heart  and  blood-vessels.  In  cases  of  low 
diastolic  pressure  often  a great  deal  can  be 
accomplished.  The  obese  patient  must  have 
his  caloric  intake  reduced,  and,  practically,  it 
is  found  that  reduction  of  the  carbohydrate 
intake  will  cause  reduction  of  the  blood 
pressure  with  coincident  loss  of  weight. 
The  excess  water  drinkers  must  have  their 
fluid  intake  reduced,  those  with  salt  reten- 
tion must  have  their  salt  eliminated,  and 
those  with  nitrogen  retention  must  have 
their  proteins  restricted  to  the  actual  body 
needs.  A strictly  salt-free  diet  in  practice 
is  a difficult  diet  to  maintain,  but  one  that  if 
adhered  to  will  often  give  brilliant  results. 

Right  here  a word  of  caution  must  be 


given.  Great  care  must  be  exercised  not  to 
diet  too  vigorously  a middle-aged  obese 
person,  particularly  if  there  is  beginning  or- 
ganic changes  in  the  heart  and  blood-vessels. 
I have  seen  several  persons  done  irreparable 
injury  by  such  a procedure.  Dieting  should 
be  done  slowly  and  cautiously ; 20  pounds 
a year  is  a safe  maximum. 

Periods  of  rest  are  essential,  both  mental 
and  physical.  We  are  all  familiar  with  the 
great  good  accomplished  by  a week  in  bed 
in  hypertensive  cases.  Then  again  it  is  often 
impressed  upon  us  how  well  a hypertensive 
patient  does  when  forced  to  rest  by  the  oc- 
currence of  a cerebral  hemorrhage ; the 
blood  pressure  falls,  and  the  condition  of 
the  heart  improves.  I recall  a patient,  work- 
ing at  top  speed,  who  could  not  or  would 
not  change  his  method  of  living.  He  had  a 
cerebral  hemorrhage  and  was  forced  to  re- 
tire from  business  and  lead  a quiet  life.  For 
18  years  he  has  gone  on  comfortably,  with 
a moderate  elevation  of  blood  pressure  and 
practically  no  symptoms. 

A doctor  who  comes  to  see  me  occasion- 
ally was  given  5 years  to  live,  when  he  was 
only  45,  because  his  blood  pressure  was 
240/120;  he  gave  up  his  work,  went  in  the 
country  to  live  on  a small  farm;  he  rested 
a good  deal,  ate  sparingly,  and  took  a mod- 
erate amount  of  exercise ; it  is  now  20  years 
since  he  gave  up  his  work. 

Digitalis,  as  ever,  is  the  remedy  in  failing 
circulation  and  it  acts  favorably  in  hyper- 
tension when  the  heart  begins  to  fail,  even 
when  the  mechanism  is  normal  and  there  is 
no  arhythmia.  Gallop  rhythm  will  fre- 
quently disappear  under  its  use.  Alterna- 
tion will  sometimes  disappear  for  a period. 
Alternation,  however,  is  a very  serious  state 
and  indicates  a heart  muscle  which  has 
reached  the  limit  of  its  strength.  Fibrilla- 
tion of  the  auricles  is,  of  course,  the  condi- 
tion in  which  digitalis  accomplishes  its  most 
spectacular  results.  A sufficient  amount 
should  be  given  to  maintain  the  heart  rate 
at  about  80  or  90  to  the  minute. 

Edema  and  marked  breathlessness  demand 
absolute  rest  in  bed.  restriction  of  fluids  and 
elimination  of  salt.  Digitalis  is  usually  in- 
dicated; sometimes  a diuretic  like  theobro- 
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min  or  theophyllum,  or.  in  non-nephritic 
cases,  novarsurol. 

Conclusions. 

(1)  A resume  is  given  of  263  cases  of 
cardiac  breakdown,  occurring  in  343  cases 
of  hypertension. 

(2)  Emphasis  is  laid  on  the  condition  of 
the  heart  muscle  as  a more  valuable  aid  in 
prognosis  than  the  height  of  the  blood  pres- 
sure curve. 

(3)  The  usual,  and  some  unusual,  meth- 
ods by  which  the  hypertensive  heart  fails, 
are  discussed. 


THE  THERAPEUTIC  PROBLEMS  OF 
RENAL  VASCULAR  DISEASE  AND 
THEIR  RATIONAL  SOLUTION. 


Theodor  Teimer,  M.D., 

Newark,  N.  J. 

Faulty  methods,  or  rather  practices,  are 
in  widespread  use  in  the  treatment  of  ne- 
phritis. I mention  the  ban  on  meat,  and  on 
“red  meat”  in  particular,  and  the  anathema 
placed  by  some  on  eggs.  While  obviously 
not  based  on  scientific  grounds,  such  prac- 
tices are  continued,  setting  up  a false  goal 
and  misleading  the  patient  altogether  on  the 
therapeutic  problem.  Patients,  it  is  true, 
have  certain  deep-rooted  ideas  on  the  sub- 
ject, and  it  may  be  the  easiest  way  out  to 
accept  their  prejudices.  So,  red  meat  is 
credited  with  the  creation  of  “acid”  and 
eggs  are  brought  into  relation  to  albumen 
found  in  urine.  The  role  of  salt  in  the  regu- 
lation of  the  water  balance  of  the  body  is  not 
always  appreciated.  Fluids  are  restricted 
or  forced  without  knowledge  of  the  under- 
lying principles.  Diets  are  poorly  balanced, 
and  total  caloric  intakes  are  often  not  adapt- 
ed to  the  individual  case. 

What  then  are  the  proper  methods  and 
the  principles  which  should  govern  the  physi- 
cian in  the  treatment  of  patients  suffering 
from  nephritis  and  vascular  renal  disease 
in  particular? 

We  must  keep  in  mind  that  chronic  ne- 
phritis is  never  a disease  of  the  kidneys 
alone,  but  is  always  associated  with  general 


and  local  disturbances,  which  are  varying  in 
kind  and  degree  in  different  types  of  the 
disease.  In  fact,  the  abnormalities  which 
dominate  the  clinical  picture,  such  as  hyper- 
tension, edema,  toxemia,  have  been  used  in 
the  classification  of  the  different  types  of 
the  disease.  These  clinical  abnormalities 
are,  of  course,  correlated  to  underlying  an- 
atomic and  metabolic  abnormalities,  and 
present  problems  which  must  be  solved 
chiefly  along  metabolic  lines. 

The  causes  of  renal  disease  are  often 
obscure  and  often  beyond  reach,  but  known 
or  even  suspected  causative  factors  should 
be  eliminated  whenever  possible.  Toxins 
of  bacterial  or  metabolic  origin  are  espe- 
cially incriminated.  Focal  infections  should, 
therefore,  be.  given  due  attention.  Intesti- 
nal toxemia  should  be  relieved  by  appropri- 
ate measures,  proper  selection  of  diet,  prop- 
er evacuations,  exercise,  etc.  The  use  of 
beverages  containing  chemical  irritants 
should  be  forbidden. 

The  kidneys  should  obviously  be  spared, 
not  only  by  removing  bacterial  and  toxic 
irritants,  but  also  by  imposing  upon  them 
the  minimum  amount  of  functional  duties 
compatible  with  proper  nutrition.  A cer- 
tain latitude  may  be  granted  in  this  respect'. 
The  kidneys  being  the  sole  excretory  organs 
for  the  derivatives  of  protein  metabolism, 
may  still  be  fit  to  excrete  nitrogenous  end- 
products  faultlessly ; or  the  excretion  may 
be  incomplete,  resulting  in  nitrogen  reten- 
tion in  the  blood  and  tissues.  In  the  latter 
case  protein  metabolism  should  be  restricted 
to  the  maximum  degree  compatible  with 
safety ; in  the  former  protein  metabolism 
need  not  be  so  severely  reduced. 

Protein  metabolism  depends  primarily  on 
the  amount  of  protein  food  consumed,  but 
also  on  the  catabolism  of  protein  due  to  life 
itself.  Fever,  due  to  complicating  acute  in- 
fections, may  throw  an  enormous  strain  on 
a poorly  functioning  kidney,  and  the  physi- 
cian should  be  apprehensive  of  the  dangers 
threatening  his  nephritic  patient  suffering 
from  an  acute  infection,  even  of  relatively 
minor  importance. 

Exercise  increases  cell  metabolism,  and  a 
damaged  kidney  may  be  overwhelmed  with 
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intermediary  and  end-products  of  protein 
metabolism  under  certain  conditions  (when 
glycogen  is  not  readily  available).  So  ex- 
ercise may  be  harmful  to  kidney  and  heart. 
On  the  other  hand,  exercise  may  be  of 
greatest  value  in  quickening  the  circulation 
of  blood  and  detoxicating  the  tissues  and 
body  fluids. 

Metabolism  in  general  and  protein  meta- 
bolism as  a part  of  it,  may  be  lessened  by 
rest,  and  the  value  of  rest  versus  exercise 
should  be  carefully  judged  in  the  light  of 
the  problem  of  the  individual  case. 

Having  thus  emphasized  the  need  of  a 
more  or  less  restricted  protein  ration  in  the 
food  of  a nephritic  patient,  let  us  now  pro- 
ceed to  the  selection  of  the  protein  to  be 
ofifered  in  the  diet.  Some  assert  that  cer- 
tain proteins  act  as  irritants  of  the  kidney, 
in  the  sense  that  they  cause  an  anaphylac- 
tic reaction.  They  assume  that  hyperten- 
sion is  due  to  a vascular  spasm  caused  by 
certain  proteins  to  which  the  body  has  be- 
come sensitized.  They  admit  the  impossi- 
bility to  point  to  the  offending  protein,  but 
believe  that  by  limiting  the  choice  of  pro- 
teins to  a few  they  have  a gambler’s  chance 
to  exclude  the  offending  protein.  So  they 
advocate  that  patients  limit  themselves  to 
certain  kinds  of  meat,  or  that  they  avoid 
meat  altogether  and  partake  only  of  certain 
protein  foods,  as  few  as  possible  in  number. 
Properly  exercised,  no  harm  can  come  from 
such  a procedure,  if  the  restraints  thereby 
placed  on  the  patient  do  not  defeat  their 
object  by  their  very  strictness  or  the  im- 
possibility of  being  carried  out  success- 
fully. Food  must  be  somewhat  varied  to  be 
taken  with  complacency.  Restrictions  of 
this  kind  remind  the  patient  constantly  of 
his  illness  and  produce  a very  undesirable 
mental  attitude. 

The  total  calories  offered  in  the  diet  of 
the  nephritic  are  chosen  with  the  view  to 
supply  the  essential  needs,  the  basal  meta- 
bolic requirements  in  the  case  of  the  pa- 
tient with  restricted  exercise  and  slightly 
more  in  the  case  of  the  patient  who  may  be 
moderately  active.  The  low  caloric  intake 
is  offered  with  the  intent  to  reduce  unneces- 
sary body  weight,  in  order  to  lessen  the 


load  for  the  overburdened  heart,  and  to  ease 
diaphragmatic  breathing.  In  this  process 
of  reducing  overweight  one  must  proceed 
with  caution  to  avoid  aggravating  the  al- 
ready existing  low-grade  acidosis. 

The  treatment  and  avoidance  of  acidosis 
by  means  of  dietary  regulation  offers  an- 
other fruitful  field  for  elimination  of  toxic 
factors  which  damage  the  kidneys  and  the 
tissues  in  general.  This  can  usually  be  ac- 
complished by  meeting  the  demand  for  cal- 
ories chiefly  from  carbohydrate  sources  and 
only  to  a minor  degree  from  the  fats  of  the 
diet.  The  carbohydrates  again  should  be 
selected  mostly  from  concentrated  starches, 
cereals,  bread,  fruit,  with  a fair  allowance 
of  vegetables  for  bulk.  Vegetables  that  can 
be  eaten  in  the  uncooked  state  and  raw  fruit 
have  special  virtues  on  account  of  their 
higher  mineral  content  and  because  they 
are  a rich  source  of  vitamins.  Sugars, 
cooked  vegetables  and  cooked  fruits  are,  of 
course,  permitted,  but  are  less  beneficial. 

The  use  of  salt  should  be  restricted,  in 
severe  cases  forbidden.  The  role  of  salt  in 
the  causation  of  hypertension  may  be  con- 
troversial, but  the  value  of  salt  restriction 
in  the  treatment  of  hypertension  has  been 
demonstrated  by  competent  observers.  Salt 
restriction  in  cases  of  nephritis  with  edema 
is,  of  course,  the  established  procedure. 
When  in  renal  disease  the  salt-excreting 
function  of  the  kidney  is  reduced  or  lost, 
water  is  retained  and  edema  results.  Con- 
versely, when  the  salt  content  of  the  body 
is  lowered,  water  is  liberated  and  is  dis- 
charged by  the  kidneys.  The  maintenance 
of  the  optimum  concentration  of  the  salt  in 
the  body  fluids  and  the  tissues  is  essential 
to  cell  life.  By  varying  the  amount  of  salt 
we  may,  therefore,  regulate  the  water  con- 
tent of  the  body.  In  hypertension  a deple- 
tion of  the  amount  of  circulating  fluid  may 
mean  a considerable  reduction  of  the  burden 
placed  on  the  heart.  It  is  probable  that 
salt  restriction  acts  also  in  other  ways  bene- 
ficial in  cases  of  renal  vascular  disease. 

Total  liquids  should  be  restricted  to  the 
requirements  of  actual  thirst.  Thirst  pro- 
ducing condiments  should,  therefore,  be 
limited  to  a minimum,  along  with  the  re- 
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striction  of  salt.  A great  relief  to  the  heart 
will  follow  the  adoption  of  this  rule.  Thirst 
is  a safer  criterion  as  to  the  amount  of  fluid 
that  should  be  allowed  a nephritic  than  clin- 
ical and  laboratory  tests.  To  decree  arbi- 
trarily that  fluids  should  be  restricted  to  a 
fixed  low  amount,  or  be  forced  to  flush  out 
metabolic  waste,  means  playing  with  an  in- 
tricate automatic  mechanism  of  cell  life.  If 
the  creation  of  artificial  thirst  by  condi- 
ments and  salts  is  avoided,  the  natural  crav- 
ing for  fluids  will  not  be  in  excess  of  the  ac- 
tual necessities.  In  this  connection  it  may 
be  pointed  out  that  the  combustion  of  car- 
bohydrate food  ultimately  into  carbonic 
acid  and  water  is  an  intracellular  process, 
and  that  the  water  furnished  the  cell  in  this 
manner  is  of  greater  value  to  the  cell  than 
water  carried  to  it  by  the  blood  stream. 
The  liberal  use  of  starches  allows  greater 
restriction  in  the  use  of  fluids.  Nephritics 
who  can  secrete  only  a urine  of  low  specific 
gravity  and  whose  kidneys  have  lost  the 
power  of  concentrating  urine,  need  a larger 
amount  of  fluids  than  others  in  whom  the 
ability  of  the  kidneys  to  concentrate  is  still 
intact.  Thirst  will  regulate  the  demands  of 
such  patients  for  fluids  very  efficiently.  To 
restrict  such  patients  in  their  fluid  intake 
and  perhaps  to  administer  a saline  cathar- 
tic, invites  the  occurrence  of  convulsions. 
Saline  cathartics  in  such  cases  are  best 
avoided. 

The  value  of  proper  posture  and  proper 
exercise  is  hardly  appreciated  to  its  full  ex- 
tent. The  posture  should  be  erect.  The 
patient  should  train  himself  to  stand  and  to 
walk  as  if  he  wished  to  appear  taller.  Ex- 
ercise should  be  limited  to  walking.  Only 
those  patients  who  show  no  signs  of  car- 
diac decompensation  are  allowed  any  exer- 
cise. If  the  patient  is  able  to  walk  uphill, 
carefully,  so  as  not  to  throw  any  strain  on 
his  heart,  and  will  walk  in  erect  posture,  a 
corrective  mechanism  will  be  set  in  motion 
that  has  no  mean  therapeutic  value.  Breath- 


ing will  automatically  become  more  deep, 
and  the  diaphragm  will  make  wider  excur- 
sions, compressing  the  abdominal  organs 
rythmically.  The  venous  trunks  and  the 
tributaries  of  the  portal  vein  are  emptied 
more  promptly,  and  the  flow  of  blood  in  the 
abdominal  organs  is  quickened.  The  re- 
sultant gain  in  intestinal  tone,  improved 
liver  function  and  the  lessened  congestion 
of  all  the  abdominal  organs  frequently  re- 
move complicating  factors  in  the  vascular 
renal  complex.  Even  etiologic  factors  may 
be  influenced.  The  enlistment  of  the  mech- 
anism of  diaphragmatic  breathing  to  the  re- 
lief of  an  overburdened  heart  should  become 
a routine  practice  in  suitable  cases. 

Drugs  in  the  treatment  of  renal  disease 
are  used  in  critical  phases  and  in  terminal 
conditions.  Their  uses  and  indications  will 
not  be  discussed  in  this  paper,  which  is  lim- 
ited to  the  main  problem  of  how  to  favor- 
ably influence  the  course  of  renal  vascular 
disease. 

The  answer  is  summed  up  as  follows : 
Dietary  treatment  with  low  protein,  mod- 
erately low  fat  and  liberal  carbohydrate 
diet.  Total  caloric  restriction  to  basal  ca- 
loric requirements,  plus  small  allowance 
for  exercise.  Reduction  of  excessive  body 
weight.  Low  salt  or  none  in  severe  cases. 
Restriction  of  liquids  to  amount  required 
by  thirst.  Rest  in  cases  of  cardiac  decom- 
pensation. Exercise  in  suitable  cases,  lim- 
ited to  walking  in  erect  posture  and  deep 
diaphragmatic  breathing. 

Under  this  regime  the  benign  form  of 
renal  vascular  disease  is  apt  to  remain  be- 
nign, and  the  patient  need  not  experience 
any  hardship  by  adopting  a sane  method  of 
living  which  does  not  interfere  with  his 
comfort,  efficiency  or  happiness.  The  course 
of  the  combination  form  (glomerulonephri- 
tis with  sclerosis)  is  favorably  influenced  in 
many  ways  by  the  above  measures,  but  the 
ultimate  outcome  of  this  malignant  form 
cannot  be  altered. 
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NEWER  THERAPY  OF  CARDIOVASCU- 
LAR RENAL  DISEASE. 


Discussing  the  Value  of  Some  Operative  Pro- 
cedures and  Drugs  in  Buerger’s  Disease, 
Angina  Pectoris,  High  Blood  Pres- 
sure, Heart  Failure,  and  Dropsy 
(of  Cardiac  and  Renal 
Origin). 

Hyman  I.  Goldstein.  M.D., 

Assistant  Visiting  Physician,  Philadelphia  Gen- 
eral Hospital  and  Northwestern  General  Hos- 
pital of  Philadelphia,  Camden,  New  Jersey; 
Leopold  Goldstein,  M.  D„  Camden,  New  Jer- 
sey, and  Henry  Z.  Goldstein,  M.  D.,  Chief  Resi- 
dent Physician,  Northwestern  General  Hos- 
pital, Phila.,  Pa. 

During  the  past  17  years,  I (H.  I.  G.)  have 
often  been  confronted  in  hospital  and  private 
practice  with  cases  of  various  forms  of  cardio- 
vascular renal  conditions  that  did  not  respond 
very  well  to  the  usually  accepted  kinds  of 
treatment.  Only  too  often  have  we  met  with 
cases  of  general  anasarca,  cardiac  decompen- 
sation, hypertension,  with  and  without  general 
angiosclerosis,  and  with  many  other  annoying 
symptoms  that  did  not  seem  to  respond  to  our 
therapeutic  measures.  Thoracentesis,  para- 
centesis; venesection  and  blood  transfusion,  and 
intravenous  injections  of  magnesium  sulphate 
(10%,  15-30c.c.)  in  hypertension  and  uremia; 
high  protein  feeding  with  the  use  of  thyroid  ex- 
tract and  thyroxin  in  chronic  nephrosis  (A.  A. 
Epstein);  sodium  sulphocyanate  (1-5  gr.  3 
times  a day  for  hypertension)  ; expuralgin, 
rectopanbiline — daily  enemas  of  bile ; glucose 
25%,  chloral,  benzyl  fumarate,  watermelon 
seed,  extract  of  allium  sativum  (garlic),  sub- 
tonin  and  anabolin,  and  spinal  puncture  (hyper- 
tension) ; Southey  tubes  (edema),  various  digi- 
talis preparations  (digalen,  digitan,  digitol, 
digifortis,  digitalis  dispert),  pilocarpin,  stro- 
phanthin,  ouabain,  quinidin  sulphate,  sodium 
citrate,  caffein-sodium-benzoate,  nitroglycerin, 
sodium  nitrate,  morphin,  atropin,  iodides  by 
mouth  or  by  intravenous  injection,  sajodin 
(calcii  iodobehenate  U.  S.  P.)  ; urea  and 
numerous  other  diuretics;  and  salt-free  diet 
have  all  been  tried  with  varying  results.  It  is 
because  of  this,  that  so  many  different  drugs 


and  other  therapeutic  measures  have  been  tried 
and  recommended  at  different  times  during  the 
past  few  years.  I will  simply  attempt,  in  this 
paper,  to  briefly  discuss  some  of  these  reme- 
dies. With  some  I have  had  considerable  per- 
sonal experience,  both  in  private  and  hospital 
practice ; a few  I have  only  had  very  little 
opportunity  to  try  out  thoroughly  and  must 
quote  from  the  reports  and  experience  of 
others. 

I shall,  if  time  permits,  touch  on  the  use  of 
ammonium  chloride,  calcium  and  potassium 
chloride,  hepatic  extract  (heparmone),  plieno- 
barbital  (luminal),  ephedrin,  alpha-lobelin, 
verodigen,  scillaren,  erythrol  tetranitrate, 
Ringer’s  solution,  cymarin,  theobromin  alka- 
loid, and  its  combinations  (theocalcin,  theo- 
minal,  theocyl,  theobryl),  the  double  salt  of 
sodium  mercuri-o-chlorphenoxyl-acetate  and 
diethylbarbituric  acid  in  a 10%  neutral  sterile 
solution  (novasurol),  methyl-isopropyl-cyclo- 
hexenon  in  aqueous  sodium  salicylate  solution 
(homocamfin  or  “hexeton”),  allyl-isopropyl- 
barbituric  acid-phenyl-dimethyl  dimethylam- 
ino-pyrazolon  (allonal)  and  theophyllin  or 
theocin  (dimethylxanthin). 

Buerger’s  Disease. 

The  intravenous  injections  of  radium  chlo- 
ride, typhoid  vaccine,  sodium  citrate,  and  in- 
travenous injections  of  hypertonic  (5%:  1 50- 
300  c.c.)  salt  solution,  for  the  relief  of  pain 
in  Buerger's  disease  (thrombo-angiitis  obliter- 
ans), need  only  mention. 

Amputation  has  been  the  usual  surgical  pro- 
cedure in  this  condition,  in  the  presence  of 
gangrene  and  excessive  pain.  Now,  Roentgen 
ray  therapy  has  been  found  to  relieve  the  suf- 
fering of  some  of  these  patients.  Electric  light 
therapy,  oven-baking,  and  other  forms  of  heat 
and  light  treatment  have  been  tried.  Lumbar 
sympathetic  ganglionectomy  has  relieved  pain 
and  produced  an  increase  in  the  blood  flow  of 
the  feet  as  shown  by  surface  temperature  stud- 
ies and  determinations  of  the  rate  of  heat  elim- 
ination. George  E.  Brown,  of  Rochester,  Min- 
nesota, believes  that  intravenous  injections  of 
typhoid  vaccine,  to  produce  systemic  fever, 
have  been  the  most  successful  medical  meas- 
ures for  alleviation  of  pain  and  increasing  cir- 
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culation  in  Buerger’s  disease.  During  the  past 
3 years,  in  several  of  my  cases  sympathectomy 
has  been  done,  but  without  very  satisfactory 
results,  Adson  has  stripped  the  common  iliac 
arteries  and  removed  the  second,  third  and 
fourth  lumbar  sympathetic  ganglia  to  block 
the  vasomotor  paths  of  the  distal  vessels  of 
the  feet. 

Some  believe  baking  for  the  improvement 
of  circulation  is  dangerous,  for  it  may  predis- 
pose to  secondary  infection.  Ringer’s  solution 
given  by  the  duodenal  tube  in  large  quantities 
(6  to  12  quarts  daily)  over  a period  of  months 
seemed  to  ally  the  disease  temporarily.  Others 
have  used  large  quantities  of  Ringer’s  solu- 
tion by  hypodermoclysis  in  conjunction  with 
intravenous  injections  of  2%  sodium  citrate 
solution,  together  with  potassium  iodide  in- 
ternally. Allonal  and  luminal  give  these  pati- 
ents needed  rest  and  some  relief  from  pain. 
Arteriovenous  anastomosis  is  to  be  condemned. 
Bier’s  hyperemic  suction  has  given  some  relief. 

Conservative  treatment  must  be  carried  out 
first  in  all  cases,  because  many  show  improve- 
ment and  surgical  intervention  may  thus  be 
avoided.  Some  cases,  if  studied  more  care- 
fully will  show  that  a wrong  diagnosis  was 
made — and  in  others  a diagnosis  made  very 
late.  The  outlook  for  ultimate  cure  in  these 
cases  at  present  is  not  good.  Temporary  arrest 
of  the  disease  has  been  accomplished  in  many 
.cases  but  I know  of  no  complete  permanent 
cures. 

Angina  Pectoris. 

Schittenhelm  and  Kappis,  in  their  paper,  re- 
view 5 different  surgical  procedures  in  angina 
pectoris,  all  pain  abolishing.  They  recommend 
that  after  failure  of  all  internal  measures,  either 
extirpation  of  the  superior  cervical  ganglion 
or  resection  of  the  depressor  nerve  is  indicated. 
At  the  Peter  Bent  Brigham  Hospital,  a num- 
ber of  patients  have  been  operated  on  for 
angina  pectoris  with  satisfactory  results.  Levine 
and  Newton  state  that  some  patients  have  been 
strikingly  relieved  by  cervical  sympathectomy. 
Kerr  (Annals  Clin.  Med.  4:30,  1925)  reports 
that  in  2 cases  complete  relief  and  in  1 case 
partial  relief  followed  resection  of  the  left 
superior  cervical  ganglion  together  with  the 
superior  cardiac  nerve.  Levine  and  Newton 


removed  all  3 cervical  sympathetic  ganglia  and 
the  cardiac  nerve  on  the  left  side  in  a girl  12 
years  old,  with  blood  pressure  172/74.  Swet- 
low  and  Schwartz  have  relieved  5 patients  of 
severe  cardiac  pain  by  paravertebral  alcohol 
injections. 

I have  found  that  theominal  (theobromin  5 
gr.  and  luminal  jA  gr.)  and  erythrol  tetrani- 
trate  (J4-1  gr.  in  tablets)  relieves  anginal  pains. 
It  appears  that  theobromin  acts  as  a vasodilator 
and  the  luminal  quiets  the  patient  and  has  a 
tendency  to  lower  blood  pressure.  It  has  been 
demonstrated  by  Gruber,  Shackelford  and  Eck- 
lund  (Arch.  Int.  Med.,  Sept.  15,  1925)  that 
luminal  will  lower  blood  pressure  in  cases  of 
arterial  hypertension.  Wiechmann  believes 
luminal  has  an  antispasmodic  action  upon  the 
blood-vessels.  Wearn  (Med.  Clinics  of  North 
America,  March,  1925),  states  that  one  of  the 
striking  effects  of  theobromin  is  dilatation  of 
the  coronary  arteries.  Some  believe  theobro- 
min lowers  blood  pressure  by  splanchnic  dila- 
tation. Erythrol  tetranitrate  effect  is  more 
enduring  than  that  of  the  nitrites  and  there 
does  not  appear  to  be  any  tendency  to  estab- 
lishment of  a tolerance.  Tablets  of  erythrol 
tetranitrate  retain  their  full  activity  for  a long 
time. 

Strauss  emphasized  the  value  of  small  doses 
of  luminal  with  diuretin  (theobromin  sodium 
salicylate).  Diuretin,  even  in  large  doses,  has 
not  given  me  very  good  results.  Theocalcin 
(calcium  theobromin  salicylate  in  7jd>  gr.  tab- 
lets) maybe  used  instead  of  diuretin.  Theocyl 
(acetylsalicylyl  theobromin  7j/2  gr.  tablets) 
may  also  be  substituted.  Theocyl  particularly 
exerts  a favorable  effect  in  cases  associated 
with  nephritis  with  edema  and  ascites.  Theocyl 
appears  to  lower  the  blood  pressure  promptly, 
thereby  lessening  the  tension  of  the  vascular 
system  and  thus  affording  relief  of  the  sub- 
jective symptoms.  The  pulse  is  improved 
(even  with  digitalis)  as  the  result,  probably, 
of  the  widening  of  the  coronary  vessels  and 
the  better  perfusion  of  the  heart  with  blood. 
The  same  may  be  said  for  theobryl.  a Swiss 
preparation.  Such  remedies  as  just  mention- 
ed, and  also  theocin,  theophyllin  or  theo- 
cin-sodium  acetate  should  not  be  taken  on 
an  emptv  stomach.  Theocin,  at  times,  causes 
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nausea,  vomiting,  headache  and  epigastric 
burning,  and  therefore  should  only  be  given 
in  doses  of  3 to  5 gr.,  four  times  a day  for 
several  days — then  it  must  be  stopped  for 
an  interval  of  a few  days.  Theophyllin  is  the 
natural  alkaloid,  discovered  by  Kossel  in  1888, 
in  tea  leaves  and  possesses  marked  diuretic 
properties ; theocin  is  a synthetic  reproduction 
of  this  alkaloid.  These  remedies  are  chiefly 
used  for  the  removal  of  dropsy  in  cases  of 
cardiac  and  cardiorenal  disease. 

It  is  assumed  that  in  all  the  conditions  dis- 
cussed in  this  paper  the  patient  has  been  ex- 
amined thoroughly  for  foci  of  infection,  and 
abnormal  blood  chemistry,  and  that  existing 
pathologic  factors  are  to  be  corrected  and,  if 
possible,  removed.  Dietary  measures  and  par- 
ticularly restriction  in  salt  and  protein  intake 
in  renal  and  hypertensive  cases  are  highly  im- 
portant. Syphilis,  diseased  teeth,  tonsils  and 
sinuses,  gall-bladder  disease,  gastro-intestinal 
and  nervous  disorders,  must,  of  course,  all  re- 
ceive proper  attention. 

Hypertension. 

Removal  of  foci  of  infection,  treatment  of 
existing  lues,  kidney  disease  and  vascular 
sclerosis;  endocrine  therapy  (particularly  in 
women  at  the  climacteric  age),  hydrotherapy, 
physical  and  mental  rest,  radium  emanation, 
venesection,  high  frequency,  the  nitrites,  ver- 
atrum  viride,  aconite,  iodides,  sajodin,  neo- 
arsphenamin,  have  all  been  tried,  and  in  many 
instances  with  benefit.  Recently  several  newer 
forms  of  treatment  have  been  studied.  The 
use  of  hepatic  extract  (heparmone),  calcium 
and  potassium  chloride,  luminal,  parathyroid 
and  animasa  have  recently  been  recommended. 

Wallace  and  Ringer  (J.  A.  M.  A.,  53:1629, 
Nov.  13,  1909)  in  a comparative  study  of  the 
actions  of  the  nitrites  usually  prescribed  in 
hypertension,  showed  that  erythrol  tetranitrate 
gave  more  lasting  effect  than  the  others.  This 
was  done  on  normal  individuals,  and  on  pa- 
tients having  arteriosclerosis.  They  remark 
“It  is  certain  that  arteriosclerosis  of  a high  de- 
gree does  not  prevent  the  nitrate  group  from 
exercising  its  usual  action,  and,  in  fact  it  seems 
conceivable  that  only  in  cases  in  which  the 
splanchnic  vessels  are  no  longer  capable  of 


dilatation  will  a fall  in  blood  pressure  not  oc- 
cur”. I have  used  erythrol  tetranitrate  (tab- 
let, each  Yz  gr.)  with  good  effect  in  conjunc- 
tion with  theominal.  At  times  I use  allonal 
(2  2/3  gr.  to  5 1/3  gr.)  with  happy  results. 
This  relieves  the  headache  promptly,  par- 
ticularly when  y2  gr.  tablet  of  erthrol 
tetranitrate  is  also  given.  Many  of  these  car- 
diovascular hypertensive  cases  have  frequent 
attacks  of  headache,  dizziness,  and  peculiar 
psychotic  episodes.  In  these  patients  the  use 
of  luminal,  or  allonal  is  certainly  of  great  bene- 
fit ; even  when  bromides  are  not  given. 

Major  and  Stephenson  (John  Hopkins  Hos- 
pital Bull.  35:196)  found  that  calcium  chloride 
alone  or  combined  with  potassium  chloride 
abolished  the  rise  in  blood  pressure  produced 
by  guanidin  and  methyl  guanidin.  'Some  of 
the  results  obtained  by  the  use  of  calcium 
chloride  therapy  in  arterial  hypertension  were 
reported  in  1914.  Further  clinical  work  has 
been  done  at  the  Toronto  General  Hospital 
by  Addison  and  Clark.  Patients  were  given 
from  90  to  180  gr.  of  calcium  chloride  a day. 
All  cases  studied  by  these  men  had  an  initial 
systolic  pressure  of  170  mm.  or  over;  some 
ranged  as  high  as  262.  The  diastolic  pressures 
ranged  from  84  to  152  and  the  ages  were  from 
28  to  91.  Only  those  cases  were  considered 
as  reacting  in  which  the  salt  reduced  the  sys- 
tolic pressure  30  man.  or  more  and  maintained 
it  there,  and  kept  the  diastolic  pressure  12  mm. 
or  more  lower  that  the  initial  reading.  Of  the 
45  cases  studied  by  Addison  and  Clark,  26, 
or  57.7%  reacted  with  calcium  chloride  and 
6,  or  13%  with  potassium  chloride;  making  a 
total  of  70%.  The  objectionable  feature  to 
the  giving  of  calcium  chloride  is  the  gastro-in- 
testinal upset.  It  produces  an  inorganic  aci- 
dosis which  must  be  watched.  The  use  of  milk 
or  buttermilk  will  considerably  relieve  the  gas- 
tro-intestinal distress.  They  concluded  that : 
( 1 ) Calcium  and  potassium  chlorides  will  pro- 
duce a decided  fall  in  blood  pressure  in  a large 
percentage  of  cases  of  hypertension  with  a co- 
incident improvement  of  the  patient’s  symp- 
toms. (2)  Edema  will  improve  and  disappear 
under  their  action.  (3)  The  treatment  must 
be  persisted  in  for  3 or  4 weeks  to  get  results. 
(4)  The  only  serious  objection  is  the  possibil- 
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ity  of  producing  symptoms  of  an  inorganic 
acidosis. 

I have  used  calcium  chloride  intravenously 
in  a 10%  sterile  solution  with  some  improve- 
ment in  a few  cases.  In  cases  with  marked 
edema  and  ascites,  the  use  of  calcium  chloride 
did  not  appear  to  help  very  much. 

Before  the  section  of  Pharmacology  and 
Therapeutics  of  the  A.  M.  A.,  in  April,  1926, 
Ralph  H.  Major,  of  Kansas  City,  reported 
again  that  methyl  guanidin,  a normal  consti- 
tuent of  the  urine,  was  capable  of  producing 
a marked  and  prolonged  elevation  in  blood 
pressure  in  animals  and  in  man. 

Major  found  that  certain  liver  extracts  were 
very  potent  both  in  producing  and  preventing 
such  an  experimental  hypertension.  The  liver 
extract  with  which  Mjajor  was  working  was 
obtained  by  a process  of  alcoholic  fraction- 
ation and  had  a nitrogen  content  of  .001%. 
The  presence  of  histamin,  chlorin,  and  peptone 
was  excluded  with  a reasonable  degree  of  cer- 
tainty. The  liver  extract  produces  no  sharp 
fall  in  blood  pressure,  such  as  these  3 sub- 
stances produce,  has  little  effect  on  normal 
blood  pressure  and  is  not  toxic  in  very  large 
doses.  No  symptoms  of  anaphylactic  shock 
are  encountered,  according  to  Major.  They 
have  treated  approxinately  100  patients  suffer- 
ing from  high  blood  pressure  with  this  his- 
tamin and  chlorin  free  preparation.  The  re- 
sults were  not  good  in  patients  who  have  suf- 
fered from  arterial  hypertension  for  a long 
time  and  whose  range  of  pressure  over  a period 
of  years  was  known ; as  a rule,  in  such  cases 
there  was  little  evidence  of  specific  effect.  The 
most  striking  results  were  obtained  in  patients 
whose  hypertension  was  apparently  of  brief 
duration  and  in  whom  anatomic  alterations 
had  not  yet  taken  place.  It  is  claimed  by 
Major  and  others  that  improvement  in  symp- 
toms has  been  a very  striking  feature  in  many 
patients  even  though  the  blood  pressure  was 
not  lowered.  The  evidence  in  favor  of  hepatic 
extract,  at  present,  is  far  from  conclusive. 
Dr.  Orlando  H.  Petty  informs  me  that  the 
results  obtained  from  the  use  of  hepatic  ex- 
tract have  been  uncertain  and  unsatisfactory. 
He  studied  its  effect  on  patients  in  the  Phila- 


delphia General  and  the  Polyclinic  Hospitals 
of  Philadelphia. 

Major  standardized  the  liver  extract  against 
guanidin  and  had  taken  as  a temporary  unit 
the  amount  of  depressor  substance  necessary 
to  neutralize  0.1  mg.  of  guanidin  in  an  animal 
weighing  2.5  kilograms. 

It  appears  that  for  clinical  use,  in  the  treat- 
ment of  hypertension,  hepatic  extract  is  not 
yet  to  be  considered  a satisfactory  therapeutic 
agent.  Much  more  study  and  experimenta- 
tion must  lie  carried  on  before  the  general 
profession  can  accept  it. 

James  and  Laughton  (Canad.  Med.  Assoc. 
Jour.  15:701-702,  July,  1925),  MacDonald  and 
Burnett  (Boston  Med.  Jour.  194:38-388, 
March  4,  1926)  and  Major  (Journal  A.  M.  A., 
85:252,  July  25,  1925)  have  done  considerable 
work  with  hepatic  extract.  Some  of  Major’s 
patients  received  hepatic  extract  every  day, 
some  twice  daily,  and  some  once  a week.  The 
extract  was  administered  intravenously,  in- 
tramuscularly, and  subcutaneously.  The  effect 
is  more  prompt  after  intravenous  injection 
but  is  also  obtained  after  intramuscular  and 
subcutaneous  injections.  Within  an  hour  af- 
ter injection  the  blood  pressure  usually  falls 
from  20  to  50  mm.  This  fall  is  usually 
gradual  and  not  accompanied  by  any  symp- 
toms, although  occasionally  some  dizziness  may 
occur.  The  fall  usually  lasts  only  a few  hours 
or  possibly  for  a day.  Major  has  obtained,  in 
some  patients,  a fall  in  blood  pressure  which 
persisted  for  a week  or  more,  after  receiving 
8 or  10  doses  of  the  extract — particularly  in 
comparatively  young  persons  without  evidence 
of  renal  damage  or  arteriosclerosis. 

Lilly  and  Company,  through  their  Research 

In  a letter  to  me  dated  April  3,  1926,  Eli 
Laboratories,  state  that  liver  .extract  (hepar- 
mone)  for  the  treatment  of  essential  or  idio- 
pathic hypertension  is  at  the  present  time  pure- 
ly an  experimental  product.  They  have  not 
vet  released  this  to  the  medical  profession  at 
large  and  do  not  intend  to  until  they  are  more 
certain  as  to  the  status  of  the  product  in  the 
treatment  of  hypertension.  They  say,  “We 
must  know  more  about  dosage,  frequency  of 
dosage,  and  type  of  case  best  suited  for  treat- 
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ment  before  we  make  general  distribution  of 
this  product”. 

H.  Griesbach  (Giessen:  Alfred  Topelmann, 
1923)  attempts  to  demonstrate  the  value  of 
animasa,  a proprietary  extract  prepared  from 
blood-vessels,  in  the  treatment  of  hyperten- 
sion. A brief  discussion  of  the  etiology  of 
hypertension  is  followed  by  experiments  show- 
ing the  depressor  action  of  animasa  on  normal 
animals  and  men.  Then  follow  protocols  of 
patients  with  hypertension  treated  with  the 
drug.  Although  some  falls  in  pressure  are  re- 
corded, the  results  are  not  convincing,  for  no 
allowance  is  made  for  the  spontaneous  varia- 
tion in  blood  pressure,  and  no  diastolic  press- 
ures are  recored.  Further  evidence  is  'needed 
to  demonstrate  the  usefulness  of  this  prepara- 
tion in  the  treatment  of  hypertension. 

Animasa  does  not  contain  vasodilators,  but 
is  said  to  attack  the  cause  by  desensitizing  the 
vessel  walls  against  foreign  products  of  pro- 
tein present  in  cases  of  hypertension  and  ar- 
teriosclerosis. Small  doses  should  first  be  used 
in  severe  kidney  cases  with  hypertension. 

Among  those  who  have  reported  favorable 
results  from  its  use  are  Migeod  (Bad  Tolz), 
Funck  (Koln),  Rolf  Griesbach  (Liibeck), 
Blumenfeldt  and  Cohn  (Berlin),  Witt  (N.  Y.), 
FI.  Griesbach  (Giessen),  Karcher,  W.  Stein- 
bach  (Berlin),  and  Wirtz  (Osnabrueck).  Carl 
Funck,  of  Koln,  Germany,  (Med.  J.  & Rec.,  N. 
Y.,  129:408,  Oct.  6,  1926)  recommends  the 
use  of  animasa  as  a curative  and  prophylactic 
remedy  in  arteriosclerosis. 

Animasa  is  administered  in  tablet  form,  by 
mouth. 

With  regard  to  the  use  of  parathyroid  hor- 
mone in  hypertension,  I may  quote  from  an 
editorial  in  the  J.  A.  M.  A.  (85:441,  1925) 
in  which  it  is  stated : “In  uniformity  with  what 
has  been  observed  for  other  tissue  extracts,  the 
purified  extracts  of  the  parathyroid  cause  a 
slight  fall  in  blood  pressure  after  intravenous 
injections.  Subcutaneous  administration,  un- 
less massive  doses  are  used,  has  little  or  no  im- 
mediate effect  on  blood  pressure.  Hypercal- 
cemia can  be  induced  by  the  use  of  the  para- 
thyroid hormone  even  in  a fully  anesthetized 
animal.  There  appears,  under  any  condition, 


to  be  a definite  limit  to  the  degree  of  calcium 
mobilization  possible  in  the  blood,  the  highest 
concentration  (in  the  dog)  being  about  20 
mg.  per  100  c.c.  of  blood.  The  blood  phos- 
phorus shows  very  little  fluctuation  during  the 
period  of  calcium  increase ; but  when  a marked 
hypercalcemia  is  developed  the  phosphorus 
may  increase  progressively.  It  is  thus  obvious 
that  an  agency  of  marked  and  decidedly  unique 
potency  has  been  placed  in  the  hands  of  the  in- 
vestigator. What  the  clinician  may  do  with  it 
remains  to  be  seen.” 

Heart  Failure. 

We  have  all  met  with  cases  of  heart  failure 
in  which  the  use  of  the  various,  active  prepara- 
tions of  digitalis  such  as,  digalen,  digitan,  digi- 
foline,  digifortis,  strophanthin,  and  ouabain, 
used  by  mouth  or  by  injection  have  failed  to 
give  satisfactory  results  for  some  reason  or 
another,  particularly  when  the  condition  is  as- 
sociated with  loss  of  kidney  integrity  and  the 
presence  of  edema  and  ascites.  In  some  of 
these  cases  the  blood  shows  a strongly  positive 
Wassermann  reaction.  The  patients  complain 
of  air  hunger,  extreme  shortness  of  breath, 
cyanosis,  cough,  restlessness  and  insomonia 
and  at  times  considerable  precordial  distress. 
The  body  is  water-logged.  These  patients  be- 
come extremely  bad  during  the  night ; fre- 
quently pulmonary  edema  sets  in  and  the  pa- 
tient is  found  gasping  for  breath,  with  what 
at  first  resembles  a severe  attack  of  bronchial 
asthma — really,  a “cardiorenal  asthma”.  What 
shall  we  do  for  these  patients?  We  see  them 
only  too  frequently  in  the  wards  of  our  hos- 
pitals. Very  many  are  the  cases  of  this  type 
that  I have  had  occasion  to  treat  in  • hospital 
and  in  private  practice  during  the  past  17 
years.  Often,  it  seems,  relief  has  been  prompt- 
ly obtained  by  the  administration  of  oxygen 
on  the  so-called  instalment  plan,  allowing  the 
patient  to  inhale  the  oxygen  for  a few  minutes 
every  hour  until  definite  relief  is  obtained. 
Venesection,  of  course,  is  often  indicated.  The 
use  of  homocamfin  or  methyl-isopropyl-cyclo- 
hexonon  in  sodium  salicylate  solution  (cyclosal 
or  “hexeton”)  in  2.2  c.c.  ampules  (10%  solu- 
tion) for  intramuscular  injection,  and  1.2  c.c. 
ampules  (1%  solution)  for  intravenous  use, 
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has,  in  my  hands,  given  favorable  results,  par- 
ticularly when  used  in  conjunction  with  very 
small  subcutaneous  or  preferably  intramuscu- 
lar injections  of  adrenalin  chloride  1:1000 
solution.  Haeberlin  recommends  subcutan- 
eous injections  every  hour  or  so — 0.1  to  0.2  c.c. 
of  1:1000  solution  of  adrenalin  chloride 
massaged  into  the  tissues — in  grave  “toxic 
weakness  of  the  circulation”. 

It  is  very  important,  of  course,  to  give  the 
patient  rest,  and  an  opiate  is  often  indispensa- 
ble ; atropin  in  large  doses  often  necessary. 
One  or  2 tablets  of  allonal  or  1 gr.  of  luminal, 
as  indicated,  often  gives  the  patient  several 
hours  of  sound  sleep  without  depressing  the 
heart.  As  diuretics  and  cardiac  stimulants,  I 
have  used  theocalcin  (theobromin-calcium 
salicylate)  in  7 l/i  gr.  doses  and  theominal 
(theobromin  gr.  5 and  luminal  gr.  J4).  At 
times  small  doses  of  pituitrin  are  used  in  con- 
junction with  the  small  doses  of  adrenalin  to 
relieve  the  attacks.  Nitroglycerin,  1/100  gr. 
under  the  tongue,  acts  rapidly. 

Pratt  (J.  A.  M.  A.,  87:809,  Sept.  11,  1926) 
discussed  cardiac  asthma  (4  groups),  and  re- 
commends the  use  of  subcutaneous  injection 
of  morphin,  bandaging  the  limbs,  bleeding  (high 
blood  pressure),  caffein  sodiobenzoate,  epine- 
phrin  and  amyl  nitrate. 

With  ephedrin  I have  had  no  experience 
but,  it  seems  to  have  general  physiologic  ef- 
fects in  man  similar  to  those  produced  by 
epinephrin.  It  has,  however,  distinct  practical 
advantages  over  epinephrin  because  of  more 
prolonged  action  and  the  fact  that  it  can  be 
administered  effectively  by  mouth  in  doses  of 
50  to  125  mg.  It  stimulates  the  heart  action 
and  has  a tendency  to  increase  the  output  of 
urine.  T.  Grier  Miller,  of  Philadelphia,  be- 
lieves that  the  widest  range  of  usefulness  of 
ephedrin  will  be  found  in  the  treatment  of 
asthma  and  of  acute  circulatory  depression 
(hypotension).  Ephedrin  is  the  name  given 
to  an  active  principle  isolated  by  Nagai  from 
an  Asiatic  drug,  Ma  Huang  (ephedra  vulgaris 
var.  Helvetica),  which  has  been  used  in  the 
practice  of  medicine  in  China  for  more  than 
5000  years. 

Chen  and  Schmidt  (J.  A.  M.  A.,  87 :836, 
Sept.  11,  1926)  state  that  ephedrin  as  a circu- 


latory stimulant  is  rather  a disappointment, 
and  in  chronic  hypotension  and  acute  circu- 
latory crises  is  of  little  or  no  value. 

I have  not  had  any  experience  with  the  use 
of  alpha-lobelin  (to  be  given  intramuscularly 
or  subcutaneously  3/20  gr.  or  1/20  gr.  intra- 
venously). It  is  primarily  used  in  collapse, 
shock  and  respiratory  failure,  and  is  sold  in 
ampules  of  the  proper  dosage. 

Verodigen,  which  is  the  gitalin  constituent 
of  digitalis  leaves,  was  first  obtained  by  Kraft. 
It  slows  the  pulse,  increasing  the  pulse  volume, 
raises  blood  pressure  and  promotes  diuresis. 
When  given  by  mouth  it  is  more  rapidly  ab- 
sorbed and  its  action  more  promptly  developed 
than  is  the  case  with  other  digitalis  constitu- 
ents ; the  results  of  the  oral  administration  of 
verodigen  are  often  almost  as  rapid  as  are 
those  following  the  intravenous  use  of  such: 
remedies  as  strophanthin.  According  to* 
Straub  (Deut.  med.  Woch.  1919,  No.  11)  the 
outstanding  advantages  of  this  preparation  are 
its  very  rapid  absorption,  prompt  and  uniform 
action,  and  good  keeping  qualities.  There  is 
less  danger  of  cumulative  effects  than  with 
other  digitalis  preparations.  Straub  and  Ivrehl 
report  that  in  cases  of  cardiac  insufficiency 
with  retarded  circulation,  stasis  and  dropsy, 
they  usually  administer  1/160  to  1/80  gr.,  2 
or  3 times  daily  for  the  first  day  or  two. 
Thereafter,  based  upon  the  reduction  of  the 
ventricular  beats,  the  dosage  is  maintained  at 
the  lowest  possible  size  (1/160  gr.  twice  daily). 

I have  not  used  scillaren,  cymarin  or  car- 
diazol  to  any  extent  and  therefore  cannot  report 
as  to  their  value  in  cardiac  disease.  Scillaren, 
the  active  principle  of  squill,  was  first  pre- 
pared by  Stoll  and  Sutter  in  1921  and  repre- 
sents the  total  cardio-active  glucoside  of  ur- 
ginia  scilla.  It  is  indicated  where  digitalis  or 
strophanthin  fails,  but  acts  insufficiently  or 
ceases  to  be  effective  because  of  tolerance  due 
to  protracted  use.  The  dose  is  one  tablet,  1/128 
gr.  or  1 c.c.  of  the  solution  orally  3 to  4 times 
daily.  Intravenously,  a total  of  1 c.c.  per 
day. 

Cymarin  is  the  active  principle  of  apocynum 
cannabinum  in  a chemically  pure  form.  It  is 
a cardiac  tonic  and  diuretic  and  is  preferably 
given  intravenously  in  doses  of  1/180  to  1/60- 


562 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Nov.,  1926 


gr.  The  dose  by  mouth  is  1/200  gr.  gradually 
increased,  if  well  tolerated  by  the  gastroin- 
testinal tract,  to  1/50  gr.  It  is  made  up  in 
ampules  1/60  gr.  and  in  tablets  1/200  gr. 

Cardiazol  (pentamethylentetrazol)  is  report- 
ed to  be  superior  to  camphor  and  digitalis  in  its 
effect  on  paralysis  or  inhibitions  of  the  heart, 
and  is  therefore  supposedly  of  value  to  pre- 
serve life  in  collapse  and  acute  circulatory 
disorders.  The  dose  is  1 Yz  gr.  (in  1 c.c.  am- 
pule or  in  lr/2  gr.  tablet)  3 or  4 times  a day. 

Ringer’s  solution,  it  seems  to  me,  should  be 
used  more  often  by  hypodermoclysis,  in  cases 
of  cardiac  collapse.  I shall  quote  from  an 
editorial  recently  appearing  in  Medical  Times, 

N.  Y.,  54:125,  May,  1926:  “An  isolated  heart, 
when  supplied  with  oxygen,  will  continue  to 
beat  spontaneously  for  a much  longer  time 
in  Ringer’s  solution,  which  closely  resembles 
the  blood  serum  in  constitution,  than  it  will  in 
physiologic  salt  solution.  This  is  a laboratory 
axiom.  Ringer’s  solution  is  a physiologic  solu- 
tion used  for  perfusing  the  heart  of  the  frog. 
It  contains  sodium  chloride,  0.650;  potassium 
chloride,  0.014  ; calcium  chloride,  0.012  ; sodium 
bicarbonate,  0.020 ; monosodium  phosphate, 

O. 001  (glucose,  0.200)  ; and  water  to  100. 
Another  formula  is:  sodium  chloride,  1.8; 
calcium  chloride,  0.048 ; potassium  chloride, 
0.084;  sodium  bicarbonate,  0.06;  distilled  wa- 
ter, 200.  Still  another  is : sodium  chloride,  229 
magnesium  chloride,  25^4  gr- ; potassium  chlo- 
ride, 3y 4 gr. ; magnesium  sulphate,  13  gr. ; cal- 
cium sulphate,  8-)4  gr. ; distilled  water,  1 
pint.” 

Pearce  and  Macleod,  in  their  “Fundamentals 
of  Human  Physiology”,  summarize  a very  in- 
teresting theory  concerning  the  cause  of  the 
heart  beat:  “It  will  be  remembered  that  the 
blood  contains  salts  of  sodium,  potassium  and 
calcium  in  solution.  If  these  salts  are  replaced 
by  other  nonpoisonous  salts  in  the  same 
concentration  as  the  salts  removed,  the  heart 
will  not  beat.  If  the  heart  is  perfused  with 
a solution  of  sodium  chloride  alone,  the  beat 
becomes  very  weak  and  finally  stops.  If  how- 
ever, a small  amount  of  calcium  and  potassium 
salts  be  added  to  the  sodium  chloride  solution, 
the  heart  will  again  begin  to  beat,  but  it  stops 
after  a while  in  a state  of  relaxation,  or  dia- 


stole, if  calcium  chloride  in  excess  be  added 
if  an  excess  of  potassium  salts  be  added. 
These  experiments  suggest  that  the  salts  of 
the  blood  offer  a solution  to  the  problem  of 
the  cause  of  the  heart  beat,  the  potassium  fa- 
voring relaxation,  and  the  calcium  contraction. 
If  the  proper  balance  of  these  salts  is  present 
in  the  blood,  it  is  conceivable  that  a regular 
sequence  of  contraction  and  relaxation  of  car- 
diac muscle  will  take  place  because  of  the  ac- 
tion of  the  salts. 

Here,  it  seems  to  us,  is  a key  to  a new  therapy 
in  the  presence  of  heart  failure.  Why  should 
we  not  avail  ourselves  of  this  physiologic  means 
of  restoring  tone  and  vigor  to  an  exhausted 
organ  instead  of  depending  almost  wholly  up- 
on toxic  agents,  in  other  words,  drugs?  Ring- 
er’s solution,  by  hypodermoclysis,  would  un- 
doubtedly fulfill  the  clinical  indications  in  car- 
diac decomposition  and  other  exhaustion  states 
with  a reasonable  approach  to  adequacy.  In- 
deed, in  the  light  of  laboratory  truths,  it  would 
he  stupid  not  to  employ  this  resource.  It  is  all 
very  well  to  insist  that  a well-balanced  diet  sup- 
plies a sufficiency  of  inorganic  mineral  salts 
of  the  character  under  discussion.  How  many 
American  diets  are  well-balanced  ? How  many 
adults  drink  milk  and  make  a point  of  eating 
green  vegetables?  These  cardiac  cases  fre- 
quently reach  us  in  bad  shape  after  years  of 
calcium  starvation.  Their  hearts  need  calcium 
as  a rickety  baby  needs  cod  liver  oil,  and  then, 
forsooth,  we  solemnly  proceed  to  digitalize 
them.  The  good  record  of  Ringer’s  solution 
in  the  treatment  of  shock  and  hemorrhage 
has  presumably  been  due,  in  very  large  part, 
to  its  effect  on  the  heart.  A fair  trial  still 
awaits  Ringer’s  solution  in  cardiac  cases”. 

Barium  chloride  was  used  by  Cohn  and 
Levine  with  prompt  relief  in  3 cases  of  com- 
plete heart  block  with  frequent  attacks  of  syn- 
cope and  convulsions  not  helped  by  usual  pro- 
cedures, including  adrenalin,  given  by  mouth 
30  mg.  3 times  a day.  The  barium  increased 
the  irritability  of  the  ventricles.  Epinephrin 
is  also  useful  in  syncopal  attacks  in  Stokes- 
Adams  syndrome. 

Edema. 

In  cases  of  marked  edema,  especially  of  the 
lower  extremities,  Rowntree  and  Hench 
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have  recommended  that  the  patient  be  kept  in 
the  “jack-knife”  position,  with  the  head  and 
feet  elevated,  so  as  to  cause  the  fluid  to  drain 
from  the  extremities  and  to  collect  in  the  ab- 
dominal cavity,  on  which  paracentesis  can  be 
performed. 

Rowntree  has  emphasized  the  importance  of 
elevating  the  head  of  patients  with  massive 
edema  to  prevent  cerebral  edema,  thus  avoiding 
possible  coma  and  convulsions.  Hench  warns 
against  removal  of  foci  of  infection  in  cases 
of  arteriosclerotic  nephritis  and  in  patients 
heavily  waterlogged  from  nephrosis  or  diffuse 
glomerular  nephritis.  Hench  (Jour.  A.  M.  A., 
July  3,  1926,  p.  8-14,  87,  No.  1)  discusses 
various  types  of  nephritis  and  mentions  the 
use  of  water,  intravenous  and  rectal  injections 
of  glucose  solution,  the  use  of  calcium  chloride, 
ammonium  chloride  and  merbaphen  (nova- 
surol)  in  the  treatment  of  nephritis. 

I might  add,  at  this  time,  that  in  cases  of 
uremia  and  hypertension  with  convulsions,  I 
have  used  hypertonic  magnesium  sulphate  in- 
travenously, in  doses  of  from  10  to  20  c.c.  of 
a 10%  solution.  It  appears  that  this  treatment 
does  control  the  convulsions  and  causes  some 
reduction  of  blood  pressure  and  edema,  increas- 
ing the  urinary  output.  M,cNeile  and  Vru- 
wink,  of  Los  Angeles,  (J.  A.  M.  A.,  87 :236, 
July  24,  1926)  have  obtained  similar  favor- 
able results  in  the  treatment  of  pre-eclampsia 
and  eclampsia.  The  use  of  calcium  chloride 
intravenously  is  specific  for  any  respiratory 
failure  or  discomfort  that  may  occur  from 
epsom  salt  injection.  Recently,  in  the  case  of 
a woman  aged  38,  with  a systolic  blood  pressure 
of  260  and  a diastolic  of  160,  with  uremia  and 
convulsions,  I obtained  considerable  improve- 
ment from  the  use  of  intravenous  injections  of 
magnesium  sulphate  (10%),  glucose  and  bi- 
carbonate of  soda  solution,  by  enteroclysis, 
theominal  by  mouth  as  soon  as  patient  was  able 
to  swallow,  and  hot  wet  .packs.  Venesection 
was  done  twice.  Blood  transfusion  was  not 
necessary,  and  the  patient  only  received,  dur- 
ing a serious  attack  of  a week’s  duration,  one 
hypodermic  of  gr.  morphin.  I believe  that 
the  intravenous  magnesium  sulphate  injection 
had  a great  deal  to  do  with  her  improvement. 


Glucose  solution  (25%)  may  be  given  intra- 
venously instead  of  by  rectum,  in  quantities 
varying  from  150  to  500  c.c. 

Dropsy. 

Novasurol. — In  the  spring  and  summer  of 
1924,  I began  the  use  of  novasurol,  a complex 
synthetic  mercurial  preparation,  being  a double 
salt  of  sodium  mercurio-chlorphenoxy-acetate 
and  diethylbarbituric  acid.  It  contains  33.9% 
of  mercury,  and  is  employed  only  in  a 10% 
neutral  sterile  solution.  It  may  be  adminis- 
tered intramuscularly  or  intravenously.  Some- 
times the  intramuscular  injection  is  painful 
and  Marvin,  of  Yale,  has  reported  abscesses, 
following  necrosis  of  tissue,  occurring  some 
days  after  intramuscular  injections.  This 
distressing  complication  can  be  avoided  by  in- 
travenous injection.  However,  sometimes  this 
gives  rise  to  a too  rapid  absorption  of  the  mer- 
cury and  results  in  stomatitis  and  colitis. 

After  the  introduction  of  this  drug  as  an 
antisyphilitic  remedy  in  Germany,  by  Heilig, 
(1920),  Poechen  and  Saxl  found  that  the  in- 
jection of  this  soluble  mercurial  compound 
in  cases  of  decompensated  syphilitic  aortic 
lesions  was  followed  by  a rapid  and  marked 
increase  of  urine.  It  was  then  demonstrated 
that  it  is  a very  powerful  diuretic  and  pro- 
duced profuse  diuresis  even  in  cases  in  which 
digitalis,  strophanthus  and  the  purine  deriva- 
tives had  failed.  This  effect  is  probably  due 
to  a direct  action  upon  the  tissues,  an  abstrac- 
tion of  water  and  sodium  chloride  from  their 
colloidal  combination.  Nonnenbruch,  Saxl, 
Heilig,  Brunn,  Ivulcke,  Bohn,  Eppinger,  Heg- 
ler,  Blum,  Schmidt  and  others  have  experiment- 
ed considerably  with  this  drug.  Marvin  finds 
that  novasurol  usually  increases  excretion  of 
chloride  and  water — that  diuresis  begins  within 
2 to  4 hours,  reaching  its  maximum  diuretic  ef- 
fect at  the  end  of  8 hours,  and  that  this  may 
continue  for  24  hours.  It  appears  to  have  no 
effect  on  inflammatory  exudates.  I have  seen 
severe  stomatitis  occur  in  an  adult,  male,  ward 
patient,  (with  bad  mouth  infection)  after  one- 
half  ampule,  and  severe  diarrhea  (colitis)  and 
stomatitis  in  another,  female,  ward  patient, 
after  one  ampule.  In  both  of  these  cases,  how- 
ever, marked  diuresis  occurred  and  the  ascites 
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and  general  subcutaneous  edema  in  the  case 
of  the  woman  diminished  rapidly.  In  none  of 
our  cases  have  we  had  serious  complications, 
collapse,  abscesses,  or  other  very  prolonged  dis- 
tressing symptoms.  It  is  better  to  start  with 
a smaller  dose — say  one-half  ampule,  and  then 
24  or  48  hours  later,  if  no  symptoms  of  mer- 
curialism  appear,  a whole  ampule  may  be  given. 
The  next  dose  should  not,  as  a rule,  be  given 
until  after  an  interval  of  3 days  unless  the 
edema  be  extreme  and  diuresis  not  very  mark- 
ed. After  using  this  mercurial  preparation 
for  2 years,  I can  state  that  it  is  a most  active 
diuretic,  particularly  useful  in  dropsical  con- 
ditions following  heart  failure  (in  adults)  in 
cases  of  arteriosclerosis,  coronary  disease 
(with  or  without  angina),  hypertension  and 
svphilis.  I have  never  seen  any  serious  damage 
to  the  kidneys  follow  its  use  even  in  cases  with 
a long  standing  mild  grade  of  nephritis.  It 
should  not  be  used  in  chronic  cases  having 
acute  exacerbations,  or  in  cases  of  acute 
nephritis,  nor,  in  the  presence  of  serious 
chronic  kidney  disease  with  marked  organic 
changes  in  the  glomeruli  and  tubules.  Marked 
albuminuria  (low  specific  gravity),  many 
granular  casts  and  many  red  blood  cells,  if 
present  in  the  urine,  are  positive  contraindica- 
tions to  its  use.  The  administration  of  20 
to  30  gr.  of  calcium  chloride  or  of  ammonium 
chloride  3 or  4 times  a day  greatly  increased 
the  diuretic  effect  of  the  novasurol  in  many 
cases. 

Keith,  Barrier  and  Whelan  (J.  A.  M.  A., 
Sept.  12,  1925)  used  this  joint  ammonium 
chloride  and  novasurol  treatment  in  1 1 of  the 
12  cases  of  nephritis  with  edema  studied  by 
them.  The  ages  of  the  patient  varied  from 
9 to  69  years.  Symptoms  of  acidosis  (because 
of  the  ammonium  chloride)  occurred  in  only 
a single  instance.  In  most  of  their  cases  the 
immediate  results  were  very  satisfactory. 
Crawford,  Hamilton,  and  Macintosh  noted 
decided  improvement  in  the  clinical  condition 
of  8 patients  suffering  from  severe  heart  fail- 
ure and  who  were  not  helped  by  digitalis, 
theocin  and  diuretin.  In  these  cases  diuresis 
began  in  the  first  3 hours,  reached  its  height 
in  6 to  9 hours,  and  terminated  in  24  hours. 
They  found  no  evidence  of  any  damage  to  the 


kidneys.  Gamble,  Blackfan  and  Hamilton  at- 
tribute the  diuretic  action  of  ammonium  sul- 
phate, ammonium  chloride  and  calcium  chlo- 
ride to  the  increased  acidity  of  the  bodily  fluids 
demonstrable  in  the  blood  plasma  and  an  in- 
creased excretion  of  the  fixed  base  in  the 
urine. 

Where  severe  mercurialism  occurs,  sodium 
thiosulphate  in  fresh  sterile  solution  intra- 
venously in  doses  of  0. 3-0.6  gm.  (in  10% 
sterile  aqueous  solution)  may  cause  rapid  im- 
provement, as  in  arsenical  poisoning. 

Summary  and  Conclusions. 

( 1 ) Attempt  was  made  in  this  paper  to 
mention  and  emphasize  some  drugs  that  may 
be  of  use  in  cardiovascular  renal  disease. 

(2)  From  a thorough  study  of  the  litera- 
ture. it  would  appear  that  while  operative  pro- 
cedures for  the  relief  of  angina  pectoris  and 
thrombo-angiitis  obliterans  have,  at  times, 
given  apparently  satisfactory  results,  these 
measures  better  be  resorted  to  very  hesitatingly 
and  only  after  all  other  conservative  medical 
means  have  failed.  Sir  James  Mackenzie 
questioned  the  advisability  of  removing  a dan- 
ger signal  whose  absence  may  result  direly. 
Pain  notifies  the  patient  when  the  heart  is  be- 
ing overworked  and  forces  the  victim  to  stop 
all  exertion,  thus  acting  as  a protective  meas- 
ure. Mackenzie  states  that  angina  is  still  a 
matter  for  vague  speculation  and  that  drastic 
operative  measures  for  such  a little  known  con- 
dition does  not  rebound  to  the  credit  of  medicine. 

(3)  The  use  of  novasurol  in  cases  of  mark- 
ed edema  and  ascites  of  cardiac  (arterio- 
sclerotic and  hypertensive,  congestive  heart 
failure)  and  cardiorenal  origin  has  given  fa- 
vorable results  in  a considerable  number  of 
cases,  making  tapping  of  the  abdomen  unnec- 
essary The  synthetic  complex  mercurial 
compound  salvrgan  seems  to  have  similar  ef- 
fect on  edema  and  ascites. 

(4)  It  appears  that  novasurol  gives  better 
results  when  ammonium  chloride  or  calcium 
chloride  is  administered  at  the  same  time. 
Novasurol  is  more  particularly  useful  in  cases 
of  latent  tertiary  lues  with  cardiac  insufficiency 
than  theocin  or  theobromin. 

(5)  The  further  use  in  cardiac  and  cardio- 
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renal  conditions  of  such  remedies  as  homo- 
camfin  or  cyclosal  ( methyl-isopropyl -cyclo- 
hexenon  in  aqueous  sodium  salicylate  solu- 
tion), theocalcin,  allyltheobromin  (theobryl), 
theominal,  theocin,  theobromin  luminal,  scil- 
laren,  allonal  (allyl-isopropyl-barbituric  acid- 
phenyl-dimrethyl  dimethylamino-pyrazolon ) , 
and  verodigen  should  be  continued  and  en- 
couraged. 

(6)  Finally,  it  must  be  remembered  that  it 
is  manifestly  impossible  by  any  means  of  treat- 
ment to  remove  organic  changes  occurring  in 
cardiovascular  renal  disease.  Therefore,  avoid 
the  use  of  too  many  remedies.  Avoid  meddle- 
some therapeutics  and  a multiplicity  of  drugs. 
One  must  agree  with  Sir  James  Mackenzie 
when  he  says:  “To  the  earnest  student  of 
medicine  the  contemplation  of  the  present 
day  knowledge  of  theraputics  cannot  but  bring 
a sense  of  humiliation.  Notwithstanding  the 
advances  that  have  been  made  in  all  depart- 
ments of  medicine,  therapeutics  is  still  mainly 
empiric,  and  there  seems  little  prospect  at 
present  of  it  being  otherwise.  The  reason  for 
this  state  of  things  is  not  due  to  any  individ- 
ual but  merely  to  the  fact  that  medicine  has  not 
advanced  far  enough  to  know  what  steps  to 
take  to  render  therapeutics  rational.”  One 
must  understand  the  nature  of  the  condition 
to  be  treated  and  know  whether  the  remedial 
agents  employed  in  treatment  are  capable  of 
modifying  the  existing  pathologic  state. 

In  speaking  of  angina  pectoris,  Mackenzie 
very  eloquently  says  that  “ If  these  people  who 
profess  to  be  able  to  remove  changes  that  in- 
duce angina  pectoris  will  realize  that  they  are 
of  the  same  nature  as  the  attenuation  of  the 
skin  in  old  age,  the  tortuous  and  thickened 
radial  arteries  and  the  arcus  senilis,  and  even 
the  grey  hairs,  and  if  their  remedies  will  re- 
store the  skin  to  the  condition  of  youth, 
straighten  the  tortuous  arteries  and  soften  the 
hardened  vessel,  and  dispel  the  arcus  senilis, 
then  they  may  claim  to  remove  the  condition 
that  produces  angina  pectoris”. 

(7)  It  appears  that  the  most  active  diure- 
tic drugs  in  cardiac  failure  (of  the  arteries 
sclerotic  hypertensive  or  nonhypertensive  types 
of  congestive  heart  disease),  are: — 

(a)  Novasurol  with  ammonium  chloride; 
Jb)  theocin  (theophyllin)  or  soluble  theocin- 


sodium-acetate ; (c)  theobromin  and  its  salts 
and  combinations  (theobryl,  theocyl,  theocal- 
cin, etc.)  These  remedies  do  not  seem  to  act 
as  well  in  general  anasarca  of  rheumatic  and 
syphilitic  heart  disease,  as  in  dropsical  condi- 
tions due  to  heart  failure  associated  with  arter- 
iosclerosis with  or  without  high  blood  pressure 
(degenerative  types  of  cardiovascular  disease). 
I have,  however,  seen  almost  remarkable  im- 
provement, with  rapid  loss  of  weight,  in 
edematous  patients  with  decompensated  mitral 
and  aortic  disease,  following  the  use  of  these 
remedies  after  digitalis  therapy  and  rest  in  bed 
had  completely  failed. 

(1)  There  is  still  much  to  learn  concerning 
the  etiology  of  hypertension  and  kidney  in- 
sufficiency. I shall  refer  you  to  the  work  of 
Anderson,  who  recently  (Experimental  Renal 
Insufficiency — Arch.  Int.  Med.  37  :29 7,  March, 
1926)  emphasized  the  fact  that  the  real  cause 
of  progressive  development  of  renal  insuf- 
ficiency in  chronic  nephritis  is  not  clear.  Car- 
ter, Howe  and  Mason,  Bell,  Day,  Christian, 
Rosenow,  NewBurgh,  and  many  others  have 
suggested  different  possibilities  as  the  explana- 
tion for  the  progressive  damage  to  the  kidney 
integrity.  Repeated  infections,  or  irritation 
from  food  substances  or  overactivity,  etc.,  have 
all  been  suggested. 

An  editorial  of  the  J.  A.  M.  A.  (June  5, 
1926)  says — “To  what  extent  diets  unusually 
rich  in  protein  may  actually  induce  detrimental 
conditions,  must  still  be  regarded  as  highly 
debatable.” 

Anderson’s  studies  have  shown  that  hyper- 
tension is  not  caused  in  rabbits  by  renal  in- 
sufficiency per  se,  nor  by  prolonged  retention 
of  creatinin  and  urea  in  the  blood.  As  is 
well  known,  in  our  cases  of  essential  hyper- 
tension blood  chemistry  is  normal  for  years. 

The  Editorial  ( J.  A.  M.  A.,  June  5,  1926, 
p.  1770-1771)  concludes  that — -“the  reference 
of  high  blood  pressure  to  the  concentration  of 
the  usual  blood  metabolites  must  still  be  sub- 
ject to  large  reserve  of  statement  and  to  open- 
mindedness”.  Now,  Bordley  and  Baker  (Bull. 
Johns  Hopkins  Hosp.,  38,320,  April,  1926) 
tentatively  conclude  that  there  is  at  least  an 
association  between  persistent  hypertension 
and  arteriosclerosis  of  the  vessels  supplying 
the  brain  stem. 
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Anrep  and  Starling,  of  London,  Proc.  Roy, 
Soc.,  London,  B.  97 :463,  1925)  demonstrated 
that  a reduction  in  the  amount  of  blood  reach- 
ing the  part  of  the  brain  concerned  with  vaso- 
motor control  brings  about  a compensatory  rise 
in  the  systemic  arterial  pressure. 

Bordley  and  Baker  have  found  arteriosclero- 
sis in  the  medulla  oblongata  without  exception 
in  man  in  cases  with  a history  of  hypertension. 
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DISCUSSION. 

Dr.  G.  II.  Lathrope  (Morristown) : It  is  very 
difficult  for  one  to  add  anything  to  the  discussion 
of  the  treatment  of  severe  types  of  cardiovascular 
renal  diseases,  after  listening  to  four  such  ex- 
haustive papers  as  we  have  heard  here  this  after- 
noon, and  coming  from  men  who  have  made  a 
study  of  them  such  as  these  gentlemen  have.  I 
can’t  help  but  feel  that  there  is  one  phase  of  the 
subject  which  is  of  considerable  importance  to 
the  general  practitioner  that  was  not  mentioned 
more  than  in  passing,  but  it  was  mentioned  by 
each  one.  I refer  to  the  relationship  of  focal  in- 
fection to  these  heart,  artery  and  kidney  cases. 

That  is  of  particular  importance  from  the 
standpoint  of  prophylaxis  of  this  sort  of  thing, 
and  I think  that  that  part  of  it  ought  to  be  em- 
phasized. In  our  health  examinations,  we  are 
constantly  picking  up  people  with  focal  infec- 
tions of  one  kind  or  another.  It  is  also  of  im- 
portance in  the  early  cases  of  myocardial  dam- 
age, of  kidney  damage,  and  the  early  cases  of  hy- 
pertension that  have  been  going  on  only  a few 
months  or  perhaps  for  a year. 

I was  particularly  interested  in  studying  this 
matter  for  a paper  to  be  presented  before  the 
Southern  Medical  Association  two  years  ago,  and 
was  very  much  surprised  in  going  over  between 
100  and  150  cardiovascular  cases  to  find  that  over 
70  per  cent  of  them  had  bad  infections  in  the 
mouth.  I took  simply  the  ones  that  had  bad 
teeth,  excluding  the  question  of  tonsilsj  sinuses, 
gall-bladders,  prostates,  and  so  on. 

Again,  in  looking  over  cases  that  had  been 
labeled  “focal  infection”  primarily,  I found  that 
a large  percentage  of  them,  over  60  per  cent, 
showed  lesions  of  the  heart,  arteries  or  kidneys. 
In  going  over  those  cases  carefully  we  found  a 
few  (a  very  few,  to  be  sure)  cases  which  had  had 
apparently  definite  damage  of  myocardium,  or 
hypertension,  which  had  cleared  up  entirely  after 
the  removal  of  focal  infections  without  any  other 
remedial  measures  being  applied. 

The  great  mistake  that  we  all  of  us  make  in 
looking  at  these  cases  is  our  proneness  to  regard 
them  as  cases  of  heart  disease,  cases  of  hyper- 
tension, and  cases  of  kidney  disease,  forgetting  the 
individual;  and  a great  many  of  these  cases  go 
along  categorically  labeled  as  valvular  disease  or 


myocarditis  or  one  thing  or  another,  and  are  in 
the  hands  of  doctors  for  several  years  without 
having  had  a thorough  overhauling.  They  should 
be  overhauled  from  head  to  foot,  and  I want  to 
insist  upon  just  one  thing  which  I have  spoken 
of  before  in  discussions  of  this  same  subject,  and 
that  is  that  no  case  of  cardiovascular  or  of  renal 
disease  can  be  said  to  have  been  thoroughly 
studied,  or  to  have  had  every  possible  remedial 
measure  applied,  until  every  possible  source  of 
infection  in  that  patient's  body  has  been  hunted 
out  and,  if  possible,  removed. 

Dr.  A.  E.  Jaffin  (Jersey  City):  Mr.  Chairman, 
the  subject  is  one  which  is  difficult  to  discuss  be- 
cause of  its  peculiarly  individualistic  nature.  We 
must  approach  it  from  the  angles  of  cardiac,  cere- 
bral and  renal  situations,  and  these  have  been 
handled  as  well  as  is  possible  in  short  papers  be- 
fore this  audience.  It  is  not  my  purpose  to  dis- 
cuss the  subject  in  general  but  whatever  little 
one  may  add  therapeutically  which  may  apply  in 
an  individual  case  may  perhaps  be  worth  while. 

Dr.  Goldstein  recommended  very  highly 
novasurol — a drug  with  which  I have  not  had  a 
large  experience,  perhaps  because  of  the  extreme 
precautions  that  have  been  emphasized,  and  I 
should  like  very  much  when  he  closes  the  dis- 
cussion to  have  him  mention  whether  he  has 
used  the  domestic  or  the  imported  preparation. 
The  criticisms  that  I have  heard,  and  which  I 
took  on  good  authority,  were  that  the  imported 
preparation  was  very  effective  but  very  toxic  and 
that  the.  domestic  preparation  was  not  toxic  but 
very  ineffective,  and  the  few  experiences  I have 
had  with  the  latter  have  rather  confirmed  that 
information.  So  that  when  salyrgan  appeared 
and  I was  informed  that  it  was  not  as  toxic,  I 
began  to  use  it,  and  I should  like  to  report  here, 
for  the  benefit  of  those  who  perhaps  haven’t  used 
it,  that  in  no  case  have  I had  any  untoward  re- 
sults even  where  there  has  been  moderate  nitro- 
gen retention  and  considerable  renal  impair- 
ment; in  no  case,  as  I say,  have  I had  any  unfa- 
vorable results,  but  very  gratifying  diuresis,  run- 
ning as  high  as  four  or  five  liters,  with  consid- 
erable relief  and  comfort,  and  I might  say  in  one 
case  an  actual  prolongation  of  life. 

Dr.  Philip  Marvel  (Atlantic  City):  Mr.  Presi- 
dent, I can  add  very  little,  if  anythingj  except 
possibly  that  the  matter  of  rest  in  all  these  cases 
might  be  emphasized  even  more  than  either  of 
the  speakers  did  emphasize  it.  Whether  the  dis- 
turbance in  the  individual  be  from  a toxic  state 
or  from  a mechanical  state,  rest  is  imperative. 
In  all  of  our  activities,  we  are  inclined  to  give 
emphasis  to  the  necessity  of  rest.  If  it  is  so  in 
our  activities  and  in  our  daily  vocations,  is  it  not 
of  more  importance  that  we  emphasize  the  ad- 
vantage and  need  of  rest  when  disease  is  under- 
mining the  economic  forces  of  the  body? 

Dr.  J.  Finley  Bell  (Englewood):  Mr.  Chairman, 
I would  just  like  to  make  a reference  to  a para- 
graph in  Dr.  Allen’s  paper,  in  which  he  empha- 
sized the  question  of  functional  rest  which,  of 
course,  is  obligatory,  but  correlated  with  that 
should  go  general  bodily  rest.  He  mentioned  the 
protein  ration  of  about  3 2 grams  per  kilo  of 
weight.  Evidently,  if  that  is  the  maximum  amount 
of  protein  that  can  be  taken  care  of  by  a pair  of 
crippled  kidneys,  they  are  working  just  as  hard 
as  normal  kidneys  would  to  take  care  of  a much 
larger  amount  of  protein;  it  would  then  seem 
that  the  bodily  rest  ought  to  be  graduated  along 
with  the  functional  rest;  that  is,  the  general  bod- 
ily rest  should  be  reduced  in  the  same  proportion. 
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FISCHER,  Armin,  of  25  Hillside  Avenue,  Newark,  died  on  August  22, 
1926,  of  cerebral  hemorrhage.  The  end  came  with  no  preliminary  warn- 
ings, he  having  been  busy  at  his  professional  work  to  the  last. 

The  doctor  was  born  72  years  ago  in  Szernere,  Hungary,  and  graduated 
in  medicine  from  the  Medical  School  of  Budapest,  and  there  served  in  St. 
Rochus’  Hospital.  In  1889,  Dr.  Fisher  came  to  the  United  States  and  began 
practice  in  New  York  City  but  removed  to  Newark  in  1902. 

The  writer  well  remembers  that  Dr.  Fischer  came  before  the  Essex 
County  Medical  Society  for  the  examination  necessary  to  allow  him  to 
obtain  a license  to  practice  in  New  Jersey.  This  examination  ivas  oral  and 
publicly  at  a society  meeting.  Needless  to  say  the  doctor  successfully 
passed  the  examination  and  was  duly  licensed.  So  far  as  the  writer  is 
aware,  this  was  the  last  time  the  society  acted  in  this  capacity,  and  under 
the  new  and  present  charter  such  authority  has  been  relinquished. 

Doctor  Fischer  was  energetic  in  his  efforts  to  improve  the  conditions 
of  the  working  class  and  was  prominent  in  the  movement  which  resulted 
in  the  founding  of  Beth  Israel  Hospital,  of  which  he  became  the  first 
president.  He  had  served  as  a Health  Commissioner  of  New  Jersey,  and 
had  been  Chairman  of  the  Public  Health  Educational  Committee  of  the 
Essex  County  Society. 

He  was  an  earnest  worker  and  kept  up  his  interest  in  general  medicine 
and  society  work,  and  at  the  last  Annual  Meeting  of  the  State  Society 
discussed  with  the  writer  his  early  experiences  in  Newark. 

Earnest  and  conscientious  men  are  always  remembered  and  it  will  be 
long  before  the  memory  of  Dr.  Fischer  passes  from  his  older  friends  who  still 
continue  at  their  posts. 


GREEN,  Whitfield  A.,  died  suddenly  Sunday,  September  5,  1926,  at  his 
home  in  Chester,  New  Jersey.  He  has  been  in  failing  health  for  some  time, 
but  was  able  to  be  around.  Dr.  Green  was  born  at  Succasunna,  March  13, 
1848,  a son  of  Mr.  and  Mrs.  Reuben  Green.  He  was  educated  in  the  public 
school,  Chester  Institute  and  Jefferson  Medical  College,  Philadelphia,  from 
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which  school  he  acquired  his  medical  degree  in  1868.  In  the  fall  of  that  year 
he  took  over  the  practice  of  Dr.  Reilly  of  Succasunna. 

Dr.  Green  was  married  October  11,  1869.  to  Miss  Emma  M.  Boell  of 
Succasunna.  In  the  spring  of  1871  he  located  in  Chester  and  had  lived  here 
since.  Mrs.  Green  died  in  1923.  Dr.  Green  was  a member  of  the  Masons 
since  1870.  He  was  past  master  of  Prospect  Lodge,  of  Chester,  and  secre- 
tary, which  office  he  had  held  for  25  years.  He  also  was  a member  of  Madi- 
son Chapter,  R.  A.  M.,  of  Morristown,  and  Ods  de  St.  Amana  Commandery, 
also  of  Morristown. 

Dr.  Green  is  survived  by  3 sons,  Frederick  R.  Green,  at  home;  Alonzo 
P.  Green,  Postmaster  of  Chester,  and  Rev.  Charles  Chester  Green,  of  Wake- 
field, Kansas;  also  by  a sister,  Mrs.  Sarah  M.  Reeve,  of  Succasunna. 


TETREAULT.  Francis  J.  E.,  66  years  of  age,  died  of  diabetes  at  his 
home,  195  Main  Street,  Orange,  New  Jersey.  Born  in  St.  Pie,  Quebec,  Jan- 
uary 29,  1860,  the  son  of  J.  A.  O.  and  Ellen  McNamee  Tetreault,  he  was  edu- 
cated at  St.  Hyacinthe’s  College  and  received  his  medical  degree  from 
Bishop’s  College.  Montreal.  He  was  keenly  interested  in  public  health  and 
held  several  important  public  official  positions. 

Several  years  ago  Dr.  Tetreault,  who  had  been  examining  physician 
for  the  Catholic  Benevolent  Legion  and  other  societies,  became  actively  in- 
terested in  fraternal  insurance.  He  organized  several  councils  of  the  Im- 
proved Order  Heptasophs  and  later  was  national  organizer  of  the  Golden 
Star  Fraternity,  which  had  its  headquarters  in  this  city.  From  these  con- 
nections he  organized  an  insurance  brokerage  business  and  for  some  time  he 
had  not  been  in  active  medical  practice,  except  for  a few  old  patients. 


UNDERWOOD,  Charles  F.,  330  Mt.  Prospect  Avenue,  Newark,  died 
October  19,  1926,  after  an  illness  of  about  one  month. 

Dr.  Underwood  was  born  in  Newark,  obtained  his  early  education  from 
Williams  College,  and  graduated  in  medicine  at  Bellevue  Hospital  Medical 
School.  He  had  practiced  continuously  in  his  native  city  until  this  recent 
illness,  when  he  was  approaching  his  seventy-eight  birthday. 

Dr.  Underwood  is  survived  by  2 daughters  and  3 sons:  Mrs.  J.  Ralph  * 
Van  Dyne,  of  Newark;  Mrs.  J.  P.  Schureman,  of  New  Brunswick;  Charles 
LTnderwood,  of  Plainfield:  E.  Roger  Underwood,  of  Elizabeth;  and  Kenneth 
Underwood,  of  Bloomfield. 
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CLASSIFICATION  OF  MEMBERS. 

Returns  of  the  “questionnaire”  have  been 
fairly  satisfactory  to  date  but  we  are  a long 
way  from  having  received  as  many  as  are  de- 
sired. Have  you  taken  your’s  from  the  Octo- 
ber Journal?  If  not,  please  do  so  at  once  and, 
after  filling  in  the  information  called  for,  re- 
turn it  to  the  Editor. 


GROUP  LIFE,  HEALTH  AND  ACCI- 
DENT INSURANCE. 

Once  more,  permit  us  to  direct  your  atten- 
tion to  the  importance  of  giving  this  subject 
immediate  consideration.  We  are  informed 
by  the  Chairman  of  the  Special  Committee 
carrying  on  this  work  that  the  response  by 
votes  of  the  county  societies  has  been  most 
encouraging  but  that  individual  members  have 
not  been  prompt  in  appending  their  signatures 
“on  the  dotted  line”.  While  a very  large 
number  of  members  have  filed  applications  and 
forwarded  their  checks,  we  are  still  short  of 
the  75%  necessary  to  put  the  plan  into  effect. 

In  a letter  published  in  this  issue  of  the 
Journal,  Dr.  Pinneo  explains  that  his  com- 
mittee has  secured  an  extension  of  the  time 
originally  allowed  for  completion  of  the  can- 
vass of  members,  and  that  you  are  given  a 
final  chance — until  November  30 — to  partici- 
pate in  this  group  movement. 

It  is  always  difficult  to  secure  complete  co- 
operation of  a large  group  of  individuals ; ex- 
tremely difficult  to  get  75%  of  the  members 
of  any  large  organization  to  act  individually 
upon  any  question.  Where  the  possible  bene- 
fits from  such  action  are  clearly  demonstrable 


one  would  expect  reasonably  quick  results,  but 
they  do  not  always  follow ; even  while  recog- 
nizing these  possible  personal  benefits,  we  are 
too  prone  to  postpone  definite  action.  One  of 
the  unfortunate  consequences  of  delay,  in  an 
instance  of  this  sort,  where  a definite  per- 
centage of  the  entire  group  must  act  within 
a specified  time,  is  that  our  own  inertia  may 
deprive  others  of  full  enjoyment  of  the  priv- 
ileges offered. 

The  Medical  Society  of  New  Jersey  is  today 
profiting  by  one  striking  example  of  the  ad- 
vantages of  group  action.  In  our  special  medi- 
cal defense  insurance  policy  we  have  the  best 
protection  obtainable  by  medical  men  any- 
where in  this  country,  and  at  the  lowest  cost 
price.  In  the  life,  health  and  accident  insur- 
ance under  consideration,  we  are  again, 
through  group  action,  able  to  secure  policies 
of  exceptional  character  and  at  rates  exception- 
ally low.  As  individuals,  you  could  not  pro- 
cure such  protection  in  your  professional  work 
nor  such  protection  of  life  and  health  at  such 
small  expense.  Through  cooperative  action, 
joining  with  fellow  units  to  secure  the  advan- 
tages and  force  of  the  mass,  you  can  secure 
these  personal  benefits. 

The  response  to  this  campaign  will  be  in 
some  measure  a test  of  the  profession’s  ability 
to  cooperate.  It  has  been  shown  by  exper- 
ience that  we  can  work  together  harmoniously, 
that  we  can  unite  in  action  to  serve  the  public, 
that  we  can  act  together  for  protection  against 
the  maligner ; it  remains  to  be  seen  whether  we 
can  mass  a sufficient  percentage  of  our  strength 
to  effect  personal  benefits. 
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AUTOMOBILE  INSIGNIA. 

In  the  Journals  of  July  and  August  we  in- 
vited attention  to  the  request  of  the  state  Com- 
missioner of  Motor  Vehicles  that  all  our  mem- 
bers avail  themselves  of  his  offer  to  supply  a 
special  insignia  for  their  automobiles.  Visit- 
ing some  of  the  County  Society  meetings  dur- 
ing the  past  month  we  learned  that  there  are 
several  good  reasons  why  members  have  not 
responded  enthusiastically  to  that  request.  It 
has  been  stated  on  several  occasions  that  ve- 
hicles other  than  those  owned  or  driven  by 
physicians  are  using  the  insignia  referred  to. 
In  some  districts  special  locally  recognized  in- 
signia have  been  adopted  and  been  in  use  for 
some  time.  In  a number  of  the  counties  the 
A.  M.  A.  special  emblem  has  been  adopted 
and  purchased  in  quantity.  The  advantages 
attending  wide-spread,  if  not  universal,  ac- 
ceptance of  this  nationally  distinctive  emblem 
would  seem  to  justify  the  wish  to  retain  it 
and  have  it  recognized  by  the  New  Jersey 
authorities. 

At  the  recent  Newark  meeting  of  the  Essex 
County  Society  a member  inquired  whether  the 
Commissioner  would  insist  upon  his  own  de- 
partmental device,  to  the  exclusion  of  all 
others,  or  would  continue  to  recognize  the  A. 
M.  A.  marker.  The  Executive  Secretary 
called  upon  the  Commissioner  recently,  saw 
his  Deputy,  explained  the  problem  confront- 
ing different  groups  of  our  members,  and  asked 
for  an  answer  to  the  above  specific  inquiry. 
The  following  letter  from  Mr.  Dill  will  doubt- 
less help  to  clear  away  the  clouds: 

Trenton,  October  19,  1926. 
My  dear  Dr.  Reik : 

Referring  to  your  call  at  this  office  today, 
please  be  advised  that  the  Motor  Vehicle  De- 
partment of  New  Jersey,  at  the  request  of  the 
State  Medical  Board,  were  pleased  to  have 
made  up  for  the  use  of  Medical  Doctors  a 
special  insignia,  the  fee  for  which  is  $1.00,  and 
the  same  may  be  secured  upon  application  to 
the  Trenton  office. 

The  particular  insignia  issued  by  this  de- 
partment corresponds  in  color  scheme  with  the 
plates  issued  for  the  current  year,  and,  in  other 
words,  should  be  renewed  each  year  if  the  same 
are  to  be  recognized. 


In  reference  to  your  inquiry  as  to  whether 
we  will  recognize  insignia  issued  by  other  than 
department,  let  me  impress  upon  you  that  we 
do  not  compel  the  Doctors  to  secure  this  in- 
signia but  rather  are  issuing  them  because  of 
their  solicitude  in  the  matter.  We,  of  course, 
do  not  object  to  the  use  of  any  insignia  which 
your  members  use  and  which  are  put  out  by 
your  Medical  Society. 

Yours  very  truly, 

(signed)  Wm.  L.  Dill. 


ACCIDENTAL  DROWNING. 

New  Jersey  enjoys  a deservedly  high  repu- 
tation for  the  attractiveness  of  her  summer 
resorts  on  seashore,  river  and  lake,  and  it  has 
been  a pleasure  in  traveling  over  the  state  this 
summer  to  observe  the  increasingly  high  per- 
centage of  boys  and  girls  capable  of  swimming. 
At  the  ocean  resorts,  particularly,  a large  num- 
ber of  children  under  8 years  of  age  were 
learning  to  swim  or  actually  demonstrating  that 
they  could  do  so.  This  is  interesting  not  alone 
as  indicating  the  spread  of  athletic  exercises 
to  aquatic  sports,  but  as  a measure  looking 
toward  the  preservation  of  life.  More  than 
1500  persons  have  drowned  in  New  Jersey 
during  the  past  5 years ; most  of  them  while 
in  the  pursuit  of  healthful  recreation.  Many 
of  these  deaths  might  have  been  prevented 
and  would  have  been  had  the  individuals  known 
how  to  swim. 

It  is  estimated  that  about  one-third  of  these 
deaths  from  drowning  occurred  among  per- 
sons working  on  or  near  the  water,  some  being 
due  to  shock  caused  by  falling  into  icy  waters 
in  winter,  but  by  far  the  greater  number 
occurred  among  pleasure  seekers  many  of 
whom  were  children  without  a protective  sense 
of  their  danger. 

It  seems  to  us,  therefore,  worth  noticing 
that  parents  are  becoming  convinced  that  their 
children  should  be  taught  to  swim.  The  old 
dictum  forbidding  approach  to  the  water  is 
entirely  out  of  date  and  every  child  should  be 
encouraged  to  learn  this  useful  function. 
There  is  abundant  opportunity  for  all  to  learn 
this  simple  art  since  public  baths,  swimming 
pools  in  school  buildings,  and  the  pools  main- 
tained bv  many  social  and  religious  organiza- 
tions, are  becoming  more  numerous  each  year. 
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Jflebical  €t ftics 


The  Devil. 

It  is  a fashionable  idea  that  the  devil  is 
dead.  This  is  a mistake.  Yes,  his  forked 
tail  and  his  horns  may  have  passed  with  his 
fire  and  brimstone  ; yet  he  is  today  a very 
living  presence.  Was  he  evolved  out  of 
chaos  ? None  can  say  when  he  was  born. 
He  came  as  early  as  the  spirit  of  man.  Just 
as  surely  as  all  germ  life  has  its  inherent 
danger  of  destruction,  so  has  man,  with  all 
his  immortality,  the  inevitable  accompani- 
ment of  that  unseen  but  ever  potent  nega- 
tion and  force  of  evil  is  always  exerting  its 
insidious  power  to  wreck  his  godliness,  and 
to  bring  upon  him  sin,  sickness  and  misery. 
This  is  the  devil. 

As  night  follows  day,  war  peace,  ugliness 
beauty,  so  woe  accompanies  joy.  Pain  fol- 
lows comfort  and  evil  gives  place  to  good. 
The  God  spirit  has  its  antithesis  in  the 
devil.  Why  is  this  so?  It  is  idle  to  specu- 
late. It  is  a fact. 

The  history  of  all  time  attests  that  evil 
always  has  existed  on  earth  since  the  begin- 
ning of  man.  No  history  of  any  race  is 
without  its  evil  page.  In  the  records  of  the 
most  primitive  people  we  always  find  belief 
in  a power  of  darkness,  occult  evil,  impend- 
ing danger  and  destruction,  a demoniacal  es- 
sence, for  demonology  always  accompanies 
theology.  Certain  peoples  even  went  so  far 
as  to  worship  the  devil.  All  races,  all  peo- 
ples, at  all  times  have  worshipped  a God- 
head. This  might  be  disguised  as  a Sun  God. 
Some  races  made  fire  its  Godhead,  or  that 
indescribable  attribute  called  beauty  arising 
at  last  to  the  Great  Almighty.  So  all  exist- 
ent history  of  existing-  spirit  life  has  recog- 
nized the  existing  spirit  of  the  devil. 

The  very  name  of  the  devil  is  impressed 
into  the  nomenclature  and  the  literature,  the 
slang  and  the  very  adjectives  of  all  peoples. 
If  one  is  bad,  one  “acts  like  the  devil”.  We 
even  can  have  a “devilish  good  time”.  This 
one  may  have  a “devil  of  a temper”.  Even 
a member  of  the  fair  sex  can  have  the 
“beauty  of  the  devil”.  Often,  when  we  refer 
to  the  residence  of  the  devil,  we  are  attempt- 
ing to  make  more  emphatic  our  speech.  If 
one  uses  this  expression,  he  may  or  may  not 
be  admired  according  to  his  habits  or  his 
company.  All  this  is  included  in  our  diction- 
aries, in  our  language. 

Now  just  as  sure  as  the  devil  survives,  just 
so  sure  does  his  power  and  his  influence 
persists  in  the  whole  universe  and  in  all  our 
lives.  All  literature  from  the  early  classics, 
the  Bible,  the  poems  of  Milton,  and  Goethe, 
and  other  poets,  the  literature  of  writers 


and  intellectuals,  the  stories  of  Robert 
Louis  Stevenson  and  others ; these  all  have 
interested,  entertained  and  instructed  us 
with  the  fame  of  the  devil,  his  powers  and 
his  achievements.  There  is  no  escape.  We 
know  ourselves.  If  we  are  honest,  we  con- 
fess honestly  to  the  duality  of  our  own 
natures. 

But  what  is  the  good  of  dwelling  on  so 
unpleasant  a subject?  There  are  moral  rea- 
sons entirely  aside  from  the  psychologic.  If 
we  remember  these  things,  we  can  better 
avoid  the  shoals  and  the  rocks  besetting  our 
voyage,  and  we  can  adjust  ourselves  to  our 
environment,  we  can  better  our  relations  to 
our  fellow  man. 

We  all  acknowledge  the  influence  of  her- 
edity, and  we  imagine  that  the  story  in 
the  Bible  of  the  man  who  was  possessed  of 
the  devil  is  a psychologic  expression  of  the 
lack  of  self  control.  If  this  deficiency  has 
been  handed  down  to  us  by  our  own  fathers 
and  we  are  driven  like  the  swine  into  the 
sea,  should  not  this  fact  be  recognized  by 
our  penologists?  Should  not  the  whole 
question  of  forgiveness  of  sin,  like  as  the 
Master  said,  “Father,  forgive  them,  for 
they  know  not  what  they  do”,  be  re- 
membered by  us  when  we  deal  with  tempta- 
tion, sin  and  disease?  Who  knows  the  hu- 
man soul  ? Who  knows  the  influences  of 
good  and  evil  that  are  striving  to  build  it 
up  or  pull  it  down,?  Is  it  not  more  difficult 
for  some  to  do  right  than  for  others?  The 
temptation  to  do  evil,  like  the  temptation 
of  drink,  is  different  in  different  natures.  It 
is  no  virture  for  one  to  refrain  from  drink, 
theft,  lust,  or  other  evil.  It  may  require  effort 
and  be  little  credit  for  one  man  to  keep  the 
Decalogue.  It  is  otherwise  with  one  suffer- 
ing from  an  “inferior  complex”.  But  we 
must  keep  our  own  house  in  order  and  see 
that  in  ourselves  we  have  not  too  much  of 
the  devil  and  too  little  of  the  Spirit  of  God. 


Csttjetks; 


Pygmalion — The  Doctor  of  the  Future. 

The  “Today  and  Tomorrow  Series”,  pub- 
lished by  E.  P.  Dutton  and  Company,  was 
recently  embellished  by  a very  interesting 
booklet,  under  the  above  title,  from  the  pen 
of  R.  McNair  Wilson,  M.B.,  Ch.B.  Written 
ostensibly  for  the  general,  nonprofessional 
reader,  we  are  inclined  to  think  it  intended 
rather  for  the  eye  and  the  mind  of  the  scien- 
tific medical  practitioner;  certainly  the  doc- 
trine set  forth  in  these  pages  is  of  greater 
concern  to  the  physician,  of  greater  interest 
and  deeper  import  to  the  practicing  healer, 
and,  perhaps,  is  more  needed  today  by  this 
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particular  group  of  possible  readers.  The 
ever  increasing  number  of  new  medical 
“cults”,  the  rapid  succession  of  “new 
schools”  of  mental  therapy  or  of  alleged 
curative  manipulations,  and  the  avidity  with 
which  a large  percentage  of  the  supposedly 
intelligent  portion  of  the  population  flock 
to  the  standards  of  these  false  gods,  must 
make  the  serious  minded  scientifically  train- 
ed physician — if  he  be  at  all  introspective — 
ask  himself  occasionally  whether  and  to 
what  extent  he  may  be  personally  responsible 
for  the  appearance  and  temporary  reign  of 
these  medical  fads.  The  discoveries  in  the 
field  of  true  medical  science  during  the  past 
century  have  been  marvelous  ; the  successful 
application  of  this  scientific  knowledge  to 
the  cure  and  to  the  prevention  of  disease 
has  been  equally  striking.  No  “cult”  or 
“pathy”  has  contributed  a single  new  dis- 
covery to  any  branch  of  science ; none  has 
done  anything  toward  the  elimination  of 
any  disease  ; the  full  measure  of  success  at- 
tained by  any  of  them  rests  upon  a report- 
ed few  “cures”  of  individual  cases  of  illness 
— cures  readily  explained  on  the  basis  of 
knowledge  long  in  the  possession  of  and 
more  or  less  constantly  used  by  members 
of  the  regular  medical  profession.  And  yet, 
every  year  thousands  of  sick  persons  leave 
the  care  and  guidance  of  the  highly  trained 
physicians  to  seek  advice  and  treatment  by 
the  poorly  trained,  poorly  educated  but  bla- 
tant pretenders.  Why  ? 

There  are  many  factors  to  be  considered 
in  seeking  an  answer  to  that  question ; too 
many,  indeed,  to  permit  of  a full  discussion 
here.  One  very  important  factor  underlies 
the  theme  presented  by  Dr.  Wilson.  In  the 
development  of  scientific  medicine  it  has 
become  difficult  for  any  physician  to  master 
and  apply  all  the  knowledge  pertaining  to 
the  healing  art.  The  technic  of  practice  has 
changed  wonderfully  in  the  past  20  years. 
The  making  of  an  accurate  diagnosis,  call- 
ing as  it  often  does  for  elaborate  technical 
investigations,  laboratory  studies  and  ob- 
servation of  physiologic  reactions,  is  time 
consuming  to  a terrible  degree.  Proper 
treatment,  likewise,  now  very  frequently  re- 
quires detailed  attention  that  not  only  uses 
up  another  large  portion  of  his  time  but 
through  its  varied  and  technical  character, 
taxes  the  skill  and  ingenuity  of  the  phy- 
sician. One  does  not  decry  these  modern 
methods  of  scientific  accuracy ; far  from  it ; 
they  must  be  accepted  and  employed  wher- 
ever essential.  But,  is  it  not  possible  that  in 
his  effort  to  comply  with  the  requirements 
of  science  the  physician  sometimes  overlooks 
the  importance  of  the  humanities?  The  hu- 


man being — despite  certain  similarities  and 
resemblances — is  not  a piece  of  machinery, 
in  the  sense  that  a locomotive  or  a carpet 
loom  is,  and  does  not  respond  to  either  man- 
made or  nature’s  laws  with  mathematic  pre- 
cision. Medicine,  therefore,  is  not  an  exact 
science ; there  is  much  of  art  in  its  success- 
ful practice.  And,  practically  speaking,  it 
is  this  which  Wilson  asks  us  to  bear  in  mind 
at  all  times. 

Beginning  with  a consideration  of  symptom- 
atology, he  challenges  the  general  statement 
that  “a  symptom  is  a sign  of  disease”,  and  pro- 
ceeds to  explain  the  real  import  of  symptoms. 
“This  belief  is  so  universal,  and  contains,  more- 
over, so  large  a measure  of  truth,  that  the  bare 
suggestion  that  it  may  not  represent  the  whole 
truth  is  apt  to  seem  ridiculous  on  the  face  of 
it.  That  disease  can  only  be  apprehended,  in 
the  first  instance,  by  a careful  search  for  the 
symptoms  it  produces,  is  a truism.  It  does  not, 
however,  follow  from  this  that  symptoms  (such 
as  pain  or  breathlessness)  are  direct  conse- 
quences of  disease.  They  may,  on  the  contrary, 
be  indirect  consequences,  and  it  is  further  pos- 
sible that  this  distinction,  if  established,  may 
turn  out  to  be  of  a fundamental  kind”. 

When  considering  symptoms  with  a view 
to  relieving  a patient  of  his  complaints  it  be- 
comes necessary  to  know  how  a given  symptom 
arose  and  what  it  indicates. 

“For  example,  a man  suffers  from  pain  in 
the  stomach.  If  we  sav  that  a symptom  is  a 
sign  of  disease,  our  attention  will  necessarily 
be  directed  to  the  organ  showing  the  symptom, 
and  we  will  administer  drugs  tending  to  re- 
duce the  activity  of  this  organ.  If,  on  the  con- 
trary, we  say  that  a symptom  is  a sign  of  re- 
action to,  or  counter-attack  against  disease,  we 
shall  administer,  in  small  doses,  drugs  tending 
to  increase  the  pain  (as  is  done  by  the  practi- 
tioners of  homeopathy).  But  if  a symptom 
means  for  us  a reaction  to  life,  we  will  at  once 
ask  ourselves  why  this  stomach  is  re-acting 
with  such  abnormal  vigor  to  stimuli  which 
seem  to  be  normal.  Our  attention  will  then 
be  directed  to  any  circumstances  tending  to 
exaggerate  the  force  of  stimuli,  that  is,  tend- 
ing to  put  the  individual  in  a false  position  to- 
ward his  environment. 

All  sorts  of  possibilities  will  at  once  present 
themselves— possibilities  of  which,  acting  on 
either  of  the  other  two  ideas — we  should  have 
remained  unaware. 

They  will  group  themselves  naturally  under 
4 headings : 

(1)  Circumstances,  other  than  bodily, 
which  may  render  the  normal  calls  or  stimuli 
of  life  more  difficult  to  meet. 

(2)  Changes  in  the  sense  organs  which 
may  have  the  effect  of  exaggerating  the  nor- 
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mal  stimuli  of  life  (as  a megaphone  exag- 
gerates sound  or  a raw  wound  exaggerates 
touch).  . . . 

(3)  Alterations  in  the  irritability  of  the 
nervous  system  (the  brain,  spinal  cord  and 
nerves)  which  may  have  the  effect  of  amplify- 
ing the  stimuli  passing  along  this  system.  - 

(4)  Changes  in  the  actual  organs,  because 
of  which  they  will  be  unable  to  respond  nor- 
mally to  normal  stimuli. 

Possibilities  2 and  3 assume  a magnification 
by  the  body  of  the  calls  of  life;  possibility  1 
assumes  an  addition  of  some  kind  to  the  calls 
of  life,  rendering  these  calls  more  emphatic; 
possibility  4 assumes  that  the  calls  of  life  reach 
the  organs  unchanged  and  in  normal  fashion. 
Reaction  to  these  calls  is  abnormal  only  be- 
cause the  organ  itself  is  incapable  of  sustain- 
ing it. 

Faith-healing  is  healing  by  the  removal  of 
circumstances,  other  than  bodily,  which  render 
the  normal  calls  or  stimuli  of  life  more  diffi- 
cult to  meet.  It  often  succeeds  in  those  cases 
in  which  the  inimical  circumstances  are  mental 
or  spiritual,  and  in  such  cases  really  does 
abolish  physical  ailments,  i.  e.,  symptoms  which 
have  arisen  as  a consequence,  and  which  are  an 
expression  of  inability  on  the  patient’s  part 
to  meet  the  demands  of  life.  It  fails  when  the 
inimical  extra-corporeal  circumstances  are  phy- 
sical, e.  g\,  climatic,  or  when  actual  bodily 
changes  are  exaggerating  or  distorting  the 
stimuli  of  life  to  which  the  patient  is  com- 
pelled to  make  response. 

Faith,  esprit  de  corps,  confidence  in  a doctor, 
and  so  on,  all  act  by  removing  anxiety,  though 
this  end  is  achieved  by  each  in  its  own  way. 
A sense  of  safety  (belief  in  God,  in  the  regi- 
ment, in  the  man)  is  engendered,  which  ef- 
fectively counters  either  an  imaginary  or  a real 
fear,  and  so  the  burden  of  necessary  response 
to  life  is  lightened.  Every  activity  becomes 
easier.  Thus,  a regiment  will  endure  physical 
stresses  above  the  powers  of  many  of  its  in- 
dividual members  when  acting  alone.  Such 
influences  as  music  and  art  have  a similar  ef- 
fect, and  are  rightly  described  as  possessing 
the  power  to  “charm  away”  depression  and 
gloom,  and  so  to  release  energies  for  useful 
work. 

The  medicine  of  the  future  will  not,  I think, 
remain  blind  to  these  vast  stores  of  help  which 
lie  ready  to  hand.  Once  upon  a time  , the  priest 
was  the  doctor ; tomorrow  the  doctor  my  well 
have  become  the  priest,  in  a new  sense  of  the 
word.  At  least,  he  will  see  to  it  that  his  pa- 
tient is  free  from  gloom  and  anxiety,  and 
possesses  all  the  confidence  and  support  which 
the  world  can  afford  him. 

The  curious  failure  of  many  doctors  to  un- 


derstand the  successes  achieved  by  “quacks” 
and  by  less  scrupulous  members  of  their  own 
profession,  is  due,  I think,  to  their  failure  to 
realize  that  mental  states  can  act  with  all  the 
force  of  violent  physical  stimuli,  such  as  blows 
or  shocks.  In  their  detestation  of  ignorance, 
dishonesty  or  mere  acquisitiveness,  these  good 
people  rule  out  the  conception  of  man  as  a 
reacting  organism,  and  busy  themselves  exclu- 
sively with  disease.  They  speak  to  patients  in 
terms  of  disease,  not  in  terms  of  life,  and  the 
patients,  often  enough,  are  filled  with  a name- 
less dread  which  exaggerates  all  their  existing 
symptoms  and  not  infrequently  adds  fresh 
symptoms  to  them. 

The  brief  survey  of  the  origins  of  symptoms 
makes  it  clear  that  they  are  expressions  of 
inadequate  reaction  to  life,  and  that  each  of 
them  may  depend  for  its  inception  on  one  of 
a large  number  of  factors,  or  even  on  several 
factors  in  combination.  It  emphasizes  the  vast 
importance  for  the  physician  of  a general  out- 
look, as  opposed  to  a narrow  specialism. 
Specialists  are  of  course,  necessary;  but  their 
work  is,  properly,  to,  amplify  in  given  direc- 
tions the  observations  of  the  physician,  and 
not  to  attempt  to  take  control  of  operations 
on  their  own  behalf.  The  days  when  the  treat- 
ment of  disease  can  safely  be  entrusted  ex- 
clusively to  bacteriologists,  radiologists,  psy- 
chologists, pharmacologists,  or  even  to  sur- 
geons, is  rapidly  passing  away. 

Thus,  I venture  to  foresee  a great  reaction 
in  favor  of  the  doctor,  in  the  older  sense  of  that 
much  abused  term.  And  I venture  to  foresee 
an  evolution  in  the  personality  of  the  doctor 
himself.  The  physician  of  the  future  will  not, 
as  is  now  usually  assumed,  be  a “scientist”  of 
the  orthodox  type,  a man  with  the  technic  of 
laboratories  at  his  finger  ends,  and  with  the 
aim  in  his  mind  of  elucidating  the  phenomena 
of  life  in  terms  of  chemistry  or  physics. 
Rather,  he  will  be  a humanist,  a man  with  the 
widest  possible  knowledge  of  human  nature, 
and  the  deepest  possible  understanding  of  hu- 
man motives.  He  will  be  a cultured  man,  ripe 
in  intellectual  attainment,  but  not  lacking  in 
emotional  sympathy,  a lover  . of  the  arts  as  well 
as  a student  of  the  sciences.  This  is,  indeed,  no 
more  than  a projection  into  the  future  of  a 
gracious  figure  of  the  past — for  the  great  phy- 
sicians of  other  days  were  all,  likewise,  great 
citizens  of  humanity.  Yet  the  projection  is,  I 
think,  justified  by  reason  of  the  very  scepticism 
it  is  sure  to  arouse.  I look  forward  to  the  time 
when  the  practice  of  medicine  will  include, 
within  its  scope,  every  influence  of  known  po- 
tency over  the  human  spirit,  and  when  the 
practitioner,  like  Pygmalion,  will  look  on  his 
work  and  see,  not  disease  and  death,  but  the 
glowing  lineaments  of  life.” 
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Special  Article. 


SO-CALLED  “WASSERMANN-FAST” 
SYPHILIS. 

Changes  in  the  Blood  Scrum  During  Anti- 
Syphilitic  Treatment. 

A.  H.  Coleman,  M.D.,  A.  J.  Casselman,  M.D. 
and  R.  S.  Patterson,  Ph.D., 

State  Health  Department,  Trenton,  N.  J. 

A “four-plus”  Wassermann  report  is  mis- 
takenly accepted  by  many  physicians  as  a meas- 
ure of  the  actual  strength  of  the  reaction  pro- 
duced by  the  serum  specimen  submitted.  That 
such  an  impression  prevails  is  indicated  by 
the  fact  that  physicians  have  appeared  to  ques- 
tion the  efficacy  of  antisyphilitic  treatment 
when,  in  spite  of  repeated  courses  of  the  usual 
remedies,  the  Wassermann  reaction  of  some 
of  their  patients  continues  to  be  reported  as 
“four-plus”.  From  the  statements  of  these  phy- 
sicians, it  appears  that  they  anticipate  a grad- 
ual reduction  in  the  number  of  pluses  in  the 
Wassermann  reports  following  administration 
of  the  routine  antisvphilitic  treatment. 

The  “four-plus”  reaction  is  not  a measure 
of  the  total  strength  of  a serum  reaction : usu- 
ally it  is  merely  an  arbitrary  sign  for  a reaction 
which,  from  long  experience,  is  regarded  by 
competent  observers  as  definitely  pathogno- 
monic of  syphilis,  a reaction  less  marked  in  un- 
treated cases  being  regarded  as  doubtful.  A 
serum  from  a patient,  which  is  reported 
as  giving  a “four-plus”  reaction  might  be  found 
bv  appropriate  tests  to  give  a reaction  16  times 
as  strong  as  a typical  “four-plus”,  but  greater 
degrees  of  strength  are  not  measured  or  re- 
ported as  a routine  by  the  Bureau  of  Bacter- 
iology of  the  State  Department  of  Health,  or 
most  laboratories,  for  the  “four-plus”  report 
is  significant  and  serves  all  essential  purposes. 

It  is  possible  to  determine  the  exact  amount 
of  the  substance  in  the  serum  which  reacts  to 
the  Wassermann  test,  termed  the  syphilis 
“reagin”,  by  means  of  a quantitative  Wasser- 
mann reaction.  But  this  procedure  would 
materially  increase  the  laboratory  work  out  of 
all  proportion  to  the  benefit  resulting  from 
such  a quantitative  test.  As  the  laboratories 
of  the  State  Health  Department  are  already 
taxed  beyond  existing  facilities,  which  are 
limited  by  size  of  the  available  quarters  in  the 
State  House,  at  Trenton,  it  has  been  found 
impractical  to  offer  the  quantitative  Wasser- 
mann test  to  all  physicians  who  might  like  to 
make  use  of  it.  But  to  illustrate  the  actual 
change  in  the  strength  of  a serum  reaction  of 
patients  under  antisyphilitic  treatment,  it  was 
decided  to  perform  a quantitative  Wassermann 


reaction  upon  a few  of  the  cases  under  such 
treatment  at  the  New  Jersey  Reformatory  for 
Women,  at  Clinton. 

For  the  purpose  of  the  quantitative  test, 
the  serum  in  each  case  was  divided  into  3 parts 
so  that  it  could  be  tested,  as  follows:  (a)  un- 
diluted, as  used  in  the  routine  Wassermann 
reaction;  (b)  at  a dilution  of  1 part  of  serum 
in  3 parts  of  physiologic  saline  solution  (here- 
after designated  at  1 :4  dilution)  ; and  (c)  at 
a dilution  of  1 :16*.  Each  of  these  samples  was 
tested  with  the  2 antigens  used  in  the  routine 
Wassermann  reactions  as  conducted  by  the 
state  laboratories — heart  muscle  extract  anti- 
gen, and  a similar  antigen  sensitized  by  the 
addition  of  cholesterol.** 

With  this  triple  test,  a positive  reaction  in 
the  1 :4  dilution  may  be  considered  as  having 
a strength  of  4 times  the  routine  “four-plus”, 
and  q positive  reaction  in  a higher  dilution 
would  be  read  as  16  times  “four-plus”. 
In  the  histories  which  follow,  the  “plain- 
antigen"  result  precedes  that  with  the  cho- 
lesterolized  or  sensitized  antigen : thus 
4-f-”  should  be  interpreted  as  “two-plus  with 
the  plain  alcoholic  extract  of  heart  muscle  and 
“four-plus”  with  the  antigen  sensitized  by  the 
addition  of  cholesterol. 

The  patients  included  in  this  series  received 
8 doses  of  sulpharsphenamin  at  weekly  inter- 
vales in  each  course  of  treatment.  A Wasser- 
mann reaction  was  taken  at  the  beginning  and 
at  bi-weekly  intervals  throughout  the  course, 
and  at  the  close  of  the  series.  Blood  specimens 
were  not  collected  during  the  succeeding  course 
of  treatment  with  mercury,  which  usually  last- 
ed for  16  weeks.  This  routine  of  treatment 
was  adopted  for  the  patients  at  the  institution 
before  the  therapeutic  use  of  bismuth  was 
generally  accepted.  Leading  syphilologists  now 
recommend  that  bismuth  replace  at  least  half  of 
the  mercury  formerly  administered. 

Three  cases  selected  from  the  series  of  pa- 
tients under  observation  are  described  in  de- 
tail, for  each  is  typical  of  a group  of  serum 
responses  of  patients  under  vigorous  antisyphi- 


*Varying  the  amounts  of  serum  used  is  the 
oibvious  method  of  determining  the  amount  of 
syphilis  “reagin"  in  the  blood,  although  advan- 
tages have  been  claimed  for  variations  in  some 
of  the  reagents.  For  instance,  Browning  and 
Mackenzie,  Diagnosis  and  Treatment  of  Syphilis, 
1911,  Ed.,  Constable  and  Co.,  urged  the  use  of 
varying  amounts  of  complement;  whereas  Kol- 
mer,  Studies  in  the  Standardization  of  the  Was- 
sermann Reaction,  Am.  J.  Syph.,  6:1,  1922,  in- 
corporating the  best  points  of  several  methods  in 
his  modification,  includes  a quantitative  feature 
obtained  by  varying  the  amounts  of  serum. 

**The  technic  of  the  routine  Wassermann  test 
is  described  in  “The  Clinical  LTse  of  the  Wasser- 
mann Test”,  Public  Health  News,  9:1  (December, 
1925.) 
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litic  treatment.  One  group  maintained  a per- 
sistent positive  reaction  for  long  periods  in 
spite  of  treatment ; another  group  responded 
adequately  to  treatment ; whereas  the  serum 
reactions  of  others  follow  an  erratic  course. 

A So-Called  “Wassermann-Fast”  Case. 

Case  No.  1 illustrates  the  apparent  hopeless- 
ness of  the  picture  when  only  the  routine  Was- 
sermann  reaction  is  available  as  an  aid  to  de- 


termine the  value  of  antisyphilitic  treatment, 
for  throughout  3 years  of  treatment  the  Was- 
sermann  report  on  this  patient  was  invariably 
“four-plus”.  Such  a case  would  be  misnamed 
“Wassermann-fast”  by  many  physicians ; yet 
study  of  the  actual  serum  response  of  the  pa- 
tient to  her  treatment  (as  set  forth  graphically 
in  Chart  I ) shows  a general  improvement  not 
revealed  by  the  routine  Wassermann. 


Chart  I.  Indicating'  the  Approximate  Trend  ot'  the  Serum  Response  to  Prolonged 

Antisyphilitic  Treatment. 

(The  curve  in  this  and  succeeding  graphs  is  broken  to  indicate  periods  between 
courses  of  arsphenamin  when  no  blood  specimens  were  taken.) 


The  routine  Wassermann  reaction  (undiluted  serum)  was  repeatedly  “four-plus”  through- 
out 1923,  1924,  and  part  of  1925.  During  the  same  period  the  serum  diluted  1:4  was  found  to 
be  almost  invariably  “four-plus”.  Only  the  higher  dilution  1:16  showed  the  true  effect  of  anti- 
syphilitic treatment. 


Case  No.  1 (F.  P. ) is  a woman,  30  years  old, 
with  latent  syphilis  of  undetermined  duration 
and  without  lesions  or  symptoms.  A routine 
Wassermann  (undiluted)  was  found  to  be  4+, 
4-f.  Her  treatment  was  begun  in  August,  1923, 
with  weekly  injections  of  mercury.  During  the 
first  course  of  treatment  with  arsphenamin 
(old),  the  Wassermann  reaction  (both  undilut- 
ed and  dilution  1 :4)  remained  4-f,  4-f- ; but 
the  reaction  (dilution  1 :16)  dropped  from  4-|-, 
4— j— , to  2-f,  4-f-.  Instead  of  administering 
mercury  after  the  first  course,  a second  with 
arsphenamin  was  begun  immediately  and  suc- 
ceeded in  reducing  the  Wassermann  (dilution 
1 :4)  to  3-f-,  4-f,  which  returned  to  4-f,  4-f 
when  monarson  was  substituted  for  arsphen- 
amin in  the  third  course  of  arsenicals. 

Sulpharsphenamin  was  employed  as  the  ar- 
senical for  the  fourth  course,  at  the  close  of 
which  the  Wassermann  (dilution  1 :4)  return- 
ed to  3-f,  4-f.  Monarson  was  again  used  in 
the  fifth  course  of  arsenical  treatment  and 
not  only  did  the  Wassermann  (dilution  1 :4) 


return  to  4-f,  4-f,  but  the  higher  dilution 
(1:16)  showed  increasing  degrees  of  reaction. 
During  the  sixth  arsenical  course,  in  which  sul- 
pharsphenamin was  used,  the  Wassermann 
(1:4)  dilution  returned  to  3-f,  4-f,  when  the 
patient  was  paroled  to  continue  treatment  out- 
side the  institution.  The  use  of  monarson  was 
discontinued,  as  it  was  not  used  routinely  at 
the  institution. 

During  her  seventh  course  of  treatment  the 
patient  was  returned  for  violation  of  her  parole 
and  continued  with  sulpharsphenamin.  At  the 
close,  her  Wassermann  (dilution  1 :4)  was  re- 
duced to  ( — ),  2-f.  The  eighth  course  resulted 
in  reducing  the  Wassermann  (undiluted)  to 
2f-,  4-f,  but  at  the  close  it  rose  again  to  1-f , 
2-j-  with  the  serum  (dilution  1:4).  During 
the  ninth  course,  in  which  the  Wassermann 
(undiluted)  remained  at  4-f,  4-f,  the  patient 
was  released  from  the  institution  to  continue 
treatment  outside. 

During  the  3 years,  40  “four-plus”  Wasser- 
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mann  reports  were  returned  after  examina- 
tion of  the  undiluted  serum.  Such  a series 
would  have  proved  most  discouraging  had  not 
the  returns  from  the  higher  dilutions  indicated 
some  response  to  antisyphilitic  treatment,  or 
had  not  the  true  meaning  of  the  “four-plus” 
report  been  understood. 


Adequate  Response  to  Treatment. 

In  marked  contrast  to  the  first  patient,  Case 
Xo.  2 typifies  the  group  of  patients  in  which 
the  desired  decrease  in  the  strength  of  the 
Wassermann  reaction  occurs  in  such  a way 
that  it  can  be  measured  by  the  routine  Was- 
sermann test  (with  undiluted  serum). 


Chart  II. 


Typical  of  Cases  Showing  Prompt  Serum  Response  to  Antisypliilitic  Treatment. 


Throughout  the  first  year’s  treatment, 

• four-plus”.  The  downward  curve  followin: 
by  the  results  of  the  ordinary  Wassermann 


the  serum  Wassermann 
; the  earlier  treatments 
during  the  second  year. 


reaction  was  greater  than 
is  continued  and  indicated 


Case  No.  2 (N.  K.)  differed  in  no  essential 
way  from  Case  No.  1.  The  routine  Wassermann 
taken  upon  admission  to  the  institution  gave  a 
4-)-,  4+  reaction.  When  this  was  repeated 
at  the  beginning  of  the  first  course  of  arsphen- 
amin,  the  Wassermann  (dilution  1:4)  was  also 
returned  to  4-)-,  4-)-.  At  the  close  of  the  first 
course  the  Wassermann  (dilution  1 :4)  was  re- 
ported 2-j-,  2-j-- 

At  the  beginning  of  the  second  course  of 
sulpharsphenamin,  the  Wassermann  (undilut- 
ed) was  4-f,  4-j-,  the  dilution  (1:4)  being 
( — ),  2+,  and  at  the  close  the  reaction  had 
become  negative  to  the  undiluted  serum.  1 he 
serum,  again  slightly  positive,  ( — ).  4-j-,  at 
the  beginning  of  the  third  course  of  sulphar- 
sphenamin, became  negative  to  the  ordinary 
test  at  the  close.  During  the  fourth  course, 
the  serum  was  reported  repeatedly  as  negative, 
but  during  the  fifth,  2 weekly  positive  reac- 
tions, ( — ),  4-j-,  and  ( — ),  3+,  as  well  as 
double  negatives  were  reported  by  the  labor- 
atory. This  “jumpy”  condition  is  typical  of 
many  of  the  histories  in  the  institution,  and 
is  considered  as  an  indication  that  the  disease 
is  approaching  termination.  Such  reports  are 
an  indication  not  to  give  up  treatment,  but  to 
press  it  vigorously  in  order  to  complete  the 
cure. 

Although  the  usual  Wassermann  reaction 
(undiluted  serum)  remained  “four-plus” 
throughout  the  first  year  of  treatment,  this 
condition  is  anticipated  in  most  cases  of  so- 


called  latent  syphilis  or  of  old  untreated  syphi- 
lis. During  the  second  year  the  fall  in  the 
strength  of  the  reaction  was  steady  and  meas- 
urable by  the  ordinary  Wassermann. 

Serum  Reactions  Showing  Erratic 
Courses. 

Not  all  syphilitic  patients  make  adequate  re- 
sponse to  treatment,  but  not  all  the  remainder 
may  be  included  in  the  misnamed  “Wasser- 
mann-fast”  group.  There  are  other  syphilitic 
patients  whose  serum  shows  marked  varia- 
tions, which  are  particularly  trying  to  the  phy- 
sician who  attempts  to  guide  his  treatment  by 
means  of  frequent  Wassermann  tests.  The 
chart  of  Case  No.  3 is  typical  of  this  kind  of 
case. 

Case  No.  3 (L.  W.)  differed  from  the  first 
cases  only  in  that  the  Wassermann  reaction 
was  lower  than  the  others.  Beginning  with  a 
Wassermann  (undiluted,  of  2-j-.  4-)-,  the  serum 
reaction  increased  to  a double  “four-plus  dur- 
the  first  course  of  treatment.  During  the  sec- 
ond course  of  the  arsphenamin,  the  Wasser- 
mann (undiluted)  returned  to  2-\~,  4-j-,  and 
remained,  with  variation,  at  about  that  level 
until  the  end.  Throughout  the  third  course  the 
Wassermann  (dilution  1 :4)  gave  varying  and 
weak  reactions,  and  during  the  fourth  course 
the  undiluted  serum  reaction  was  reported  as 
low  as  2+,  3+.  However,  during  the  fifth 
course  of  arsphenamin,  the  serum  reaction  in- 
creased in  strength  from  negative  to  2-j-,  3-j- 
with  the  Wassermann  (dilution  1:4),  and  dur- 
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ing  the  sixth,  twice  gave  a double  “four-plus” 
with  the  undiluted  serum.  From  this  point  the 
fall  in  the  strength  of  the  reaction  was  mark- 
ed, and  during  the  succeeding  years  has  been 
reported  as  negative  at  almost  every  test. 

A Suggested  Routine  of  Treatment. 

As  noted  above,  the  syphilitic  patients  under 
discussion  were  treated  with  an  arsphenamin 
and  mercury.  The  present  procedure  is  to 
administer  sulpharsphenamin  in  concentrated 
solution  into  the  muscles  of  the  back  below  the 
scapula,  and  insoluble  mercury  (salicylate)  into 
the  gluteal  muscle.  In  accordance  with  recent 
suggestions  of  syphilologists,  bismuth  is  substi- 
tuted for  half  the  mercury  formerly  adminis- 
tered. 

Antisyphilitic  treatment  involves  the  use  of 


3 drugs,  all  of  which  may  produce  toxic  con- 
ditions if  administered  in  excess,  and  in  the 
case  of  mercury  and  bismuth  there  is  an  ad- 
ditional danger  of  accumulation  and  subsequent 
uncontrollable  intoxication.  Therefore,  it  is 
recommended  that  the  drugs  be  administered 
in  short  series,  giving  first  4 weekly  doses  of 
arsphenamin,  then  the  same  number  of  treat- 
ments with  bismuth,  followed  by  a similar 
course  of  mercury.  This  routine  avoids  the 
dangers  of  accumulation  and  consequent  metal 
poisoning,  and  at  the  same  time  diversifies  the 
attack  upon  the  spirochete  of  syphilis.  It  is 
the  opinion  of  many  observers  that  long  con- 
tinued treatment  with  any  one  drug  renders 
the  organisms  which  survive  the  treatment 
relatively  immune  to  further  dosage  with  the 
same  drug.  The  so-called  “arsenic-fast”  con- 
dition is  reported  frequently  by  syphilologists. 


Chart  III.  Showing  Marked  Fluctuations  in  the  Wassermann  Reaction  During  Anti- 
syphilitic Treatment. 


It  is  our  opinion  that  many  of  the  minor  variations  and  occasionally  some  of  the  peculiar, 
marked  differences  in  strength  of  the  Wassermann  reactions  are  due  to  fluctuations  in  technic 
instead  of  to  the  marked  daily  variations  in  the  syphilis  “reagin”  in  the  blood,  which  some  in- 
vestigators have  claimed  do  occur.  Therefore,  we  believe  . that,  if  it  were  practical  to  do  more 
exact  work,  this  curve  would  have  been  smoother  and  without  some  of  the  apparently  sudden 
hollows  and  peaks. 


The  purpose  of  this  rapid  change  of  drugs  in 
the  routine  treatment  is  to  avoid  such  a con- 
dition. 

Whether  or  not  the  superiority  of  the  sug- 
gested routine  of  treatment  over  the  one  fol- 
lowed in  this  series  can  be  measured  by  the  ef- 
fect upon  the  quantitative  Wassermann  reac- 
tion of  patients  remains  for  further  study.  The 
object  in  presenting  this  series  of  cases  is  to 
impress  upon  physicians  the  fact  that,  although 
throughout  a long  course  of  treatment  the  Was- 
sermann reaction  of  the  patient  may  be  re- 
ported repeatedly  as  “four-plus”,  these  find- 
ings do  not  indicate  a stationary  condition  in 


the  patient’s  serum  response  or  that  antisyphi- 
litic remedies  are  without  effect.  It  should  be 
considered  instead  as  an  indication  that  the 
serum  of  the  patient  in  question  is  so  high  in 
syphilis  “reagin”  that  repeated  treatments  have 
not  as  yet  reduced  the  reaction  of  the  serum 
to  the  point  where  it  falls  below  the  typical 
“four-plus”  reading. 

As  indicated  by  this  study,  the  term  “Was- 
sermann-fast”  is  a misnomer ; such  cases  might 
better  be  called  “syphilis-fast”,  and  regarded 
as  in  need  of  continued  medication  regardless 
of  the  duration  of  the  treatment  already  ad- 
ministered. 
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A VISIT  TO  THE  CLINIC  OF 
DR,  FRED  H.  A FREE. 

Postgraduate  Hospital,  New  York  City. 

(A  letter  from  John  Hammond  Bradshaw,  M.D. 

F.A.C.S.,  Orange,  New  Jersey.) 

Bone  surgery  has  always  had  a string  tied  to 
it — one  end  to  the  surgeon,  the  other  end  to  the 
patient.  It  is  hard  to  bury  orthopedic  mistakes. 
They  seldom  die.  The  bone  surgeon  must  work 
“on  his  toes”.  By_  necessity,  a good  orthopedist 
is  a master  mechanic,  a skilled  diagnostician  and 
an  honest  doctor  rolled  into  one.  To  him  the 
x-ray  has  been  the  greatest  boon  but  it  is  the 
one  thing  he  can  not  escape.  It  remains  for  all 
time  a permanent  record  of  his  error  or  his  skill. 

It  is  always  a privilege  to  see  a master  work 
his  hands.  Hands  are  such  wonderful  tools!  But 
just  as  in  the  game  of  golf  the  elect  are  few, 
so  it  is  i*n  surgery.  Many  are  called  but  few  are 
chosen. 

Dr.  Albee  holds  his  surgical  clinic  at  the  Post- 
graduate Medical  School  twice  a week  and  the 
quiet  celerity  of  his  movements  show  the  high 
activity  of  those  cells  which  we  believe  are  chief- 
ly located  in  the  perineural  spaces  of  the  cortical 
brain. 

The  first  case  was  complex.  It  was  that  of  a 
poor  girl,  1 1 years  a paralytic  bom  acute  polio- 
myelitis. She  was  unable  to  walk,  even  unable 
to  stand — we  all  know  them — with  knock  knees 
and  flail  joints.  About  an  even  half  dozen  opera- 
tions had  been  planned  out  to  help  her;  and  each 
one,  Dr.  Albee  felt  sure,  would  not  only  be  ab- 
solutely necessary  but  would  afford  relief  for 
this  distressing  condition.  The  knock  knees  were 
corrected  by  breaking  her  legs  above  the  knees. 
The  flail  ankles,  on  which  she  could  no  more 
stand  than  on  a whisp  of  her  own  hair,  were 
consolidated  by  arthrokleisis.  The  joints  were 
opened,  the  ankle  bones  taken  out,  and  the  car- 
tilage that  lined  the  joints  and  covered  the  bones 
was  carefully  excised.  The  bones  were  then 
replaced,  the  position  corrected  and  a plaster 
cast  held  it  all  in  perfect  position  until  nature  and 
time  (-both  of  which  are  good  to  the  surgeon) 
should  have  done  their  part  of  the  operation. 
The  tendo  Achilles  was  divided  to  enable  the  pa- 
tient to  bring  down  the  heel  that  had  been,  as 
is  usual  in  these  cases,  drawn  up  so  that,  when 
she  walked,  the  whole  sole  of  the  foot  would 
be  normal.  It  is  tiresome  and  ugly  to  walk  on 
one’s  toes. 

The  next  step  in  this  case  was  interesting.  The 
rectus  femoris  muscle  (an  extensor)  was  taken 
out  and  transplanted  into  the  patella;  thus  mak- 
ing it  change  the  function  that  the  Creator  of  the 
Universe  had  intended  for  it,  and  to  become  a 
flexor  muscle  This  step  was  absolutely  neces- 
sary for  the  patient,  replacing  the  function  of 
paralyzed  muscles  and  thus  enabling  the  girl  to 
lift  her  foot  from  the  floor;  an  act  that  she  had 
been  for  11  long  years  unable  to  accomplish. 
This  all  seems  easy  to  write  about,  and  even  to 
the  gallery  of  many  doctors  that  watched  the 
operation  it  went  on  so  smoothly  and  quickly 
that  it  looked  easy.  Try  it! 

The  next  case  was  that  of  a fracture  of  the 
radius.  This  most  important  arm  bone  was  frac- 
tured 2 in.  above  the  wrist.  Because  of  the 
well-known  muscular  and  tendon  attachment  and 
■relations  at  this  site,  it  is  most  difficult  to  keep 
the  ends  of  the  fragments  of  this  fracture  in 


such  alignment  that  a good  result  will  follow. 
That  old  miserable  x-ray  evidence  is  always 
showing  one  end  overriding,  seldom  in  approx- 
imation, even  after  many  exasperating  attempts 
at  setting  under  an  anesthetic.  In  these  frac- 
tures Dr.  Albee  prefers  to  do  an  early  open  opera- 
tion. After  making  a free  3 in.  incision  on  the 
lateral  radial  aspect  of  the  forearm  the  displaced 
broken  bone  popped  out  into  sight.  It  looked  as 
easy  as  shelling  a pea  out  of  a pod.  A skillful, 
but  gentle,  (mark  the  word)  use  of  leverage 
slipped  the  broken  ends  together  and  there  they 
remained  even  under  arm  movements.  No  bone 
suture,  splint  or  plate  was  required.  This  is  im- 
portant: “If  the  operation  is  done  within  a week 
from  the  accident  the  serrated  ends  of  the  bone 
will,  when  put  in  true  apposition,  hold  the  frag- 
ments in  firm  alignment”.  This,  moreover,  with- 
out fear  of  displacement;  provided  a carefully 
moulded  plaster  bandage  is  applied.  During  this 
little  operation  Dr.  Albee  took  occasion  to  men- 
tion Lane  plates  which  he  consigns  to  the  limbo 
of  outer  darkness.  He  grew  eloquent  when  he 
portrayed  the  dangers  and  evils  of  traction  tongs 
used  so  often  on  the  condyles  of  the  knee  to 
make  extension  in  cases  of  fracture  of  the  femur. 
Fixation  nails  in  the  vicinity  of  a joint  are  most 
dangerous.  ’’When  you  have  a remote  injury 
from  a joint  why  make  an  added  traumatism 
near  that  joint?’’  The  danger  of  setting  up  a 
myelitis  near  such  an  important  structure  is  no 
figment  of  the  imagination!  The  office  of  these 
traction  devices  can  be  better  filled  by  moleskin 
plaster  that  gives  you  no  extra  wounds.  This 
plaster  you  can  depend  upon  as  you  can  not  de- 
pend upon  the  other  varieties. 

The  last  case  I witnessed  at  this,  my  only  too 
short  visit,  was  that  of  a man  with  Pott’s  disease 
of  the  spine.  A psoas  abscess,  with  sinus  still 
draining,  made  an  unpleasant  complication.  The 
spines  of  the  affected  vertebra  were  split  and  a 
5 in.  bone  splint,  which  Dr.  Albee  cut  with  great 
care  and  celerity,  with  his  celebrated  bone  saw, 
from  the  crest  of  the  tibia  of  the  right  leg  he 
fixed  in  situ  with  heavy  kangaroo  tendon  in  the 
sulcus  thus  made.  This  completed  an  operation, 
sometimes  quite  lengthy,  in  about  20  minutes. 
It  stiffened  a spine  that  showed  marked  signs 
of  kyphosis.  Dr.  Albee  then  gave  “a  sermon” 
o'n  psoas  abscess  and  the  evils  of  opening  and 
drains  (as  had  been  done  in  this  case)  with  the 
result  of  an  illness  protracted  into  years  and 
all  the  dangers  of  exhaustion  and  ameloid  degen- 
eration of  internal  viscera. 


LETTER  FROM  BOARD  OF  MEDICAL  EX- 
AMINERS ANNOUNCING  RECENT 
PROSECUTIONS. 

The  following  is  a report  of  the  cases  prose- 
cuted since  our  last  letter  to  you  of  April  25,  1926. 

April  27,  John  H.  Conover,  unlicensed  chiro- 
practor of  Union  Hill,  was  tried  on  the  fourth 
charge  of  practicing  medicine  without  a license, 
found  guilty  and  on  refusal  to  pay  the  penalty 
was  committed  to  jail.  He  later  furnished  bond 
and  filed  a second  application  to  be  discharged 
under  the  insolvent  debtor’s  act.  The  applica- 
tion filed  in  the  third  action  against  him  has  not 
yet  been  decided  by  the  Judge  of  Common  Pleas 
Court. 

Peter  Lewkut,  of  Trenton,  N.  J.,  was  found 
guilty  of  practicing  medicine  without  a license  on 
May  27.  He  refused  to  pay  the  penalty  and  was 
committed  to  jail  for  one  day. 

On  May  27,  William  H.  Kurtz,  proprietor  of 
an  herb  store,  was  tried  on  a charge  of  practic- 


Nov.,  1926 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


579 


ing  medicine  without  a license,  found  guilty  and 
paid  the  penalty  and  costs. 

Jacob  N.  Green,  of  Newark.  N.  J.,  a naturopath, 
was  tried  in  the  First  District  Court  of  Newark, 
on  a charge  of  practicing-  medicine  without  a 
license,  found  guilty  and  paid  the  penalty  and 
costs. 

June  S,  Benjamin  Dashiell,  an  unlicensed  chiro- 
practor of  Clayton,  N.,  J.,  pleaded  guilty  to  a 
charge  of  practicing  medicine,  without  a license, 
in  the  Gloucester  Court  of  Common  Pleas,  and 
paid  the  penalty  an  dcosts. 

Rudolph  E.  Brandman,  a licensed  osteopath  of 
Hoboken,  N.  J.,  was  arrested  on  June  8,  on  a 
charge  of  practicing  medicine  without  a license, 
pleaded  guilty  and  paid  the  penalty  and  costs. 

June  S,  Edward  H.  Ryan,  an  unlicensed  chiro- 
practor of  Perth  Amboy,  N.  J.,  pleaded  guilty  to 
a charge  of  practicing  medicine  without  a license, 
in  the  New  Brunswick  District  Court,  and  paid 
the  penalty  and  costs. 

June  18,  Max  Stecher,  a druggist  of  Paterson; 
Wilfred  E.  Shuitt,  a druggist  of  Passaic;  Thomas 
Bruce,  an  unlicensed  chiropractor  of  Paterson, 
and  Antoni  J'aniga,  proprietor  of  an  herb  store, 
in  Passaic,  pleaded  guilty  to  charges  of  practicing 
medicine  without  license  and  paid  the  penalty 
and  costs. 

June  2 3,  Sophie  Reale,  a licensed  midwife  of 
Long  Branch,  pleaded  guilty  to  a charge  of 
practicing  medicine  without  a license  and  paid 
the  penalty  and  costs. 

Evan  Parry,  druggist  of  Atlantic  City,  was 
found  guilty  of  practicing  medicine  without  a 
license  and  paid  the  penalty  and  costs. 

June  30,  Samuel  Barsky,  a druggist  of  Atlantic 
City,  pleaded  guilty  to  a charge  of  practicing 
medicine  without  a license  and  paid  the  penalty, 
and  costs. 

July  8,  William  MacDowell,  of  Woodstown, 
N.  J.,  pleaded  guilty  to  a charge  of  practicing 
medicine  without  a license  and  paid  *the  penalty 
and  costs. 

In  September,  George  C.  Flamand,  an  unli- 
censed chiropractor,  of  Flemington,  paid  the 
penalty  for  practicing  medicine  without  a li- 
cense. 

August  19,  Arthur  de  Collar d,  who  practiced 
poropathy,  massage  and  manipulations  in  New- 
ark, was  arrested  on  a charge  of  practicing-  medi- 
cine without  a license,  pleaded  guilty  and  paid 
the  penalty  and  costs. 

September  7,  the  case  against  the  Mecca  Col- 
lege of  Chiropractic  of  Newark,  N.  J.,  for  con- 
ducting a school  without  a license,  was  tried  and 
was  continued  to  give  the  Attorney  General  and 
the  attorney  for  the  defendant  opportunity  to 
file  memorandums. 

September  8,  Leslie  Paxon,  proprietor  of  a 
drug  store  in  Beach  Haven,  was  arrested  on  a 
charge  of  practicing  medicine  without  a license, 
pleaded  guilty  and  paid  the  penalty  and  costs. 

September  15,  Louis  H.  Myers,  a druggist  of 
Atlantic  City,  paid  the  penalty  for  practicing 
medicine  without  a license. 

September  15,  George  C.  Lezenby,  Jr.,  of  At- 
lantic City,  a naturopath,  paid  the  penalty  for 
practicing  medicine  without  a license.  This  was 
the  third  offense. 

September  17,  Arthur  Boerner,  an  “Herbalist” 
of  Paterson,  pleaded  guilty  to  a charge  of  prac- 
ticing medicine  without  a license  and  paid  the 
penalty  and  costs. 

April  30,  the  Board  revoked  the  license  to 
practice  chiropractic,  and  the  license  to  practice 
chiropody,  of  Paul  N.  Osder,  of  Philadelphia,  Pa. 

April  30,  the  Board  revoked  the  license  to 


practice  midwifery,  of  Bertha  Bolte,  of  Jersey 
City. 

April  30,  the  Board  revoked  the  license  to  prac- 
tice medicine  and  surgery  of  Herbert  E.  Emerson, 
of  Paterson. 

CHARLES  B.  KELLEY, 

Secretary. 


FINAL  OPPORTUNITY  FOR  APPLICANTS  FOR 
GROUP  LIFE,  HEALTH  AND  ACCIDENT 
INSURANCE. 

To  Members  of  the  State  Society  who  have  not 
yet  applied  for  this  Insurance: 

You  still  have  a final  chance  to  accept  the  ex- 
traordinary  opportunity  offered  members  of  the 
State  Society  to  secure  this  insurance.  But  the 
last  day  is  at  hand.  The  Prudential  Insurance 
Company  stopped  writing  all  Association  Group 
Life  Insurance  on  August  first  and  ours  is  only 
possible  because  of  our  prior  negotiation  for  it. 
The  time  limit  allowed  was  reached,  but  has  been 
extended,  through  our  importunity,  to  Novem- 
ber 30  only. 

The  objects  achieved  are  greatest  protection 
at  least  cost.  The  value  of  the  2 policies — Life 
Insurance  $5  000.  for  $102.,  and  Health  and  Ac- 
cident Insurance  $5000.  for  $70. — is  plain  on  ex- 
amining the  provisions  covered  and  the  low  pre- 
miums. But  the  advantages  are  wholly  dependent 
on  75%  of  our  members  applying.  Don’t  let  the 
opportunity  slip! 

This  final  statement  is  now  made  to  arouse 
action  in  those  who  have  not  applied.  Every 
member  has  been  personally  addressed  every 
month  since  the  State  Convention  June  18,  and 
the  County  Societies  have  further  approved.  Noth- 
ing remains  but  decision  by  the  individual  mem- 
bers. The  rare  advantages  offered  are  universally 
admitted.  The  members  who  have  applied  are 
impatiently  waiting  for  their  policies.  The  time 
is  very  short.  The  opportunity  cannot  again  be 
offered  by  1 any  insurance  company.  Will  you 
come  in? 

* Sign  and  return  the  application  blanks  sent 
you.  enclosing  check  for  $20.,  and  avoid  vain  re- 
grets later  that  you  missed  a good  thing  or  pre- 
vented other  members  of  the  Society  getting  it. 

Remember  the  emphatic  limit  of  time— NO- 
VEMBER 30 — when  the  chance  will  beyond  recall. 

' Yours  fraternally, 

FRANK  W.  PINNEO, 

Chairman  for  the  Committee. 


Rational  Jflebtcal  J^etosf. 


A SURVEY  OF  STATE  HOSPITAL  FACILITIES. 

The  Journal  of  the  American  Medical  Associa- 
tion for  April  3,  1926,  was  devoted  in  large  meas- 
ure to  a consideration  of  the  nation’s  hospital 
facilities,  and  the  conditions  in  each  state  were 
showen  graphically  by  a map  and  accompanying 
list  of  hospital  locations.  We  can  not  reproduce 
the  entire  report  (those  interested  in  any  special 
feature  of  hospital  problems  will  probably  find 
reference  to  it  in  J.  A.  M.  A.,  Vol.  863,  pages  1009 
to  1074)  but  are  permitted  to  present  the  map 
indicating  hospital  distribution  in  our  own  state, 
and  will  direct  special  attention  to  some  of  the 
comparative  data  showing  New  Jersey’s  relative 
standing. 

“The  list  following  names  the  hospitals  avail- 
able for  active  medical  and  surgical  service  in 
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their  respective  localities,  including  general  med- 
ical and  surgical  hospitals,  also  tuberculosis,  ner- 
vous and  mental,  maternity,  orthopedic,  pediatric; 
hut  does  not  include  state  institutions  that  are 
devoted  largely  to  the  custodial  care  of  incur- 
able and  'nervous  or  insane  patients;  nor  insti- 
tutions for  deaf,  blind,  crippled  and  aged  persons; 
nor  prison  hospitals;  nor  hospitals  limited  to 
government  beneficiaries,  such  as  those  of  the 
U.  S.  Army,  Navy,  Public  Health  or  Veteran's 
Bureau.” 

Hospitals  marked  with  a star  (*)  are  approv- 
ed by  the  Council  on  Medical  Education  and 
Hospitals  for  internship  or  the  fifth  year  in  med- 
icine. Those  marked  with  a dagger  (t)  are  ap- 
proved for  residences  by  those  who  have  already 
had  a general  internship. 

The  hospital  census  figures  of  1925  show  for 
New  Jersey;  Population,  3,50.6.428.  General  hos- 
pitals, 84;  number  of  beds,  8960;  average  number 
in  use,  5921.  Nervous  and  mental  disease  hospi- 
tals, 24:  beds,  10,870;  average  in  use,  9819.  Tu- 
berculosis hospitals,  15;  beds,  1975;  average  in 
use,  1615.  Other  class  of  hospitals,  57;  beds, 
3142;  in  use,  1837.  Total  hospitals,  180;  beds 
24,947;  average  in  use,  19,192.  To  this  should  be 
added  1176  bassinets,  or  baby  cribs.  Since  the 
above  figures  were  published  several  new  hos- 
pitals have  been  projected  and  a 'number  of  the 
existing  institutions  have  been  conducting  cam- 
paigns to  raise  funds  for  increasing  their  facili- 
ties. 

In  a table  showing  the  ratio  of  beds  to  popula- 
tion, (hospitals  for  community  use)  New  Jersey 
stands  next  to  the  leader  in  the  North  Atlantic 
group  of  states:  New  York  having  1 bed  for  each 
200;  New  Jersey  1 for  each  207;  and  the  percent- 
age of  beds  occupied  7 4 for  New  York,  72  for 
New  Jersey,  and  70  as  the  average  for  all. 

Of  the  180  hospitals  in  the  state,  57  employ 
physicians  as  Superintendents;  47  have  such  po- 
sitions filled  by  registered  nurses;  while  7 5 are 
supervised  by  nonprofessionals.  The  number  of 
hospitals  having  resident  physicians  is  67,  and 
the  total  number  of  residents,  13  2.  The  nurri- 
ber  of  hospitals  having  medical  staffs  is  138.  and 
the  number  of  physicians  listed  as  staff  members 
reaches  3121. 


NEW  JERSEY 
Allenwood,  — Monmouth 

Allenwood  Sanitarium  & Monmouth  County 
Hospital  (T.B.)  

Arlington,  — Hudson 

West  Hudson  Hospital  

Atlantic  City  53,287 — Atlantic 

Atlantic  City  Hospital*  

Children's  Seashore  House  for  Invalid  Children 
Dr.  Leonard  Private  Sanitarium  Seaside  House 

for  Invalid  Women  

Bayonne,  88,767 — Hudson 

Bayonne  Hospital  and  Dispensary*  

Swiney  Sanitarium  

Bellemead,  50 — Somerset 
Bellemead  Farm  Colony  & Sanitarium  (N.&M.; 
Belleville,  18,927 — Essex 

Essex  Co.  Hospital  for  Contagious  Diseases 

Bridgeton,  14,387 — Cumberland 

Bridgeton  Hospital  

Cumberland  Co.  Hospital  for  Insane  

Ivy  Hall  Sanitarium  (N.&M.) 

Brown’s  Mill,  — Burlington 

Deborah  Tuberculosis  Sanat 

Camden,  128,642 — Camden 

Bellevue  Private  Hospital  

Cooper  Hospital*  

West  Jersey  Homeopathic  Hospital*  

Cedar  Grove,  569 — Essex 

Essex  County  Hospital  (N.&M.) 

Chatsworth,  100 — Burlington 
The  Pines  Sanatorium  (T.B.)  

Dover.  9,817 — Morris 

Dover  General  Hospital  
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Elizabeth,  95,783 — Union  Eh£q 

Alexian  Brothers’  Hospital*  110 

Elizabeth  General  Hospital*  170 

St.  Elizabeth’s  Hospital  160 

Englewood,  12,590 — Bergen 

Daisy  Fields  Hospital  for  Crippled  Children...  18 

Englewood  Hospital  Association*  115 

Farmingdale,  416 — Monmouth 

Tuberculosis  Preventorium  for  Children  180 

Franklin,  4,075 — Sussex 

Franklin  Hospital  25 
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Total  hospitals  in  New  Jersey,  180;  for  com- 
munity use,  103;  population  per  hospital  bed, 
207;  percentage  of  beds  occupied,  72;  percentage 
of  counties  without  hospitals,  4.8. 


Grenloch,  — Camden 

Camden  Co.  Hospital  for  the  Insane 350  241 

Sunny  Rest  Sanatorium  (T.B.)  228  210 

Hackensack,  19,715 — Bergen 

Hackensack  Hospital*  225  135 

Hoboken,  68,166 — Hudson 

Farr  Sanatorium  20  10 

St.  Mary’s  Hospital*  450  109 
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Irvington,  33,186 — Essex 

Irvington  General  Hospital  

Jersey  City,  315,280 — Hudson 

Bergen  Private  Sanitarium  

Christ  Hospital*  

Fairmount  Private  Hospital  

Greenville  Hospital  

Jersey  City  Hospital*  

St.  Francis’  Hospital*  

Lakewood,  3,000 — Ocean 

Paul  Kimball  Hospital,  Inc 

Long  Branch,  13,646— Monmouth 

Dr.  E.  C.  Hazard  Hospital  

Monmouth  Memorial  Hospital*  . 

Midland  Park,  2,243 — Bergen 

Christian  Sanatorium  (N.&M.)  

Millville,  15,960 — Cumberland 

Millville  Hospital  

Montclair,  32,922 — Essex 

Mountainside  Hospital*  

Morristown,  12,570 — Morris 

All  Souls  Hospital  

Aurora  Health  Farm  

Morristown  Memorial  Hospital*  

Physiatric  Institute  

Shonghum  Sanatorium  (T.B.)  

Mt.  Holly,  5,750 — Burlington 

Burlington  County  Hospital  

Newark,  452,513 — Essex 

The  Babies  Hospital  

Homeopathic  Hospital  of  Essex  County  

Hospital  and  Home  for  Crippled  Children  

Hospital  for  Women  and  Children  

Hospital  of  St.  Barnabas*  

Lincoln  Private  Hospital  

Newark  Beth  Israel  Hospital*  

Newark  City  Hospital*  

Newark  Eye  and  Ear  Infirmary  

Newark  Maternity  Hospital  

Newark  Memorial  Hospital*  

Newark  Private  Hospital  

Presbyterian  Hospital  

St.  Gerard’s  Newark  Italian  Hospital  

St.  James  Hospital*  

St.  Michael’s  Hospital*  

Dr.  Waite’s  Surgical  Sanatorium  

Dr.  Wright’s  Sanitarium  

New  Brunswick,  37,984 — Middlesex 

Francis  E.  Parker  Home  

Middlesex  General  Hospital  

St.  Peter’s  General  Hospital  

Newfoundland,  564 — Morris 

Newfoundland  Health  Association  

New  Lisbon,  50 — Burlington 

Burlington  County  Hospital  for  the  Insane 

Fairview  Sanatorium  (T.B.)  

Northfield,  1,127 — Atlantic 
Atlantic  Co.  Hospital  for  Tuberculous  Diseases 

Atlantic  Co.  Hosptial  for  Mental  Diseases 

Orange,  35,379 — Essex 

New  Jersey  Orthopedic  ITosp.  and  Dispensary 

Orange  Memorial  Hospital*  

St.  Mary’s  Hospital*  

Passaic,  68,979 — Passaic 

Passaic  General  Hospital*  

St.  Mary’s  Hospital*  

Paterson,  141,695 — Passaic 

Barnert  Memorial  Hospital*  

Paterson  City  Hospital  

Paterson  General  Hospital*  

Riverlawn  Sanatorium  (N.&M.) 

St.  Joseph’s  Hospital*  

Perth  Amboy,  47,136 — Middlesex 

Perth  Amboy  City  Hospital  

Phillipsburg,  18,633 — Warren 

Warren  Hospital  

Plainfield,  31,748 — Union 

Muhlenberg  Hospital*  

Plainfield  Sanitarium  

Pompton  Lakes,  2,008 — Passaic 

St.  Paul’s  Deaconess  Home  and  Hospital 

Princeton,  5,917 — Mercer 

Princeton  Hospital  

Ridgewood,  7,580— Bergen 
Bergen  Pines  Bergen  County  Hospital  (T.B.).. 
Riverside,  4,000 — Burlington 

Zurbrugg  Memorial  Hospital  

Riverton,  2,341 — Burlington 

Cinnaminson  Home  

Salem,  7,435 — Salem 

Salem  Co.  Memorial  Hospital  

Scotch  Plains,  1,000 — Union 

Bonnie  Burn  Sanatorium  (T.B.) 

Secaucus,  5,423 — Hudson 

Hudson  County  Hospital  

Hudson  County  Hospital  for  Insane  

Hudson  Countv  Smallpox  Hospital  

Hudson  Co.  Tuberculosis  Hospital  
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Somerville,  6,718 — Somerset 

Somerset  Hospital  

South  Amboy,  7,897 — Middlesex 

South  Amboy  Memorial  Hospital  

South  Orange,  7,274 — Essex 

Dr.  Runyon’s  Hospital  

Spring  Lake  Beach,  853 — Monmouth 

Ann  May  Memorial  Homeopathic  Hospital 

Summit,  11,687 — Union 

Fair  Oaks  Sanatorium  (N.&M.). 

Overlook  Hospital  

Sussex,  1,318 — Sussex 

Alexander  Linn  Hospital  

Teaneck,  — Bergen 

‘‘Bright  Side”  Sanitarium  

Holy  Name  Hospital  

Trenton,  132,020 — Mercer 

Mercer  Hospital*  

Orthopedic  Hospital  and  Dispensary  

St.  Francis’  Hospital*  

Wm.  McKinley  Memorial  Hospital*  

Union,  63,117 — Union 

Hamilton  Sanitarium  

Ventnor,  491 — Atlantic 

North  American  Sanitarium  for  Surg.  Tuberc. 

Verona,  3,039 — Essex 

Essex  Mountain  Sanat.  (T.B.)  

Montclair  Fresh  Air  and  Convalescent  Home.. 

Vineland,  6,799 — Cumberland 

Newcomb  Hospital  

Weehawken,  11,228 — Hudson 

North  Hudson  Hospital*  

Wildwood,  2,790 — Cape  May 

Margaret  Mace’s  Hospital  

Woodbury,  5,801 — Gloucester 

Brewer  Hospital  

Underwood  Hospital  

One  General  Hospital  of  less  than  10  beds 
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Total  for  community  use,  103 16,874  12,189 

In  New  Jersey  the  following  county  has  no  hospital  for 
community  use : Hunterdon. 


Hap  Jffltrror  Inflections; 


WOMEN’S  STYLES  HELP  HEALTH. 

According  to  the  New  York  Sun  (May  13, 
1926)  the  modern  tendency  of  women  to  wear 
fewer  clothes  has  resulted  in  a marked  im- 
provement in  their  health,  and  one  might  well 
draw  the  inference  from  the  following  edi- 
torial that  men  would  do  well  to  imitate  these 
new  styles  in  dress  rather  than  waste  so  much 
time  in  futile  criticism : 


Prophecies  as  to  the  disastrous  consequences 
the  clothing  now  popular  among-  women  would 
have  on  their  health  have  been  numerous  dur- 
ing- the  last  5 years.  Open  neck  waists  in  all 
kinds  of  weather,  short  skirts  of  little  protection- 
below  the  knees,  sleeveless  frocks,-  slippers  or 
sandals,  and  the  gradual  disuse  of  undergar- 
ments, which  had  been  for  generations  tradition- 
al were  expected  to  weaken  women’s  power  of 
resistance  until  they  would  be  peculiarly  subject 
to  pulmonary  disorders.  During  this  period  the 
dress  of  man  has  varied  little  if  at  all  from  for- 
mer styles. 

But  no  disastrous  results  of  their  indifference 
to  exposure  seem  to  have  been  experienced  by 
women.  On  the  other  hand,  during  the  period 
from  1920  through  1925  tuberculosis — one  of  the 
diseases  it  was  predicted  exposure  due  to  follow- 
ing the  prevailing  mode  would  increase — was 
fatal  to  50%  more  men  than  women.  An  analy- 
sis of  the  figures  showing  age  and  sex  was  made 
by  the  New  York  Tuberculosis  and  Health  Asso- 
ciation, using  the  New  York  City  Department 
of  Health  statistics,  to  determine  where  the  ef- 
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f irt  for  education  against  the  disease  should  be 
concentrated. 

The  statistics  show  a striking  decline  in  deaths 
from  tuberculosis  among  women  after  the  age  of 
30.  Half  of  the  men  who  die  of  the  disease  pass 
out  'between  35  and  50.  These  are  the  productive 
years  of  a man’s  life.  Twice  as  many  men  as 
women  die  of  this  disease  between  36  and  4 0, 
more  than  twice  as  many  between  40  and  45,  and 
three  times  as  many  between  45  and  6 0. 


TEACHING  DEFECTIVE  CHILDREN. 

Pride  in  our  state  institutions  and  in  the 
work  emanating  therefrom  is  a natural  and 
laudable  sensation ; one  that  is,  incidently,  won- 
derfully stimulated  by  a word  of  praise  from 
an  outsider.  New  Jersey  is  justifiably  proud 
of  her  Training  Schools  for  the  mentally  de- 
fective, and  it  is  with  pleasure  that  we  note 
approval  of  the  work  being  done  in  this  field. 
The  following  editorial  item  appeared  in  the 
New  York  Times  of  October  8,  1926. 

Typical  of  the  desire  for  intimate  understand- 
ing and  close  relationship  between  the  various 
branches  of  education  today  is  the  Bulletin  pub- 
lished monthly  by  the  Training  School  at  Vine- 
land,  N.  J.  Its  purpose  is  to  aid  and  encourage 
those  whose  minds  have  not  developed  normally. 
In  its  field,  the  publication  brings  together  re- 
ports of  work  for  defectives  at  this  and  other 
institutions,  and  provides  a place  for  those  who 
are  interested  to  give  their  opinions,  critical  or 
laudatory. 

The  current  number  presents  a variety  of  news 
and  results  indicative  of  the  close  cooperation 
between  workers  in  this  department  of  educa- 
tion. A study  in  the  physiologic  maturity  of 
feeble-minded  girls  is  made  by  a scientific  re- 
searcher. Changes  in  disciplinary  methods  in 
institutions  for  defectives  are  reported  by  the 
head  of  one  of  them.  Instead  of  punishments 
for  bad  behavior,  rewards  for  good  behavior 
are  held  out.  A pat  on  the  back,  above  the  waist, 
gets  better  results  than  several  pats  below. 

Diplomatic  methods  rather  than  force  are  also 
recommended  in  a contributed  article  by  an  at- 
tendance officer  of  a Detroit  public  school.  In 
that  city  there  is  a system  of  child  accounting 
which  sees  that  each  child  is  in  the  proper 
school  every  day.  Though  there  are  but  4 recog- 
nized reasons  for  absence,  the  ‘‘hookey  cop’’  finds 
as  many  situations  to  deal  with  as  there  are  ab- 
sent children.  Of  course,  many  of  the  cases 
are  of  boys  and  girls  who  belong  in  ungraded 
classes,  in  special  groups  for  subnormal  pupils, 
or  in  institutions.  Where  poverty  has  led  par- 
ents to  keep  the  child  out  of  school  to  work, 
education  must  go  behind  the  child  Into  the 
home.  Some  parents  have  no  idea  of  what  a 
normal  child  should  be  able  to  do.  They  have 
no  standards  of  comparison.  One  slow  child 
was  excluded  from  a special  class  as  nonteach- 
able.  He  was  to  be  put  into  an  institution.  But 
his  mother  had  thought  he  was  getting  along  so 
well.  John  was  10  years  old,  and  “doing  fine”. 
He  could  almost  write  his  name- — all  but  the 
“J”  and  the  "hn”.  For  such  children  with  such 
parents  the  truant  officer  is  a blessing. 

Even  in  comfortable  or  wealthy  homes  parents 
are  sometimes  ignorant  or  negligent.  One  father 
supplied  his  son  with  plenty  of  money  and  an 
automobile  and  departed  with  the  mother  for 


Bermuda.  He  said  he  was  surprised  to  learn 
that  his  son  had  not  been  in  school  every  day 
during  their  absence.  The  old  methods  of  former 
days  are  useless  in  all  such  cases.  “Hookey 
cops”  these  days  must  be  masters  of  tact.  They 
must  be  imaginative  as  wTell  as  accurate,  adapta- 
ble as  wrell  as  stable.  And  like  all  those  whose 
work  brings  them  into  contact  wfith  the  men- 
tally defective,  they  must  have  an  inexhaus- 
tive  supply  of  sympathy  and  a genuine  desire  to 
help. 

A GOVERNMENT  HOSPITAL  NEEDED. 

Under  the  above  title,  the  Atlantic  City 
Press — July  8,  1926 — calls  attention  to  the 
neglect  to  provide  satisfactory  hospitalization 
for  a very  important  group  of  our  World 
War  veterans.  While  the  medical  profession 
is  probably  in  no  way  to  blame  for  this,  it  is 
a matter  in  which  we  might  well  interest  our- 
selves with  a view  to  assisting  in  solution  of 
the  serious  problem  confronting  both  the  state 
and  the  nation. 

New  Jersey  has  been  extremely  laggard  in  car- 
ing for  the  war  veteran  suffering  from  mental 
diseases.  As  a result  there  has  been  a steady  in- 
crease in  the  number  of  afflicted,  vTiose  ailments 
are  not  of  the  shell-shock  class,  but  on  that 
twilight  border  where  with  proper  treatment  they 
stand  a fair  chance  of  being  restored  to  normalcy. 

No  government  hospital  exists  in  this  state  to 
care  for  veterans.  When  an  ex-soldier  show's 
signs  of  being  somew’hat  irrational,  he  is  con- 
signed to  a hospital  for  the  insane,  with  a re- 
sult that  a mild  disorder  is  aggravated  by  the 
environment  and  sometimes  acute  maladies  de- 
velop when  they  might  have  been  avoided.  The 
Red  Cross  resents  this  situation  but  has  no  means 
of  remedying  it. 

This  state  at  present  has  46  6 World  War  vet- 
erans under  supposed  supervision,  but  12  8 of 
them  are  roaming  about,  when  they  should  be  in 
a ward  for  observation.  New  Jersey  does  not 
•stand  alone  in  this  lack  of  provision  for  the  re- 
turned soldier  of  weak  mentality.  There  are  ten 
other  states  without  a government  hospital.  To 
send  our  men  to  other  states  provided  with  such 
institutions  is  neither  fair  to  our  neighbors  nor 
to  ourselves.  The  patients  of  the  more  fortunate 
states  are  selected  first  from  residents,  thus 
creating  a w'aiting  list  among  outsiders. 

The  need  is  for  a general  government  hospital 
in  New  Jersey  under  control  of  the  Veterans’ 
Bureau. 


COLDS  ARE  A CURSE. 

In  the  column  of  Timely  Topics,  the  New 
York  Times  recently  carried  the  important 
announcement  that  financial  support  is  to  be 
provided  for  a scientific  investigation  into  the 
etiology  of  the  common  “head  cold”.  This 
is  a consummation  devoutly  to  be  wished  and 
physicians  will  be  glad  indeed  if  some  prac- 
tical results  shall  eventuate  from  this  research. 

The  ambition  to  “make  colds  as  rare  as  small- 
pox’’ is  said  to  be  the  moving  force  behind  the 
proposal  of  the  Chemical  Foundation  to  organize 
and  support  extensive  and  intensive  scientific 
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research  into  the  cause  and  prevention  of  com- 
mon colds. 

That  this  ailment  yearly  takes  an  enormous 
toll  in  discomfort  and  in  loss  of  energy  is  well 
known.  That  it  is  one  of  the  most  difficult  to 
guard  against  is  also  accepted.  But  many  per- 
sons have  long  felt  that  medical  and  lay  men 
alike  have  been  too  much  inclined  to  regard 
colds  as  inevitable.  The  former  have  not  de- 
voted enough  attention  to  prevention  or  cure  and 
the  latter  have  not  realized  the  dangers  and  re- 
sponsibilities of  infection. 

If,  therefore,  some  organization  of  a scientific 
character  can  undertake  an  exhaustive  study  of 
colds  in  all  their  forms,  and  can  find  for  them 
the  preventives  which,  unless  the  lessons  of 
checking  much  more  dangerous  diseases  are  to  be 
ignored,  must  exist,  it  will  be  doing  a great  ser- 
vice to  mankind.  Even  when  colds  are  not  fol- 
lowed by  graver  illness  like  influenza  or  pneu- 
monia, they  inevitably  lower  the  individual’s  re- 
sistance to  all  types  of  sickness. 


3n  Htgfjter  ^Tein 


A Clean  Break. 

“'No,  sir,”  said  Mr.  Benjamin  Trebbit,  ‘‘it’s 
all  wrong.  What  with  the  latest  discoveries  and 
the  newest  inventions,  a man  dies  just  through 
sheer  carelessness.  Not  for  me.  I’m  going  to 
watch  my  step,  and  live  forever.” 

He  brushed  his  teeth  twice  daily — with  the 
right  kind  of  toothpaste. 

He  '“got  himself  examined” — every  three 
months. 

He  always  went  in  when  it  rained. 

He  slept  with  the  windows  open. 

He  stuck  to  a diet — with  plenty  of  fresh  vege- 
tables. 

He  relinquished  his  tonsils  and  traded  in  sev- 
eral worn-down  glands. 

He  wore  spectacles. 

He  played  golf — but  never  more  than  eighteen 
holes  at  a time. 

He  took  ocean  trips — when  the  weather  was 
settled. 

He  never  smoked,  drank  or  lost  his  temper. 

He  wore  pediform  shoes,  and  white  socks. 

He  did  his  daily  dozen  daily. 

He  never  worried. 

The  funeral  of  the  late  Benjamin  Trebbit  will 
be  held  next  Thursday.  He  is  survived  by 
eighteen  specialists,  four  health  institutes,  six 
gymnasiums  and  numerous  manufacturers  of  an- 
tiseptic appliances  and  sanitary  foods. 

(He  had  forgotten  about  taxicabs.) 

— (Henry  William  Hanemann,  in  Life.) 


The  main  difference  between  a girl  chewing 
her  gum  and  a cow  chewing  her  cud,  is  that  the 
cow  generally  looks  more  intelligent. 


The  proofreader  on  a small  Middle  Western 
daily  was  a woman  of  great  precision  and  ex- 
treme propriety.  One  day  a reporter  succeeded 
in  getting  into  type  an  item  about  "Willie  Brown, 
the  boy  who  was  burned  in  the  West  End  by 
a live  wire.” 

On  the  following  day  the  reporter  found  on 
his  desk  a frigid  note  asking:  “Which  is  the  west 
end  of  a boy?” 

It  took  only  an  instant  to  reply:  “The  end  the 
son  sets  on,  of  course.” 


(^bsertmttons  from  tfje  Higfjtfjouse. 


CARDIOVASCULAR  RENAL  DISEASE. 

At  the  recent  Annual  Meeting  of  our  State 
Medical  Society  one  entire  session  was  devoted 
to  consideration  of  cardiac  affections,  particular- 
ly to  cardiovascular  renal  conditions,  and  we  are 
publishing  that  symposium  in  this  issue  of  the 
Journal.  It  happens  that  at  the  Dallas  meeting 
of  the  A.  M.  A.  there  were  no  less  than  3 section 
meetings  conducting  symposiums  of  a similar 
nature;  the  Section  on  Medicine  dealing  with 
acute  and  chronic  cardiac  disease  and  with  car- 
diorenal hypertension;  the  Surgical  Section  treat- 
ing of  sympathectomy  for  relief  of  angina  pec- 
toris; and  the  Section  of  Pharmacology  and 
Therapeutics  considering  the  therapy  of  hyper- 
tensive cardiac  disease.  Since  the  first  and  third 
of  these  A.  M.  A.  groups  of  papers  bear  upon 
and  are  related  to  the  subjects  discussed  by  our 
contributors  this  - month,  it  seems  an  appropriate 
time  to  present  abstracts  of  their  subject  matter. 

The  Visceral  Manifestations  of  Cardiovascular 
Hypertensive  Disease. 

Joseph  L.  Miller  (J.  A.  M.  A.,  87:383,  Aug.  7, 
1926)  -says:  “The  visceral  manifestations  of  hy- 
pertension arise,  in  a large  measure,  from  the 
arterial  changes  that  accompany  this  condition. 
These  changes  are  secondary  to,  and  apparently 
the  result  of,  the  hypertension,  or  are  perhaps 
excited  by  the  same  agency  responsible  for  the 
vascular  spasm.  The  renal  changes  usually 
observed  in  advanced  hypertension  are  thought 
to  be  secondary  to  changes  in  the  arterioles  of 
the  kidney.  Neuroretinitis  is  not  observed  in 
arteriosclerosis  without  hypertension,  nor  is  it 
dependent  on  impaired  kidney  function  alone. 
It  is  in  some  manner  associated  with  hyperten- 
sion and  the  accompanying  renal  changes. 

“Next  to  the  kidney,  the  heart  suffers  as  a re- 
sult of  increased  work,  actual  changes  in  the 
heart  muscle  playing  a very  unimportant  role. 
Fishberg  has  recently  studied  in  a comprehensive 
manner  the  character  and  distribution  of  the 
arterial  changes  in  72  cases  of  essential  hyperten- 
sion. Histologically,  these  changes  were  similar 
to  those  found  physiologically  in  the  aged:  a 
thickening  of  the  intima  with  progressive  atrophy 
of  the  media.  The  arterioles  of  the  kidney  were 
involved  in  65%  of  his  72  cases;  the  pancreas, 
in  50%;  the  liver,  in  30%,  and  the  brain  in  20%. 
The  myocardium  was  very  infrequently  involved. 
This  supports  the  view  that  cardiac  decompensa- 
tion in  hypertension  is  largely  the  result  of  in- 
creased load. 

“The  relation  of  the  kidney  to  hypertension  is 
still  a debated  question.  Nephritis  is  the  one 
established  etiologic  factor.  It  is  only  necessary 
to  recall  the  progressive  rise  in  pressure  in  the 
acute  glomerular  nephritis  following  scarlatina. 
What  actually  occurs  is  still  a mystery.  Its  rather 
rapid  development  and  frequently  transitory 
character  strongly  suggest  a functional  distur- 
bance. It  was  formerly  thought  that  persistent 
high  blood  pressure  was  always  secondary  to 
renal  changes.  During  the  early  years  of  hyper- 
tension, there  is  usually  no  clinical  or  laboratory 
evidence  of  nephritis.  If  such  a patient  is  fol- 
lowed, very  frequently  albumin  and  casts  will 
appear  in  the  urine.  Eventually  the  urinary 
findings  may  be  characteristic  of  nephritis.  With 
this  there  may  be  some  impairment  of  kidney 
function,  as  shown  by  the  phenolsulphonephtha- 
lein  test  or  the  blood  chemical  determinations. 
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This  group,  in  which  renal  changes,  if  present,  ap- 
pear late  in  the  disease,  is  now  designated  as  es- 
sential hypertension,  the  appearance  of  kidney 
disturbance  being  considered  secondary  to  the 
high  blood  pressure  and  arterial  changes.  The 
vast  majority  of  hypertension  patients  fall  in  this 
group. 

“The  2 most  frequent  causes  of  disability  or 
death  are  cerebral  hemorrhage  and  cardiac  de- 
compensation. Termination  by  uremia  is  rela- 
tively infrequent. 

“It  is  impossible  to  make  an  accurate  prognosis 
in  the  ordinary  ambulatory  hypertensive  case. 
Patients  with  systolic  pressure  of  200  mm.  or 
more  live  comfortably  for  many  years.  Others 
with  a much  lower  pressure  may  acquire  a hemi- 
plegia or  cardiac  decompensation.  A great  deal 
depends  on  the  patient’s  ability  and  willingness 
to  follow  the  physician’s  advice.  Obesity  or  hard 
manual  labor  predisposes  to  cardiac  decompensa- 
tion. The  more  marked  the  renal  changes,  the 
more  grave  the  prognosis." 

The  Ultimate  Resulls  of  Essential  Hypertension. 

Having  carefully  studied  the  blood  pressure  in 
fatal  cases  of  cardiac  disease,  the  complications 
arising  in  living  patients  during  the  period  of  ob- 
servation, and  the  cases  of  death  among  these 
patients,  James  E.  Paullin,  (.1.  A.  M.  A..  87:925, 
Sept.  18,  1926)  presents  a detailed  report  of  his 
series  of  76  cases. 

“Since  the  recognition  and  description  of  hy- 
perpiesia,  essential  hypertension  or  vascular  hy- 
pertonia by  Sir  Clifford  Allbutt,  the  condition 
has  slowly  been  recognized  as  a clinical  entity. 
By  the  term  essential  hypertension,  we  under- 
stand a condition  in  which  the  patient  has  a per- 
sistent elevation  of  the  systolic,  and  usually  the 
diastolic,  blood  pressure  for  which  there  is  no 
demonstrable  cause.  In  the  early  stages  all  the 
patients  are  without  evident  cardiac  hypertrophy 
and  without  demonstrable  renal  lesions,  as  evi- 
denced by  the  fact  that  the  kidneys  are  able  to 
dilute  and  concentrate;  albumin  is  rarely  present 
in  the  urine,  and  only  occasionally  a few  hyaline 
casts  are  found;  there  is  a normal  phenolsul- 
phonephthalein  excretion,  and  the  chemical  com- 
ponents of  the  blood  are  normal  except  for  a 
slight  rise  in  the  uric  acid  content.  Eventually, 
the  continued  high  pressure  leads  to  cardiac 
hypertrophy  and  varying  degrees  of  arteriocapil- 
lary  fibrosis  or  arteriosclerosis,  with  perhaps  a 
tendency  to  affect  certain  organs  more  than 
others. 

“With  this  conception  of  the  disease,  a review 
of  7 6 cases  of  essential  hypertension  occurring 
in  private  practice  is  presented. 

In  a review  of  76  cases  of  essential  hyperten- 
sion observed  from  5 to  17  years,  the  number 
of  cases  was  about  equally  divided  between  the 
two  sexes.  The  mortality  for  the  group  of  men 
was  48%,  and  for  the  women,  9.2%.  During  the 
5 to  7 year  period  of  observation,  the  mortality 
was  remarkably  higher  among  the  men.  Myo- 
cardial failure  occurred  earlier  than  cerebral 
hemorrhage  among  the  men.  It  occurred  much 
earlier  in  men  than  in  women.  Death  from  cere- 
bral hemorrhage  in  a majority  of  the  cases  was 
preceded  by  a previous  apoplectic  seizure.  The 
greater  number  of  deaths  occur  because  of  heart 
and  blood-vessel  weakness. 

“The  renal  involvement  in  the  late  stages  of 
this  disease  is  usually  very  slight,  only  one  death 
occurring  in  the  series  because  of  renal  failure. 

“Essential  hypertension  occurring  in  women 
about  the  time  of  the  menopause  is  relatively 
benign  and  is  associated  with  fewer  accidents 


and  complications  than  for  a similar  group  in 
men. 

“No  definite  conclusions  can  be  drawn  as  to 
the  end-result  in  a given  case  from  a study  of  the 
blood  pressure  alone. 

“No  definite  prognosis  can  be  given  from  a 
study  of  the  blood  pressure,  the  prognosis  de- 
pending on  the  integrity  of  the  heart  and  blood- 
vessels.” 

The  Action  of  Hepatic  Extract  in  Hypertension. 

Turning  now  to  the  question  of  treatment,  we 
find  an  interesting  report  of  the  later  experiments 
conducted  by  Ralph  H.  Major  (J.  A.  M.  A.,  87:- 
311,  July  31,  1926). 

“In  a systematic  search  for  some  product  of 
metabolism  having  a pressor  effect,  we  found 
that  methylguanidin,  a normal  component  of  the 
urine,  is  capable  of  producing  a marked  and  pro- 
longed elevation  of  blood  pressure  in  animals  and 
in  man.  A further  study  of  the  urine  in  certain 
cases  of  arterial  hypertension  showed  a diminish- 
ed output  of  guanidin  compounds  when  com- 
pared with  normal  controls,  and  in  2 patients 
suffering  from  a marked  elevation  of  blood 
pressure  we  found  a great  increase  in  the  excre- 
tion of  guanidin  coincident  with  a fall  in  blood 
pressure.  A systematic  study  of  the  guanidin 
content  of  the  blood  in  patients  suffering  from 
arterial  hypertension  would  be  of  great  interest, 
but  at  present  we  have  unfortunately  no  simple 
or  accurate  clinical  method  of  making  such  esti- 
mations. 

“In  a series  of  experiments  carried  out  in  the 
laboratory,  we  have  studied  the  action  of  various 
salts  and  organ  extracts  which  lower  the  eleva- 
tion in  blood  pressure  produced  by  guanidin 
compounds.  Among  the  various  substances  ex- 
amined, the  effects  of  certain  liver  extracts  were 
very  marked  in  both  reducing  and  preventing 
what  we  may  term  a guanidin  hypertension.  The 
liver  extract  with  which  we  have  worked  is  pre- 
pared by  a process  of  alcoholic  fractionation, 
the  depressor  substance  being  thrown  down  as  a 
precipitate  when  an  alcoholic  content  of  ap- 
proximately 90%  is  reached.  This  precipitate  is 
dissolved  i'n  distilled  water  and  is  further  purified 
by  repeated  adjustments  of  the  reaction.  The 
final  purified  precipitate  is  dissolved  in  saline 
solution,  giving  a clear,  slightly  brownish  solu- 
tion, which  contains  in  the  concentrations  usually 
employed  a nitrogen  content  of  0.001%. 

' The  behavior  of  the  normal  blood  pressure 
to  injections  of  liver  extract  is  in  marked  con- 
trast to  that  produced  by  histamin  injections. 
A normal  animal  will  withstand  large  doses  of 
the  liver  extract  without  any  fall  in  blood  press- 
ure, often  from  15  to  20  times  the  dose  necessary 
to  lower  to  normal  an  elevation  in  blood  pressure 
produced  by  guanidin.  Histamin  solution,  on  the 
other  hand,  of  sufficient  strength  to  lower  the 
blood  pressure  produced  by  guanidin  compounds 
will  also  depress  the  normal  blood  pressure  of  an 
animal.  Very  large  doses  of  concentrated  liver 
extract  will  lower  the  normal  blood  pressure, 
but  their  action  on  normal  blood  pressure  is  very 
feeble  when  compared  with  the  powerful  de- 
pressant action  of  histamin. 

“Before  employing  our  liver  extract  in  the 
treatment  of  arterial  hypertension,  it  is  obviously 
necessary  to  work  out  a satisfactory  method  of 
standardization.  A method  has  been  worked 
out,  in  collaboration  with  Dr.  G.  H.  A.  Clowes  and 
Mr.  E.  E.  Swanson,  which  gives  an  adequate  in- 
dex of  the  activity  of  liver  extract.  This  method 
consists  essentially  in  introducing  a dilute  solu- 
tion of  methylguanidin  sulphate  through  the 
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femoral  vein  of  a cat  or  a dog  until  a definite 
rise  i'n  blood  pressure  to  20  mm.  or  more 
is  produced,  and  then  the  liver  extract  is 
slowly  introduced  into  the  other  femoral  vein 
until  the  blood  pressure  is  stabilized.  The  amount 
of  guanidin  solution  injected  is  read  off,  together 
with  the  quantity  of  liver  extract  necessary  to 
neutralize  the  guanidin.  The  temporary  unit 
that  we  have  employed  is  the  amount  of  depres- 
sor substance  necessary  to  neutralize  0.1  mg.  of 
guanidin  in  an  animal  weighing  2.5  kilograms. 

“We  have  treated  up  to  the  present  time  ap- 
proximately 100  patients  suffering  from  high 
blood  pressure.  This  material  represents  am- 
bulatory patients,  patients  under  observation  in 
hospital  wards  and  those  in  private  practice. 

“The  difficulties  in  drawing  conclusions  from 
this  experience  are  very  great.  Patients  under 
observation  in  the  hospital,  although  they  are 
not  confined  to  bed,  have  a definite  limitation  of 
activity  which  may  of  itself  induce  a fall  in  blood 
pressure.  Patients  who  are  treated  in  the  out- 
patient department  do  not  give  us  the  desired 
opportunity  for  repeated  blood  pressure  estima- 
tions; they  are  difficult  to  control  and  many  of 
them  are  irregular  in  their  visits  or  cease  their 
visits  from  time  to  time.  The  patients  seen  in 
private  practice,  in  whom  many  of  the  most 
suggestive  results  have  been  obtained,  have  not, 
as  a rule,  been  subjected  to  such  repeated  blood 
pressure  determinations,  which  weakens  con- 
clusions drawn  on  such  a group.  They  have, 
however,  been  the  group  which,  because  of 
greater  intelligence  and  perseverance,  has  car- 
ried out  the  treatment  faithfully.  They  also  had 
the  least  evidence  of  arterial,  arteriolar  and 
kidney  involvement,  and  in  many  instances  suf- 
fered comparatively  little  disability  from  their 
hypertension. 

“The  evidence  at  the  present  time,  that  the 
liver  extract  is  effective  in  certain  cases  of  arter- 
ial hypertension,  is  very  suggestive  but  is  not 
conclusive.” 

The  Antipressor  Fraction  from  Liver  Tissue  and 
Its  Physiologic  Action. 

Treating  of  this  same  subject  and  quite  in 
harmony  with  the  findings  of  Major,  we  have  the 
report  of  work  done  by  A.  A.  James,  N.  B.  Laugh- 
ton and  Bruce  Macallum  (J.  A.  M.  A.,  87:317, 
July  31,  1926). 

“The  physiologic  effects  of  these  extracts  are 
entirely  different  from  those  of  histamin  and 
ehlorin.  There  is  no  flushing,  as  is  the  case  with 
histamin.  The  duration  of  the  fall  in  blood 
pressure  is  much  more  prolonged  than  with  his- 
tamin, lasting  for  several  hours.  Following  the 
injection  in  experimental  animals,  there  is  no 
cardiac  or  respiratory  change  that  can  not  be 
accounted  for  by  the  fall  in  blood  pressure.  A 
diminution  of  kidney  and  splenic  volume  follow- 
ing administration  of  the  extract  has  been  noted. 
The  exact  mode  of  action  of  these  extracts  is 
still  obscure,  but  it  is  believed  that  the  principal 
effect  is  on  the  small  arterioles. 

“Our  clinical  results  with  liver  extracts  to  date 
have  ben  gratifying.  In  some  patients,  the  de- 
pression in  blood  pressure  was  very  gradual,  and 
the  lowest  point  was  reached  many  hours  after 
the  injection.  In  other  cases  the  effect  was  im- 
mediate and  persistent.  At  the  present  time,  the 
clinical  data  accumulated  are  not  exhaustive.  Un- 
fortunately the  instability  of  the  depressor  princi- 
pal under  the  most  favorable  conditions  is  such 
that  the  extracts  have  to  be  administered  fresh- 
ly prepared  to  insure  the  best  results. 

“As  to  the  chemical  nature  of  the  depressor  sub- 


stance, we  are  as  yet  in  ignorance.  However, 
the  effects  of  tetra-ethylammonium  compounds  on 
the  blood  pressure  in  dogs  more  nearly  resembles 
those  obtained  by  the  use  of  liver  extracts  than 
do  other  depressor  substances.” 

Circulatory  Tonics  versus  Circulation  Depressants 
in  Cardiovascular  Renal  Disease  with 
Hypertension. 

To  conclude  the  review  we  have  selected  an 
excellent  practical  paper  by  one  of  our  own 
members,  Clarence  L.  Andrews,  (J.  A.  M.  A.,  87:- 
928,  Sept.  18,  1926)  who  deals  with  the  problem 
from  the  clinical  standpoint  of  accurate  diagnosis 
and  helpful  therapy. 

“About  10  years  ago,  while  dealing  with  car- 
diovascular renal  disease  in  patients  who  come 
to  Atlantic  City  from  many  sections  of  the  United 
States  and  Canada,  I became  very  much  inter- 
ested in  the  observation  of  3 prominent  facts: 
First,  it  mattered  not  just  what  type  of  this 
group  of  diseases  the  individual  was  suffering 
from,  one  and  the  most  talked  about  symptom 
and  dread  in  his  mind  was  his  high  blood  press- 
ure. When  any  explanation  was  offered  in  try- 
ing to  point  out  that  the  increased  blood  pressure 
might  be  in  his  particular  case  a physiologic 
necessity,  there  was  invariably  no  further  in- 
terest shown.  Second,  it  made  very  little  differ- 
ence also  just  what  was  causing  the  hypertension; 
the  chief  and  foremost  remedy  furnished  py  the 
family  physician  in  treating  the  case  seemed  to 
be  the  nitrites  or  circulatory  depressants  in  some 
form.  Third,  in  many  instances  in  which  the 
physician  furnished  a letter  of  instructions  to  the 
patient  explaining  the  salient  points  in  his  case, he 
usually  laid  the  greatest  emphasis  on  the  hyper-, 
tension.  Moreover,  the  systolic  blood  pressure 
reading  alone  was  usually  given,  and  no  men- 
tion was  made  of  the  diastolic  pressure,  which 
many  clinicians  had  begun  to  feel  furnished  per- 
haps more  information  concerning  the  circulatory 
strain  than  the  systolic  did. 

“The  wide  and  extensive  use  of  the  nitrites  or 
circulatory  depressants  in  hypertensive  cases, 
without  regard  to  type  or  cause,  leads  one  to  feel 
that  there  exists  a widespread  fear  that  the  use 
of  the  digitalis  bodies  or  circulatory  tonics  in 
these  cases  would  raise  the  bolod  pressure  still 
higher  than  it  happened  to  be. 

“In  the  face  of  this  large  group  of  patients 
with  cardiovascular  renal  disease  with  hyper- 
tension, each  one  of  whom  presents  a somewhat 
different  clinical  ^picture,  yet  many  of  whom  de- 
pend on'  the  nitrites  or  some  form  of  circulatory 
depressant  as  his  chief  anchor  of  safety,  one  feels 
that  if  any  single  line  of  treatment  can  benefit 
all  patients  without  regard  to  cause,  it  most 
probably  is  not  the  correct  therapeutic  stay  in  at 
least  a few  of  them. 

“This  led  me  to  make  a second  attempt  to 
classify  these  cases  of  hypertension  under  group 
headings  due  to  causes,  in  order  to  see  if  ad- 
ditional light  might  not  be  thrown  on  the  sub- 
ject. 

“Using,  therefore,  the  blood  pressure  readings 
as  the  motor  expression  of  the  circulatory  ap- 
paratus in  physiologic  action,  I have  partially 
worked  out  the  following  groupings: 

“(1)  Hypertension  without  cause,  with  dias- 
tolic pressure  less  than  100,  as  reported  by 
Riesman,  of  Philadelphia,  which  occurs  in  women 
about  the  menopause,  and  which  tends  to  right 
itself  as  the  menopause  symptoms  are  alleviated. 

“(2)  Hypertension  with  a well  sustained 
systolic  pressure  with  a diastolic  above  110,  and 
whose  diastolic  falls  to  100  or  less  and  the  systolic 
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also  falls,  when  rest  and  eliminative  treatment 
are  carried  out. 

“(3)  Hypertension  with  a well  sustained  sys- 
tolic pressure  and  a diastolic  above  110,  whose 
systolic  falls  under  rest  and  eliminative  treat- 
ment, but  whose  diastolic  remains  at  or  above 
110. 

“(4)  Hypertension  with  a systolic  pressure 
not  well  sustained,  but  which  vacillates  from  10 
to  20  points  on  the  blood  pressure  machine  as 
the  pressure  is  taken,  with  a diastolic  about  110, 
both  of  which  come  down  under  rest  and  elimin- 
ative treatment,  but  whose  systolic  begins  to 
vacillate  again  following  slight  physical  exertion 
and  the  diastolic  goes  back  to  about  110. 

"(5)  Hypertension  with  systolic  pressure  well 
sustained  and  with  diastolic  below  10  0,  usually 
found  in  highly  neurotic  persons  of  both  sexes 
and  which  responds  very  little  to  any  form  of 
treatment,  but  remains  high  in  spite  of  all  one 
can  do. 

“Group  1 represents  a type  of  case  that  will 
usually  take  care  of  itself  and  should  give  us  no 
special  concern.  The  patients  in  group  2 evident- 
ly had  a hypertension  due  to  a toxic  basis,  which 
returned  to  within  the  normal  when  the  bowels 
and  kidney  eliminated  freely.  Group  3 seems  to 
show  a definite  increase  in  peripheral  resistance 
due  to  real  changes  in  the  cardiovascular  ap- 
paratus. Group  4 is  encountered  in  that  type 
of  patient  with  slight  hypertrophy  and  dilata- 
tion, with  a resultant  poorly  toned-up  heart 
muscle  that  needs  support  to  increase  its  tone. 
Group  5 has  some  yet  unexplained  cause  for  the 
hypertension,  which  does  not  respond  to  treat- 
ment, and  most  probably  has  some  endocrine 
imbalance  as  its  background. 

“We  have  noted  the  following  observations: 

“(1)  There  is  abundant  evidence  that  many 
treat  hypertension  as  a disease  itself. 

“(2)  There  is  a widespread  fear  that  digitalis 
raises  the  blood  pressure  and  should  not  be  used 
in  hypertension. 

“(3)  These  cases  can  be  partially  classified 
by  watching  the  blood  pressure  in  conjunction 
with  treatment  results. 

“(4)  Tonic  doses  of  digitalis  should  be  given 
in  hypertensive  cases  of  long  standing  to  support 
the  heart  muscle. 

“(5)  Patients  with  hypertension  of  long  stand- 
ing do  better  if  the  blood  pressure  is  'not  lowered 
too  much.” 


Worthy  of  His  Hire. 

A book  agent,  approaching  a negro  running 
an  elevator,  tried  to  convince  him  he  needed  a 
certain  book  on  mechanical  engineering. 

“No,  boss,  don’t  want  no  books.  Don't  git  no 
time  fo’  reading  books,”  he  drawled.  “It  takes  all 
mah  time  to  run  dis  elevator.” 

“But  this  book  will  help  you  to  run  your  eleva- 
tor. See  here:  there's  a whole  chapter  here  on 
elevators,”  persisted  the  canvasser. 

“Don’t  want  no  help  to  run  dis  elevator,”  said 
the  darky.  “Dis  elevator  runs  all  right  now.” 
“But,”  said  the  canvasser,  “This  will  help  you 
run  it  better.  You  will  know  twice  as  much 
when  you  get  through.” 

“No,  boss,”  he  said.  '}Why  boss,  I know  more 
now  than  I git  paid  for.” 


Use  No  Hooks. 

“Harold  says  that  all  he  wa'nts  is  a chance  to 
express  himself.” 

“Fine!  Where  to?” — (Judge.) 


Countp  is>ocietp  Reports. 

ATLANTIC  COUNTY. 

Joseph  H.  Marcus,  M.D.,  Reporter. 

The  autumn  activities  of  the  Atlantic  County 
Medical  Society  were  inaugurated  on  the  evening 
of  October  8;  there  having  been  no  meetings  held 
during  the  summer  months.  Dr.  D.  Ward  Scan- 
lan,  President,  called  the  meeting  to  order  at  8:30 
and  the  minutes  of  the  last  meeting  were  accept- 
ed as  read.  The  application  of  Dr.  W.  Blair 
Stewart,  Jr.,  was  presented  to  the  society  and  was 
unanimously  approved.  The  application  of  Dr. 
Ernest  Shore  was  presented  and  referred  to  Dr. 
Walt  P.  Conaway,  Chairman  of  the  Board  of  Cen- 
sors. The  society  voted  to  endorse  the  National 
Association  plan  for  organization  to  meet  the 
demands  of  calamity. 

The  Scientific  Program  was  presented  by  mem- 
bers of  the  County  Medical  Society  as  follows: 
“Abscess  of  the  Lung  from  the  Standpoint  of  the 
Roentgenologist",  by  Charles  B.  Kaighn,  Atlantic 
City;  “Rhizomelic  Spondylosis”,  by  Myrtile  Frank, 
of  Egg  Harbor;  “Clinical  Interpretation  of  Spinal 
Fuid  Examinations”,  by  R.  Kilduffe,  Director  of 
Laboratories  of  the  Atlantic  City  Hospital. 

Dr.  Kaighn  presented  the  4 modes  of  infection 
as  follows:  (1)  By  the  air  passages;  bacteria  and 
foreign  bodies.  (2)  Contiguity.  (3)  Blood.  (4) 
Lymphatics.  Most  postoperative  abscesses  are  due 
to  the  cuasative  agent  finding  entrance  by  way  of 
the  air  passages.  Of  a series  of  100  lung  abcesses 
reported,  2 7 followed  operations,  and  of  these,  21 
followed  tonsillectomy,  as  stated  by  Wesler  and 
Jackes.  Dr.  George  Muller  maintains  that  50% 
follow  operations,  and  of  these,  5 0 to  75%  fol- 
low tonsillectomy.  A large  percentage  of  foreign 
bodies  that  remain  in  the  lungs  produce  abscess 
sooner  or  later. 

Under  the  hematogenous  group  he  numbered 
pneumonia  among  the  causative  agents.  In  des- 
cribing the  morbid  anatomy  of  a lung  abscess, 
one  would  find  in  the  center  an  area  of  disinte- 
grating lung,  inflammatory  tissue;  surrounding 
which  would  be  a second  layer  composed  of  solidi- 
fied lung  infiltrated  with  leukocytes  and  young 
connective  tissue;  the  outer  or  third  layer  usu- 
ally consists  of  edematous  lung  tissue.  The  onset 
of  symptoms  varies,  due  to  the  different  causes, 
and  if  the  abscess  is  deep-seated  the  physical  find- 
ings are  indefinite  and  are  difficult  to  elicit.  The 
x-ray  examination  is  an  invaluable  aid  in  the 
diagnosis,  and  determination  of  location,  size  and 
progress. 

Dr.  Kaighn  emphasized  the  necessity  for  co- 
operation between  the  roentgenologist  and  the 
internist  or  surgeon.  He  feels  that  aspiration 
should  not  be  attempted  as  a means  of  diagnosis 
on  account  of  the  danger  of  soiling  the  pleura  and 
producing  empyema,  which  usually  is  fatal.  Re- 
garding active  treatment,  the  procedure  is  similar 
to  that  of  abscesses  situated  elsewhere,  the  ob- 
ject being  to  obtain  drainage  and  conserve  the 
life  of  the  patient.  He  enumerated  the  following 
procedures:  (1)  Postural  drainage;  (2)  rest  in 

bed:  (3)  diet:  (4)  vaccines,  which  should  be  auto- 
genous and  made  from  material  obtained  through 
a bronschoscope,  (which  vaccine  should  not  be 
used  in  the  acute  stage);  (5)  diathermy,  of  doubt- 
ful value;  (.6)  drugs  to  stimulate  the  appetite  or 
to  combat  anemia,  (don't  use  sedatives  for  the 
cough,  except  to  insure  sleep,  for  stopping  the 
cough  is  interfering  with  excellent  means  of 
drainage);  (7)  bronchopscopie  treatment  has  a 
distinct  field:  (8)  surgical  treatment,  consisting 
in  drainage. 
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Dr.  Kaighn  concluded  with  the  following  on 
prognosis:  A successful  outcome  depends  upon 

resistance  of  the  patient,  the  nature  of  the  organ- 
ism. location  of  the  abscess,  and  whether  due  to 
foreign  body. 

The  Scientific  Program  was  continued  by  Dr. 
Myrtile  Frank,  of  Egg  Harbor,  with  a dissertation 
on  ‘Rhizomelic  Spondylosis”,  and  a presentation 
of  2 cases.  Following  a resume  of  the  literature 
which  the  author  covered  thoroughly,  he  pre- 
sented the  following  case: 

Adult,  male.  Mother  died  of  cardiorenal  dis- 
ease. Father  suffered  with  spondylosis  deformans, 
and  died,  at  the  age  of  8 6,  of  bronchopneumonia. 
One  brother,  following  an  attack  of  rheumatic 
infection,  developed  ‘ Old  Man’s  Stoop”  at  the  age 
of  25. 

Past  history:  Rheumatic  infection  in  left  hip, 

in  December,  1909,  when  that  hip  was  injured  by 
an  explosion.  Present  illness  began  with  the  above 
accident,  following  which  he  had  hospital  care 
for  1 year  without  improvement.  The  disease  ex- 
tended to  the  spine,  which  later  became  some- 
what stiff  and  there  followed  subcostal  pain  on 
both  sides,  extending  around  body  like  a girdle. 
Pain  in  kidney,  somewhat  interferring  with  urin- 
ation. Neither  pain  Was  affected  by  pressure  and 
his  leg  and  thigh  were  devoid  of  feeling.  In  De- 
cember, 1910,  his  left  hip  was  ankylosed.  Lum- 
bar curve  was  obliterated;  up  to  the  ninth  dorsal 
the  spine  was  rigid,  deviating  to  the  right  side 
and  presenting  a scoliosis.  No  remedies  proved  ef- 
fective and  the  therapeutic  test  for  lues  was  nega- 
tive. Condition  remained  about  the  same,  until 
1913,  when  he  consulted  Dr.  Frank  for  infected 
tonsils.  In  a short  time  ankylosis  incident  to  the 
cervical  region  occurred  also  at  the  right  hip.  In 
1916,  following  an  attack  of  gastro-intestinal  dis- 
ease due  to  meat,  both  scapulohumeral  articula- 
tions became  involved.  An  attack  of  influenza 
with  pneumonia,  in  1922,  did  not  influence  the 
disease. 

Present  condition:  Undernourished  male.  Head 
can  only  be  slightly  moved  sideways  in  up  and 
down  motion.  Pupils  equal  and  react  to  light  and 
accommodation.  There  is  a pyorrhea  present. 
Throat,  heart,  lungs  and  abdomen  negative  for 
findings  of  importance.  The  left  hip  is  immobile, 
the  right  hip  % in.  extension,  with  grating  of  the 
left  knee.  Normal  right  knee  in  position  of  flexion, 
due  to  the  tilting  of  the  pelvis.  There  is  some  loss 
of  extension  of  the  ankles.  The  right  arm  can  be 
elevated  to  a right  angle;  left  elbow  not  more  than 
6 in.  from  the  chest.  Both  elbows,  wrists,  and 
fingers  retain  full  functional  powers.  Chest  is 
compressed  from  side  to  side.  Upper  ribs  in  front 
connected  with  cartilage  at  an  acute  angle.  On 
inspiration  left  half  of  chest  expands  % in.;  the 
right  being  immobile.  Spine  painless,  but  rigid 
from  coccyx  to  the  axis.  Pelvis  distorted  with 
normal  curves  obliterated.  .Whole  trunk  bowed 
forward  in  the  direction  of  the  face  at  an  acute 
angle  toward  the  ground.  Walking  difficult,  but 
not  painful;  usually  employs  cane  or  crutches. 
Walks  up  ste.ps  sideways  and  enters  a car  back- 
ward. (This  patient  was  exhibited). 

Case  No.  2 was  more  or  less  similar  in  physical 
signs  and  history,  the  second  patient  being  a half 
brother  to  the  first.  Patient  born  in  189  6.  Dr. 
Fank’s  conclusions  were  as  follows:  There  is 

probably  an  hereditary  familial  maladjustment, 
as  all  male  members  of  the  family  are  affected. 
The  first  boy  showed  intermissions  of  disease, 
which  would  again  become  active  with  a new 
form  of  infection.  Pain  not  due  to  a true  neuritis, 
as  pressure  does  not  affect  it,  neither  does  calci- 
fication around  nerve  roots  seem  to  be  a cause 


as  when  kyphosis  was  established  pain  disappear- 
ed. The  disease  seems  to  be  an  entity,  distinct 
from  arthritis  deformans,  as  joints  of  small  bones 
are  not  affected. 

Dr.  Charles  P.  Ivaighn,  roentgenologist  to  the 
Atlantic  City  Hospital,  demonstrated  the  x-ray 
findings  of  these  cases. 

The  program  was  concluded  with  the  ‘‘Clinical 
Interpretation  of  Spinal  Fluid  Examinations”,  by 
Dr.  Robert  A.  Kilduffe,  Director  of  Laboratories. 
(This  paper  will  be  published  in  full  in  an  early 
issue  of  the  Journal. — Ed.) 

These  papers  were  discussed  by  Drs.  Martin, 
Miller,  Kilduffe,  Carrington,  Scanlan,  and  other 
members.  A rising  vote  of  thanks  was  extended 
to  the  speakers  of  the  evening  for  their  splendid 
and  comprehensive  presentations. 


Atlantic  City  Hospital  Staff. 

Joseph  H.  Marcus,  M.D.,  Secretary. 

The  regular  monthly  meeting  of  the  Atlantic 
City  Hospital  Staff  was  held  in  the  auditorium  of 
the  Nurses’  Home,  Friday,  October  16,  at  8:30 
p.  m.  The  meeting  was  called  to  order  by  Dr. 
Richard  Bew,  President,  with  the  following  mem- 
bers in  attendance:  Drs.  Bew,  Senseman,  David- 

son, Scanlan,  Darnall,  Kaighn,  Marcus,  Pilking- 
ton,  Bossert,  Harley,  Carrington,  Rosenblatt,  Kil- 
duffe, Matheson,  Ratcliffe,  Rosenberg,  Cheeves, 
Summer,  Hyman,  Irwin,  Sinkinson,  Winn,  Ireland, 
Brown,  Poland,  Fish,  McGeehan,  Uzzell,  Penning- 
ton, Shivers  and  Subin. 

The  minutes'  of  the  previous  meeting  were  read 
and  approved.  Dr.  Theodore  Senseman,  reporting 
for  the  building  committee  of  the  new  hospital, 
stated  that  the  progress  made  up  to  the  present 
was  commendable  and  that  within  a short  period 
of  time  certain  parts  of  this  new  institution  would 
be  ready  for  occupancy.  He  also  reported  as 
Chairman  of  the  Training  School  Committe.  Dr. 
W.  J.  Carrington,  Chairman  of  the  Intern  Com- 
mittee urged  upon  all  members  the  more  intensive 
study  of  certain  types  of  cases  with  the  resident 
physicians.  The  matter  of  the  length  of  intern 
service  was  referred  to  the  chairman,  Dr.  Car- 
rington, for  final  disposition. 

A communication  was  read  from  Dr.  W.  B. 
Stewart,  Jr.,  in  which  he  applied  for  the  position 
of  assistant  to  the  dispensary  clinic  in  the  out- 
patient department.  Dr.  Bew  and  Dr.  Marcus 
highly  recommended  Dr.  Stewart,  and  the  com- 
munication was  referred  to  the  Board  of  Gov- 
ernors for  action  at  the  annual  meeting.  Dr. 
C.  H.  Shivers  recommended  the  appointment  of 
Dr.  Daniel  Reynor  as  assistant  in  the  genito- 
urinary department  pending  his  approval  by  the 
Board  of  Governors.  It  was  moved  and  properly 
adopted  that  the  above  mentioned  applicants 
be  appointed  as  temporary  assistants,  pending 
the  annual  meeting  referred  to. 

The  scientific  program  was  instituted  by  Dr. 
William  Edgar  Darnall  reporting  for  his  Gyne- 
cologic Service.  Briefly  presenting  statistics,  Dr. 
Darnall  stated  the  following:  9 8 patients  ad- 

mitted, of  whom  87  were  operated  upon.  The 
total  number  of  operations,  132,  with  a mortality 
of  2.3%;  the  2 deaths  occurred  in  moribund  fe- 
male patients  presenting  abdominal  pathology 
which  necessitated  immediate  operation. 

The  following  case  report  was  presented  by 
Dr.  Darnall,  together  with  a very  comprehensive 
and  interesting  dissertation  on  “Bilateral  Ectopic 
Kidneys,  with  Case  Report  of  10  Similar  Con- 
ditions.” 

This  case  is  interesting  because  of  some  rather 
unusual  features.  She  is  an  unmarried  female. 
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38  years  of  age.  Her  father  died  of  hemiplegia, 
her  mother  is  living.  She  says  she  never  has 
been  sick  except  for  an  acid  indigestion.  Her 
weight  is  120  lb.  She  has  an  occasional  head- 
ache, no  backache,  is  constipated.  Her  heart 
and  lungs  present  no  abnormalities.  Her  urine  is 
normal,  blood  Wassermann  negative.  The 
menstrual  periods  appeared  at  the  age  of  12,  and 
have  been  regular,  coming  a little  in  advance  of 
the  28  day  cycle  and  always  associated  with 
dysmennorrhea.  She  flows  rather  freely  and  for 
the  past  year  or  two  has  suffered  with  a severe 
menorrhagia;  at  times  the  hemorrhage  is  so 
severe  as  to  seriously  deplete  her  blood.  The 
vagina  and  cervix  are  normal  but  the  uterus  is 
small  in  size  and  hard.  She  underwent  an  op- 
eration in  another  clinic  3 years  ago,  at  which 
time  the  right  tube  was  removed  and  the  right 
ovary  resected.  She  was  told  she  had  no  left 
tube  or  ovary. 

In  order  to  relieve  her  excessive  flow,  x-rays 
were  used,  6 or  7 exposures  being  made.  This 
instead  of  relieving  the  condition,  rather  aggra- 
vated it.  It  was  then  decided  to  do  a hysterec- 
tomy. On  opening  the  abdomen  the  uterus  was 
seen  to  be  hard  and  small,  almost  infantile  in 
type.  The  right  tube  had  been  removed  and  the 
right  ovary  implanted  in  the  cornua,  which  pre- 
sented a smooth  rounded  appearance.  Over  on 
the  left  side  skirting  the  rim  of  the  pelvis  was  a 
tube,  normal  in  size  and  a rather  shrivelled  ovary. 
Attached  to  the  proximal  end  of  this  tube  was  a 
cord -like  structure  somewhat  enlarged  at  its  up- 
per end  and  between  this  and  the  uterus  proper 
the  border  of  the  broad  ligament,  which  was  the 
only  connection  it  had  with  the  uterus  proper, 
was  smooth  and  even.  The  2 structures  were 
separated  by  at  least  3 V2  in.  This  was  evidently 
the  vestige  of  a secondary  uterus.  Malformations 
of  the  uterus  result  either  from  faulty  or  in- 
complete fusions  of,  or  from  arrested  develop- 
ment of  the  ducts  of  Muller.  In  the  present  case 
the  right  half  developed  into  a functionating 
uterus,  but  the  development  of  the  left  half  was 
arrested  and  it  remained  only  a vestige,  although 
its  corresponding  tube  was  developed  to  normal 
size.  It  is  rather  extraordinary  that  these  2 struc- 
tures should  be  so  widely  separated. 

There  was  a mass  at  the  left  of  the  rectosig- 
moid junction  which  did  not  seem  to  toe  inflam- 
matory in  character;  the  peritoneum  sliding  easily 
over  it.  On  opening  the  posterior  peritoneum  the 
mass  was  seen  to  toe  a kidney,  somewhat  under- 
sized; a true  case  of  pelvic  kidney.  Pelvic  kidney 
does  not  mean  the  ptosis  of  a normal  kidney  but 
is  considered  to  be  congenital.  The  ureter  was 
short.  The  location  of  this  kidney  in  this  posi- 
tion explains  the  character  of  pain  the  patient 
had  suffered  from  as  told  in  her  history.  She 
stated  that  often  at  stool  she  was  seized  with  a 
severe  pain  while  defecating,  severe  enough  to 
cause  her  to  faint.  It  would  be  unwise  td  at- 
tempt to  lix  this  kidney,  doing  a nephropexy;  the 
ureter  was  not  long  enough  to  justify  it.  Since 
she  possesses  a good  kidney  on  the  right  side  and 
her  ’pthalein  function  is  above  50%,  the  kidney 
was  removed. 

A discussion  of  Dr.  Darnall’s  presentation  fol- 
lowed by  Drs.  Carrington,  Shivers,  Bew.McGeehan, 
Ratcliffe,  Scanlan,  Brown,  and  others. 

Due  to  the  facilities  offered  by  the  Nurses’ 
Home  for  conducting  meetings,  it  was  unanimous- 
ly recommended  that  future  meetings  be  held 
there.  A motion  was  made  and  duly  seconded 
that  the  activities  of  the  county  medical  society 
in  its  propaganda  and  efforts  for  limiting  infec- 


tion be  heartly  approved  by  the  Atlantic  City 
Hospital  Staff. 

It  was  recommended  by  Dr.  Carrington  that 
certain  medical  journals  for  the  use  of  the  resi- 
dent physicians  be  purchased.  The  following  se- 
lection was  made;  Journal  of  the  American  Med- 
ical Association;  American  Journal  of  Diseases 
of  Children;  American  Journal  of  the  Medical 
sciences;  British  Medical  Journal;  Journal  of  Ob- 
stetrics and  Diseases  of  Women;  Surgery,  Gyne- 
cology and  Obstetrics. 


BERGEN  COUNTY. 

H.  B.  Wolowitz,  M.D.,  Reporter. 

On  October  12  the  Bergen  County  Medical  So- 
ciety held  its  regular  annual  meeting  together 
with  dinner  at  the  Swiss  Chalet,  Rochelle  Park. 
The  guest  of  honor  was  Dr.  S.  E.  Armstrong,  of 
Rutherford. 

Resolutions  on  the  deaths  of  Doctors  Adams, 
MacDonald  and  Beveridge  were  accepted: 

‘The  Bergen  County  Medical  Society  regrets 
its  unavoidable  delay  in  making  official  mention 
of  the  death  of  Dr.  Charles  F.  Adams  on  April 
21,  1926. 

Doctor  Adams,  up  to  his  last  illness,  was  one 
of  the  oldest  members  of  the  society  in  active 
practice,  one  term  its  President,  during  which  he 
served  with  eminent  ability,  and  always  active  in 
promoting  its  interests. 

Trained  in  the  school  of  homeopathy  he  wras 
a consistent  believer  in  its  potencies  of  high  and 
lowr  degree. 

His  college  training  was  plainly  apparent  in 
his  felicities  of  speech,  his  breadth  of  mind  and 
his  command  of  classical  allusions  to  beautify 
and  strengthen  his  spoken  and  written  language, 
while  facetiousness  smoothed  the  rough  edges 
of  a seeming  sternness  of  dignity. 

The  society  hereby  records  its  sense  of  loss  in 
the  death  of  Dr.  Adams  and  offers  its  sympathy 
to  his  bereaved  family." 

The  above  was  read  by  Dr.  Pratt. 

‘‘Whereas,  it  has  pleased  God  in  his  infinite 
wisdom  to  take  from  us  one  of  our  members, 
Harry  G.  McDonald,  and 

Whereas,  he  has  been  a faithful  member  of 
this  society  for  many  years  and  devoted  to  its  in- 
terests. 

Be  it  resolved,  that  this  tribute  to  his  memory 
be  spread  in  full  upon  the  minutes  of  this  so- 
ciety and 

Be  it  further  resolved,  that  a copy  of  this 
resolution  be  sent  to  his  family." 

Michael  Sarla,  Chairman. 

D.  A.  Curtis, 

P.  R.  McFeely. 

‘‘Mrs.  M.  B.  Beveridge, 

Teaneck  Rd.,  Teaneek,  N.  .7. 

Dear  Mrs.  Beveridge; 

The  Bergen  County  Medical  Society  extends 
to  you  its  heartfelt  sympathy  for  the  loss  you 
have  sustained  in  the  death  of  your  husband, 
and  wishes  to  express  our  regret  that  we  could 
not  have  known  him  personally  and  more  intim- 
ately, as  we  feel  that  he  would  have  proven  to  be 
a valuable  member  of  the  society.  We  trust  you 
will  have  comfort  in  the  knowledge  of  his  char- 
acter and  accomplishments. 

Sincerely, 

H.  Trossbach.  M.D., 

Committee.” 
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Dr.  Spencer  T.  Snedecor,  of  Hackensack,  was 
elected  to  membership,  and  the  transfer  of  Dr. 
E.  E.  Sawyer,  of  Hackensack,  from  the  Essex 
County  Society  was  accepted. 

The  dinner  was  a splendid  success  from  both 
the  social  and  gastronomic  aspects. 

Dr.  Sullivan,  President  of  the  society,  acted  as 
toastmaster.  He  called  first  upon  Dr.  Pinneo, 
who  spoke  about  the  State  Society’s  group  insur- 
ance plan  urging  immediate  action.  Dr.  McBride 
spoke  urging  cooperation  with  th'e  state  welfare 
committee  in  health  legislation.  Dr.  Poliak,  of 
Hudson  County,  spoke  forcefully  on  medical 
ethics,  ideals,  and  aspirations.  Dr.  Clock,  of 
Rockland  County,  N.  Y.,  and  Dr.  Pratt,  of  Bergen 
County,  N.  J.,  each  made  a few  remarks. 

Dr.  S.  E.  Armstrong,  in  whose  honor  the  din- 
ner was  given  as  a surprise,  was  the  next  speaker. 
The  substance  of  his  remarks  follow: 

This,  I will  have  you  understand,  is  not  my 
swan  song,  for  I intend  to  continue  in  active 
practice  as  long  as  I am  physically  able. 

In  1885  I came  to  Passaic  County  and  joined 
its  medical  society.  Three  years  later  I moved 
to  Rutherford,  in  Bergen  County,  and  soon  be- 
came a member  of  the  Bergen  County  Society. 
I have  never  regretted  my  connection  with  either 
society. 

Inasmuch  as  this  honor  has  been  given  me  as  a 
complete  surprise,  I am  not  well  prepared  to 
speak,  so  do  not  hold  me  too  strictly  accountable 
for  what  I may  say. 

Since  my  early  days  science  has  greatly  ad- 
vanced, for  example,  appendicitis  as  an  entity 
was  hardly  known  in  1885,  Advancement  and 
the  support  of  medicine  before  ’85  came  only 
from  physicians.  It  was  not  until  later  that  lay 
people  began  to  give  money  and  support.  They 
did  this  not  because  they  had  any  special  love 
for  the  profession,  but  to  help  their  fellowmen. 

The  Bergen  County  Society  should  be  a great 
society  in  this  state,  for  it  is  well  located,  near  a 
great  medical  center,  a,nd  excellent  speakers  can 
easily  be  gotten.  It  all  depends  on  trying,  and 
on  attending  meetings  well. 

Thank  you  very  much  for  the  honor  you 
have  conferred  upon  me.  It  was  most  un- 

expected. 


Hackensack  Hospital  Start'. 

Spencer  T.  Snedecor,  M.  D.,  Reporter. 

The  Associated  Physicians  of  the  Hackensack 
Hospital  held  their  monthly  meeting  on  October 
18,  wih  Dr.  D.  Corn,  the  President,  in  the  chair. 

Dr.  F.  S.  Hallett  reported  for  the  Library  Com- 
mittee that  they  hoped  to  have  the  G.  Howard 
MacFadden  Memorial  Library  completely  install- 
ed within  the  week. 

On  the  mortality  of  the  month  the  chart  com- 
mittee had  selected  the  following  cases  for  dis- 
cussion : 

“Lysol  Poisoning”,  Dr.  S.  E.  Armstrong,  of 
Rutherford;  ‘‘Intestinal  Obstruction”,  Dr.  Mich- 
ael Sarla,  of  Hackensack;  ‘‘Secondary  Hemor- 
rhage from  Gall-Bladder  after  Cholecystostomy”, 
Dr.  Louis  Greenberg,  of  Lodi;  ‘‘Tetanus”,  Dr. 
Flora  Adams,  of  Hackensack;  “Acute  Enteritis 
in  Baby”,  Dr.  Harriet  Knox,  of  Hackensack; 
“Extra-Uterine  Pregnancy”,  Dr.  D.  Corn,  of 
Ridgefield  Park. 

Dr.  Armstrong  discussed  his  case  of  lysol 
poisoning.  Patient  was  admitted  to  hospital  1 
hour  after  swallowing  a large  amount  of  lysol. 
She  was  in  shock  and  unconscious,  which  made 
gastric  lavage  necessary,  although  in  general  it 
is  contraindicated.  The  stomach  was  first  wash- 


ed out  with  bicarbonate  of  soda  solution  and  then 
alcohol.  A quantity  of  egg  white  was  left  in. 
Four  hours  later  the  patient  regained  conscious- 
ness and  rallied.  However,  severe  toxemia  grad- 
ually set  in  and  she  died  3 days  later.  The  urine 
became  very  bloody  and  full  of  albumin. 

Dr.  Sarla  reported  that  his  case  of  intestinal 
obstruction  occurred  in  a female,  age  47,  ad- 
mitted to  the  hospital  complaining  of  vomiting, 
constipation  and  abdominal  distension.  For  some 
weeks  patient  had  not  had  a normal  bowel  move- 
ment, while  her  abdomen  had  been  slowly  increas- 
ing in  size.  For  10  days  she  had  taken  only  small 
amounts  of  food  and  3 days'  previous  to  admis- 
sion began  vomiting.  Rectal  examination  revealed 
a large  mass  rather  low  down  in  the  rectum.  An 
x-ray  of  a bismuth  enema  showed  complete  ob- 
struction about  6 cm.  above  anus.  Diagnosis  was 
intestinal  obstruction  probably  due  to  carcinoma 
of  rectum.  Under  spinal  anesthesia,  a colostomy 
was  performed.  Patient  went  to  sleep  during  op- 
eration and  did  not  regain  consciousness;  died  12 
hours  later. 

In  the  general  discussion  2 possible  reasons  for 
the  rather  sudden  termination  were  suggested: 
sudden  dilatation  of  the  splanchnic  vessels  due 
to  the  spinal  anesthesia,  or  sudden  collapse  from 
the  long  absorption  of  intestinal  toxins. 

Dr.  Adams’  case  of  tetanus  was  due  to  a crush- 
ing injury  of  2 fingers  2 weeks’  previously,  which 
had  received  no  medical  attention.  On  admission 
the  patient  complained  of  pain  in  the  muscles  of 
the  back  and  difficulty  in  opening  the  mouth.  The 
body  was  cyanosed,  very  rigid,  head  retracted 
and  jaw  fixed.  The  slightest  sensory  stimulation 
caused  a severe  spasm.  20,000  units  of  antitoxin 
were  given  intravenously  and  30,000  intraspin- 
ously  at  once.  The  following  day  the  patient  re- 
ceived 10,000  units  both  ways  and  again  on  the 
third  day.  Magnesium  sulphate  solution  intra- 
venously (20  c.c.  of  10%  solution)  seemed  to  re- 
lieve the  spasms  for  a while  but  later,  on  the 
third  day,  patient  died  in  a convulson. 

Dr.  Greenberg  discussed  his  case  of  hemor- 
rhage from  ulceration  of  the  gall-bladder  as  a 
rare  occurrance.  About  2 months  after  a cho- 
lecystostomy the  patient  had  a fatal  hemorrhage, 
blood  gushing  up  from  the  sinus  tract  and  when 
that  was  occluded  continued  down,  the  biliary 
ducts  to  fill  the  small  bowel  until  the  patient  was 
exsanguinated.  Postmortem  examination  revealed 
an  ulcer  of  the  gall-bladder  near  the  cystic  duct. 
No  stones  were  present. 

Dr.  Harriet  Knox  gave  a general  summary  of 
acute  enteritis  in  children,  in  connection  with  her 
case  report. 

Dr.  D.  Corn  told  of  his  case  of  extra-uterine 
pregnancy  that  failed  to  rally  postoperatively.  He 
then  reviewed  the  principle  points  of  symptom- 
atology and  diagnosis  in  this  disease. 


BURLINGTON  COUNTY. 

R.  I.  Downs,  M.D.,  Reporter. 

The  ninety-senventh  annual  meeting  of  the 
Burlington  County  Medical  Society  was  held  at 
the  St.  Mary’s  Guild  House,  Burlington,  on  Oc- 
tober 13,  at  1:00  p.  m.  There  were  27  members 
and  guests  present  with  the  President,  R.  I. 
Downs,  in  the  chair.  The  guests  were  Dr.  Wil- 
liam C.  V.  Wells,  of  Delanco;  Dr.  E.  Warren 
Rodman,  of  Beverly;  and  Dr.  Frank  W.  Pinneo, 
of  Newark. 

There  were  4 applications  for  membership  in 
the  society.  The  above  mentioned  Drs.  Wells  and 
Rodman,  with  Dr.  F.  D.  Fahrenbauch,  of  Mt. 
Holly,  and  Dr.  D.  H.  Lafevor,  of  Palmyra. 
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Drs.  Russell  D.  Geary,  of  Riverside,  and  Andrew 
Smith,  of  Mt.  Holly,  who  were  previously  elected 
to  membership,  signed  the  constitution. 

The  annual  election  of  officers  then  took  place. 
The  Auditing  Committee,  Drs.  Rogers  and  Thorne, 
found  the  Treasurer’s  Report  correct. 

The  Nominating  Committee,  composed  of  Drs. 
Newcomb,  Marcy  and  Ulmer,  presented  to  the 
society  the  following  names  for  approval  and 
they  were  unaminously  elected:  President,  B.  K. 

Brick;  Vice-President,  Richard  Anderson;  Secre- 
tary and  Treasurer,  George  T.  Tracy;  Reporter, 
R.  I.  Downs;  Censor,  D.  H.  B.  Ulmer;  Delegates 
to  State  Society,  Edgar  Haines  and  A.  L.  Gor- 
don; Alternates  to  State  Society,  H.  W.  Bauer 
and  R.  I.  Downs;  Member  of  Nominating  Com- 
mittee of  State  Society,  M.  W.  Newcomb:  D. 
F.  Renter;  Delegates  to  Camden  County  Medi- 
cal Society,  H.  C.  Curtis  and  Nathan  Thorne; 
Delegates  to  Atlantic  County  Medical  Society, 
Harry  Rogers  and  E.  R.  Mulford;  Delegates  to 
Cape  May  County  Medical  Society,  Alexander 
Marcy  and  Joseph  Stokes;  Delegates  to  Glouces- 
ter County  Medical  Society,  B.  P.  Powell  and 
Joseph  Kuder;  Delegates  to  Salem  County  Med- 
ical Society,  G.  T.  Tracy  and  G.  H.  Wilkinson; 
Chairman  Section,  Practice  of  Medicine,  Janu- 
ary Meeting,  H.  L.  Rogers;  Surgery,  April  Meet- 
ing, Andrew  Smith;  Obstetrics  and  Pediatrics, 
June  Meeting,  J'.  M.  D"avis. 

A committee  composed  of  Drs.  Joseph  Stokes 
and  Emma  Weeks  Metzer  presented  the  follow- 
ing resolution  on  the  death  of  Dr.  George  E. 
Harbert : 

'We  wish  to  record  with  great  sorrow  the 
tragic  death  of  our  fellow  member,  Dr.  George 
Eugene  Harbert,  who  died  on  November  12,  1925, 
as  a result  of  an  automobile  accident.  Dr.  Har- 
bert had  been  a member  of  our  society  since  1902 
and  had  earned  the  respect  of  all  our  members. 
He  occupied  the  position  of  President  in  the  year 
1916. 

Dr.  Harbert  was  born  in  Mt.  Holly,  May  22, 
1876;  graduated  from  Peddie  Institute  in  1895, 
and  received  his  medical  education  at  the  Uni- 
versity of  Pennsylvania,  graduating  in  1899.  He 
located  in  Beverly  in  1908  where  he  soon  built 
up  an  extensive  practice.  He  was  a member  of 
the  New  Jersey  State  Medical  Society  and  the 
American  Medical  Association,  also  the  Philadel- 
phia Medical  Club.  He  served  as  school  physi- 
cian in  Beverly  for  several  years. 

We  feel  that  in  his  death,  this  coummunity  as 
well  as  our  society  has  lost  a valued  and  respect- 
ed member  and  we  desire  that  this  minute  be 
transmitted  to  his  family  as  a testimonial  of  our 
high  regard.” 

The  resolution  of  Dr.  Joseph  Stokes,  present- 
ed and  discussed  at  the  last  meeting,  to  change 
Chapter  I,  Section  1 of  the  by-laws  of  the  society 
was  passed.  Section  1 now  reads: 

‘‘The  Society  shall  judge  of  the  qualifications 
of  its  members  but  as  it  is  the  only  door  to  the 
Medical  Society  of  New  Jersey  and  to  the  Ameri- 
can Medical  Association  for  physicians  within  its 
jurisdiction,  every  reputable  and  legally  qualified 
physician  in  Burlington  County,  who  has  been  en- 
gaged in  the  practice  of  medicine  for  the  period 
of  one  year  in  said  county,  and  who  does  not  sup- 
port, practice,  or  claim  to  practice  sectarian  med- 
icine shall  be  entitled  to  membership.  The  ad- 
dition of  one  year  of  practice  in  the  county,  how- 
ever, will  not  include  the  present  applicants.” 

The  letter  from  Dr.  Reik  to  the  County  So- 
ciety Presidents  explaining  and  recommending 
the  organization  of  the  Woman’s  Auxiliary  of 
each  county  medical  society  was  read.  Dr.  Mul- 


ford favored  it  strongly.  The  society  voted  its 
cooperation  and  gave  the  President  power  to  pro- 
ceed with  the  movement. 

The  letter  from  Dr.  Reik  explaining  his  edu- 
cational program  for  the  coming  year  was  read. 
The  society  members  wish  to  aid  in  the  above 
program  both  individually  and  collectively  when 
possible. 

The  Reporter,  Dr.  Downs,  spoke  of  the  remark- 
able improvement  of  the  State  Journal  as  a result 
of  the  efforts  o'f  Dr.  Reik.  The  work  of  the  re- 
porter is  not  only  to  fully  report  each  meeting' 
but  he  should  also  report  any  interesting  or  in- 
structive medical  news  arising  between  meetings. 
Each  member  can  aid  the  Journal  by  forwarding 
any  news  items  to  the  reporter. 

Dr.  Frank  W.  Pinneo,  Chairman  of  Committee 
on  Life,  Accident,  and  Health  Insurance  of  the 
State  Society,  addressed  the  meeting  and  explain- 
ed fully  the  question  of  Group,  Life,  Health  and 
Accident  Insurance,  now  under  discussion.  Many 
questions  were  asked  him.  The  members  appear- 
ed exceedingly  interested  in  the  subject  and  gave 
Dr.  Pinneo  a rising  vote  of  thanks  in  apprecia- 
tion of  his  presence. 

The  President's  Annual  Address  was  then  de- 
livered. The  subject  taken  was:  “Efficiency  and 

Keeping  Fit  in  General  Practice”.  It  was  receiv- 
ed very  graciously  by  the  members.  (The  Ad- 
dress will  be  published  in  an  early  number  of 
the  Journal. — Ed.) 

Dinner  followed  and  the  meeting  adjourned  to 
reconvene  in  Mt.  Holly  in  January. 


CAMDEN  COUNTY. 

Grafton  E.  Day,  M.D.,  Reporter. 

The  annual  meeting  of  the  Camden  County 
Medical  Society  was  held  at  the  City  Dispensary 
on  Tuesday,  October  12,  1926,  at  3 p.  m.,  Dr.  A. 
M.  El  well  in  the  chair. 

After  reading  of  the  minutes,  Dr.  J.  B.  Mor- 
rison, Recording  Secretary  of  the  State  Medical 
Society,  was  introduced  and  explained  the  pro- 
posed group  life  and  health  insurance,  the  advan- 
tageous and  exceptional  conditions  offered  in  these 
contracts,  and  said  he  thought  the  offer  should 
receive  the  support  of  all  members  of  the  State 
Society;  some  of  the  advantages  of  this  policy  are 
its  participating  dividends  and  the  non-cancel- 
able  character  of  the  health  and  accident  policy. 

Dr,  Reik,  the  Executive  Secretary  and  Editor 
of  the  Journal,  endorsed  the  health  and  life  in- 
surance proposition  and  called  attention  to  the 
fact  that  the  members  of  the  State  Society, 
through  group  action,  are  now  enjoying  the  best 
malpractice  insurance  policy  that  is  procurable 
in  this  country,  and  that  they  only  had  to  act  co- 
operatively to  secure  similar  benefits  in  respect 
to  health,  life  and  accident  insurance. 

A vote  of  thanks  was  given  Dr.  Morrison  and 
Dr.  Reik  for  the  clear  presentation  of  this  matter. 

Dr.  Joseph  Crowley  was  admitted  to  the  so- 
ciety by  transfer  from  Lebanon  County,  Penn- 
sylvania, and  Dr.  Charles  R.  Hutchinson,  of  West- 
field  Avenue,  Camden,  was  elected  to  membership. 
Two  applications  for  membership  were  read  and 
referred  to  the  Board  of  Censors. 

The  report  of  the  Nominating  Committee  was 
then  called  for  and  the  following  named  officers 
were  duly  nominated  and  elected:  President,  Al- 

fred Cramer,  Jr.;  Vice-President,  T.  A.  Madden; 
Secretary,  Thomas  B.  Lee;  Assistant  Secretary, 
Joseph  E.  Roberts,  Jr.;  Treasurer,  J.  E.  L.  Van 
Sciever;  Reporter,  Grafton  E.  Day;  Historian, 
David  F.  Bentley,  Jr. ; Censor,  J.  W.  Marcy;  Trus- 
tee, Joseph  E.  Hurff;  Committee  on  Scientific 
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Work:  George  P.  Meyer,  Chairman,  T.  K.  Lewis, 
Paul  T.  Y'oung.  Committee  on  Arrangements: 
Ernest  G.  Hummell,  Chairman,  Beulah  Hol- 
linshed,  W.  H.  Haines.  Delegates  to  Medical  So- 
ciety of  N.  J.;  R.  E.  Schall,  J.  P.  Brennan,  J.  E. 
Roberts,  Jr.,  L.  H.  Ewing.  Delegats  to  Atlantic 
County  Medical  Society:  P.  M.  Mecray,  A.  B. 

Davis,  W.  Jennings.  Delegates  to  Burlington 

County  Medical  Society:  I.  E.  Deibert,  E.  W.  Ros- 
sell.  B.  F.  Buzby.  Delegates  to  Cap  May  County 
Medical  Society:  D.  F.  Bentley,  Jr.,  E.  F.  Harris, 
T.  E.  Hughes.  Delegates  to  Cumberland  County 
Medical  Society:  A.  T.  Eaton,  H.  F.  Palm,  Mar- 
cus K.  Mines.  Delegate  to  Gloucester  County  Med- 
ical Society:  Emma  Richardson,  M.  M.  Osmun, 
W.  W.  Kain.  Delegates  to  Salem  County  Medical 
Society:  T.  M.  Kain,  L.  C.  Lyon,  A.  Macalister. 
Nominating  Committee  of  State  Society,  1927:  A. 
Haines  Lippincott;  Nominating  Committee  of 
County  Society,  1927:  J.  Lynn  Mahaffey,  Chair- 
man, H.  F.  Palm,  J.  E.  Howard. 

The  report  of  the  Treasurer,  having  been  audit- 
ed and  found  correct,  was  approved. 

Resolutions  were  presented  from  the  Camden 
City  Medical  Society  in  which  was  set  forth  the 
relations  existing  between  the  City  and  the  Coun- 
ty Medical  Societies,  and  proposing  that  the  City 
Society  shall  meet  hereafter  not  oftener  than  4 
times  a year,  provided  the  County  Society  shall 
accept  the  following  proposals:  (1)  That  month- 
ly meetings  be  held  in  the  evening;  (2)  that  an 
Executive  Committee  be  appointed  to  transact 
the  routine  business  of  the  society  and  only  re- 
port such  matters  to  the  society  as  a whole  for 
approval;  (3)  that  the  major  part  of  each  meet- 
ing be  devoted  to  presentation  and  discussion  of 
scientific  matters. 

After  discussion  of  these  proposals  it  was  de- 
cided that  the  county  society  shall  hereafter  hold 
monthly  meetings,  and  an  amendment  to  the 
Constitution  was  presented  to  make  the  change 
necessary  to  provide  for  these  monthly  meetings; 
this  amendment  to  be  acted  upon  at  the  Decem- 
ber meeting  which  shall  be  called  for  8:30  p.  m., 
and  the  business  portion  disposed  of  promptly 
so  that  the  scientific  program  may  be  taken  up 
at  9 p.  m.  sharp. 

Dr.  James  Hunter,  of  Gloucester  County,  spoke 
of  the  more  active  interest  in  meetings  during 
the  past  year  in  the  Gloucester  County  Society 
since  the  time  of  meeting  was  changed  from  af- 
ternoon to  evening  meetings;  he  believed  there 
had  been  some  increase  in  attendance. 

Dr.  Elwell  then  delivered  the  Annual  Presiden- 
tial Address,  his  subject  being  “Preventive  Med- 
icine”; a practical,  helpful  and  enlightening 
paper. 

Dr.  MacAlister  extended  an  invitation  to  mem- 
bers of  the  society  to  attend  the  annual  meet- 
ing of  the  New  Jersey  Tuberculosis  League  to 
be  held  at  the  Hotel  Walt  Whitman,  Camden, 
October  21  and  22. 

Dr.  Alfred  Cramer  was  then  inducted  into  of- 
fice as  the  newly  elected  President  and  adjourn- 
ment was  taken  to  the  dining  room,  where  dinner 
was  served. 


CAPE  MAY  COUNT® 

Eugene  Way,  M.D.,  Reporter. 

The  annual  meeting  of  the  Cape  May  Medical 
Society  was  held  at  Woodbine  Colony  on  Tues- 
day, October  19,  19  2 6,  with  the  President,  Dr. 
George  F.  Dandois,  in  the  chair,  and  24  members 
in  attendance. 

The  following  officers  were  elected  for  the  year 
1927:  President,  George  F.  Dandois;  Vice-Presi- 


dent, Herschel  Petitt;  Secretary  and  Reporter. 
Eugene  Way;  Treasurer,  H.  H.  Tomlin;  Member 
Nominating  Committee  of  State  Society,  C.  W. 
Way;  Censor,  W.  P.  Haines;  Annual  Delegate, 
Frank  R.  Hughes;  Alternate,  Herschel  Petitt; 
Committee  on  Public  Health,  Welfare  and  Legis- 
lation, Julius  Way,  Millerd  Cryder  and  W.  A. 
Lake. 

Announcement  was  made  that  Dr.  Green,  Pres- 
ident of  the  State  Medical  Society,  had  appointed 
Dr.  Eugene  Way  a member  of  the  Welfare  Com- 
mittee of  the  State  Society. 

The  society  by  a hearty  and  unanimous  vote 
elected  Dr.  Henry  O.  Reik  an  Honorary  Member. 

Professor  S.  F.  Gilpin,  of  Philadelphia,  gave  an 
address  on  “Nervous  and  Mental  Diseases  of  In- 
terest to  the  General  Practitioner’’  and  was  voted 
the  thanks  of  the  society.  Discussion  was  opened 
on  Dr.  Gilpin’s  paper  by  Dr.  Glendon,  of  Bridge- 
ton,  and  participated  in  by  Dr.  Moore,  of  Bridge- 
ton,  and  others. 

Dinner  was  served  by  the  chef  of  the  Colony, 
and  the  Institution  was  ispected  by  the  society.. 

It  was  voted  to  hold  the  'next  meeting  at  Egg 
Harbor  Inn,  Beasley’s  Point,  at  which  time  a Lad- 
ies’ Auxiliary  Society  will  be  organized. 


CUMBERLAND  COUNTY. 

E.  S.  Corson,  M.D.,  Reporter. 

The  annual  meeting  of  the  Cumberland  County 
Medical  Society  was  held  at  the  Commercial  Ho- 
tel, Bridgeton,  Tuesday,  October  5.  The  subject 
of  Group  Insurance  was  discussed,  but  there 
seemed  a general  lack  of  interest  in  the  propo- 
sition. The  election  of  officers  resulted  in  the 
choice  of  H.  IT.  Wilson,  President;  J.  C.  Knowles, 
Vice-President:  E.  C.  Lyon.  Secretary;  H.  H.  Wil- 
son, Treasurer;  Charles  M.  Gray  to  Board  of 
Censors;  E.  S.  Corson,  Reporter;  H.  E.  Lore,  An- 
nual Delegate  to  the  State  Society;  Alfred  Corn- 
well,  State  Nominating  Committee. 

Dr.  H.  Garrett  Miller,  having  served  the  So- 
ciety 19  years  as  secretary  felt  that  some  younger 
member  should  take  his  place,  whereupon  a vote 
of  thanks  was  given  him  and  a committee  ap- 
pointed to  present  a suitable  testimonial  to  him 
ancL  Mrs.  Miller,  who  had  so  ably  assisted  him  in 
the  office. 

Dr.  E.  J.  Klopp,  of  the  faculty  of  Jefferson 
Medical  College,  gave  a very  interesting  address 
on  “Diseases  of  the  Lower  Bowel  and  Rectum, 
Their  Diagnosis  and  Treatment”. 

The  majority  of  these  diseases  can  be  handled 
by  the  general  practitioner.  The  patient  is  not 
properly  examined  in  many  cases.  Guessing  days 
are  past.  Always  insist  on  a thorough  examina- 
tion. 

The  chief  causes  of  pain  in  the  anal  region  are 
herpes,  eczema,  fistula,  constipation  and  nervous 
irritation  depending  on  the  menopause.  Throb- 
bing pain  is  always  present  in  strangulated  hem- 
orrhoids; fissure  in  ano  causes  pain  on  defecation: 
tenesmus  results  from  a foreign  body  in  rectum, 
especially  a polyp.  In  any  operation,  loss  of  con- 
trol of  the  external  sphincter  is  to  be  avoided. 
In  cases  of  fissure,  anesthetize,  cut  a few  fibres 
of  the  sphincter  and  apply  silver  nitrate.  Small 
hemorrhoids  may  be  removed  with  clamp  and 
cautery.  The  modified  Whitehead  is  the  best 
operation.  In  case  of  prolapse  of  the  rectum,  the 
Moscowitz  operation  gives  the  best  results.  Stric- 
ture of  the  rectum  is  rare  in  the  white  race; 
more  frequent  in  colored  people;  syphilitic  stric- 
ture is  not  infrequent;  eliminate  by  Wassermann 
test.  If  found,  treat  lues  first.  Colostomy  best  in 
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high  ulcerations.  Kraske  operation  too  formid- 
able. 

The  annual  picnic  held  at  Fortescue  was  a 
decided  success. 


ESSEX  COUNTY. 

Alfred  Stahl,  M.D.,  F.A.C.S.,  Reporter. 

The  one  hundred  and  eleventh  annual  meet- 
ing of  the  Essex  County  Medical  Society  was 
held  Tuesday  evening  .October  5,  1920,  at  the 
Academy  of  Medicine  of  Northern  New  Jersey, 
at  Newark,  with  the  President,  Elmer  D.  Wherry, 
in  the  chair.  The  Secretary  read  the  minutes  of 
the  previous  annual  meeting  and  they  were  ap- 
proved as  read. 

Dr.  R.  G.  Rogers  read  his  Treasurer’s  Report, 
which  showed  the  society  in  excellent  financial 
condition.  Dues  for  the  coming  year  were  placed 
at  $13.00. 

Dr.  Charles  D.  Bennett,  .with  his  usual  sympa- 
thetic reference,  read  the  obituaries  of  George  H. 
Cobh,  James  M.  Maghee,  George  B.  Witt,  and 
Armin  Fischer,  who  have  answered  their  last 
summons. 

The  following  officers  were  elected:  President, 

Sanford  Ferris;  Vice-President,  Max  Danzis;  Re- 
porter, William  M.  Rathgeber:  Secretary,  Frank 
W.  Pinneo;  Treasurer.  R.  H.  Rogers;  Councilors 
for  2 years,  Ambrose  Dowd,  Henry  Barkhorn,  Al- 
fred Stahl  and  Elbert  S.  Sherman;  H.  Roy  Van 
Ness  was  elected  Councilor  to  fill  the  unexpired 
term  of  Max  Danzis. 

Dr.  Elmer  G.  Wherry  delivered  his  Presidential 
Address  and  chose  for  his  subject  “Certified 
Milk’’,  which  is  almost  synomonous  with  the 
name  of  Henry  L.  Coit.  Dr.  Wherry  paid  a 
great  tribute  to  Dr.  Coit,  the  pioneer  for  clean  and 
better  milk,  and  to  the  lasting  national  and  in- 
ternational reputation  of  the  founder  of  certified 
milk. 

Caterer  Davis,  who  has  served  collations  for 
the  Essex  County  Society  since  the  memory  of 
the  oldest  members  runneth  not  to  the  contrary, 
served  his  delightful  supper,  and  over  the  cigars, 
the  usual  yarns  were  spun  and  good  fellowship 
prevailed. 

The  following  were  elected  to  full  membership 
in  the  society:  Marc  C.  Angelillo,  Harry  A.  Brot- 
man,  Anthony  B.  Cucinella,  Harold  H.  Fischman, 
Hyman  Friedman,  Nathan  James  Furst,  Oscar 
Glass.  M.  H .Greifinger,  S.  C.  Husbands.  Michael 
J.  Kaufman,  Joseph  P.  Klenk,  Jos.  S.  Lorder, 
Francis  J.  McCauley,  Joseph  J.  Olini,  Charles  F. 
Restaino,  Saival  L.  Rosenstein.  Archibald  R.  Sa- 
portio,  Ralph  Niel  Shapiro,  Ellis  L.  Smith,  Al- 
fred W.  Snedeker  and  Allan  P.  Walden. 


GLOUCESTER  COUNTY. 

Henry  B.  Diverty,  M.D.,  Reporter. 

The  regular  monthly  meeting  of  the  Gloucester 
County  Medical  Society  was  held  at  the  Wood- 
bury Country  Club,  October  21,  as  the  guests  of 
Drs.  E.  E.  Downs  and  F.  B.  Buzby,  of  Swedes- 
boro. 

An  excellent  paper  was  presented  by  Dr.  Wells, 
of  Hahnemann  College,  upon  the  subject:  “The 
Significance  of  Pain  About  the  Heart”,  Dr.  F.  B. 
Buzby,  Jr.,  of  Camden,  gave  an  interesting  talk 
on  “Backache”. 

Delegates  from  Camden  County  were  among 
the  guests,  they  being  Drs.  T.  W.  Kain,  M.  M.  Os- 
mun,  and  F.  B.  Buzby.,  Jr.  of  Camden,  and  Dr. 
Phillips,  of  Collingswood.  Votes  of  thanks  were 
extended  to  Dr.  Wells  and  Dr.  Buzby  for  their 
work,  the  paper  and  talk  having  been  taken  down 


by  a stenographer  for  the  permanent  records  of 
the  Gloucester  County  Society. 

Among  the  physicians  present  at  the  meeting 
last  night  were:  President  (Wilson  Stout,  Wen- 
onah;  R.  K.  Hollinshed,  Westville;  Oran  Wood, 
H.  L.  Sinexon,  and  C.  C.  Sheets,  Paulsboro;  C.  I. 
Ulmer,  Gibbstown;  s.  F.  Ashcraft,  Mullica  Hill; 
E.  M.  Duffield,  Glassboro;  C.  F.  Fisler,  Clayton; 
H.  B.  Diverty,  J.  H.  Underwood,  Duncan  Camp- 
bell, William  Brewer,  David  Brewer,  H.  L.  Sickel 
and  Dr.  Nelson,  of  Woodbury,  and  F.  B.  Buzby 
and  E.  E.  Downs,  of  Swedesboro. 

A vote  of  thanks  was  extended  to  Drs.  Downs 
and  Buzby  for  their  hospitable  entertainment. 


HUDSON  COUNTY. 

M.  I.  Marshak,  M.D.,  Reporter, 

The  October  meeting  of  the  Hudson  County 
Medical  Society  was  held  on  Tuesday  evening, 
October  5,  at  8.30  p.  m.,  with  Dr.  William  Friele 
presiding. 

Drs.  G.  Ginsberg,  C.  B.  Kelley,  C.  J.  Darkey,  H. 
Spence  and  C.  V.  Niemeyer  were  elected  unan- 
imously to  the  Nominating  Committee. 

The  resignation  of  Dr.  T.  R.  Chambers  as  a 
Permanent  Delegate  was  received  and  accepted 
with  regrets. 

Dr.  Morrison,  the  Secretary  of  the  State  So- 
ciety, informed  the  society  that  because  of  in- 
crease in  membership,  it  was  entitled  to  5 more 
Permanent  Delegates.  He  also  discussed  the  ad- 
vantages of  the  State  Society’s  group  life  and 
health  and  accident  insurance  plan. 

Dr.  D.  F.  Garriques,  of  New  York,  read  a paper 
on  “A  New  Specific  Electric  Treatment  for  Heart 
Affections”.  The  aim  of  this  treatment  was  to 
contract  the  heart  down  to  its  normal  size  and 
keep  it  so.  It  consists  of  passing  700  milliamperes 
of  high  frequency  current  through  electrodes 
placed  over  the  region  of  the  seventh  cervical 
vertebra  and  over  the  cardiac  area.  The  treat- 
ment should  be  given  every  3 to  4 days  at  first, 
then  at  lengthened  intervals.  The  only  counter 
indication  for  its  use  is  angina  pectoris,  in  which 
the  current  might  excite  an  attack.  His  con- 
clusions were:  (1)  Dilated  hearts  are  returned 

to  normal  size  and  kept  so.  (2)  The  treatment 
is  pleasant  to  patients.  (3)  Tt  is  tonic  in  action; 
inexpensive  and  not  difficult  to  apply.  He  cited 
cases  and  showed  some  x-ray  plates  to  prove  his 
claims. 


Osier  Clinical  Society. 

M.  I.  Marshak,  M.D.,  Reporter. 

The  Osier  Clinical  Society  met  at  the  Union 
Deague  Club  on  October  20,  with  Dr.  A.  E.  Jaftin 
presiding 

Drs.  I.  Pyle  and  H.  Franklin  reported  a case  of 
a female  aged  50  who  for  5 months  had  been 
losing  weight  steadily — in  all  she  had  lost  100 
pounds — who  complained  of  a burning  pain  in  the 
epigastrium,  chills,  fever  and  sweats,  which  came 
in  waves  of  1 to  2 weeks’  duration.  Examination 
showed  an  enormously  enlarged  liver  outline,  a 
slight  systolic  murmur  at  the  cardiac  apex  trans- 
mitted to  the  axilla,  a few  rales  at  the  bases  of 
both  lungs  and  a temperature  chart  with  a septic 
graph  up  to  104-105°  for  about  a week  followed 
by  a week  or  two  of  a range  between  99  and 
100°F.  The  laboratory  findings  included  a sputum 
negative  for  tubei-cle  bacilli;  a negative  urine; 
Wassermann,  both  blood  and  spinal  fluid,  nega- 
tive: repeated  blood  cultures  negative;  Widal 

negative;  and  absence  of  malaria  organisms.  An 
exploratory  operation  was  performed  which  dis- 
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closed  a liver  filling'  both  domes  of  the  diaphragm 
and  most  of  the  upper  abdomen.  It  was  light 
chocolate  in  color  with  numerous  evenly  dis- 
tributed nonelevated  spots.  Section  showed  dis- 
tinct tubercle  formation  with  giant  cells  and 
marked  fatty  degeneration  of  the  liver  cells. 

Dr.  A.  E.  Jaffin  presented  the  history  of  a male 
patient  aged  69,  who  since  March,  1925,  had  peri- 
odic attacks  of  epigastric  cramps  with  anorexia, 
some  vomiting  and  chilly  sensations,  occasional 
diarrhea,  and  purpura  on  his  legs.  Examination 
showed  a movable  nontender  mass  filling  the  up- 
per half  of  the  abdomen.  A barium  enema  went 
up  as  far  as  the  mass  and  stopped  there.  The  pa- 
tient was  given  a hypodermic  of  morphia  and  in 
2 days  the  mass  had  disappeared  and  the  barium 
went  through  to  the  cecum.  These  symptoms 
and  signs  came  and  went  at  intervals  for  about  1 
year.  The  phantom  tumor  always  clearing  up 
after  morphin.  Later  x-ray  studies  showed  some 
filling  defect  in  the  cecum  which  remained  con- 
stant. As  attacks  were  becoming  more  frequent 
an  exploratory  operation  was  advised.  This  show- 
ed  a large  intussusception  which  was  easily  re- 
duced. The  cecum  was  retracted  and  puckered, 
without  tumor,  though  there  was  some  thicken- 
ing. The  cecum  was  resected  and  presented  a 
shallow  ulcer  on  a hard  base  with  no  overhang- 
ing. On  section,  this  proved  to  be  cancerous. 

Dr.  Jaffin  also  showed'  the  specimen  of  gall- 
bladder removed  from  a young  woman,  which 
contained  2 large  cholesterin  stones. 

Dr.  M.  I.  Marshak  showed  x-ray  plates  illus- 
trating chronic  miliary  pulmonary  tuberculosis, 
acute  miliary  pulmonary  tuberculosis,  and  “post- 
gassing’’  pulmonary  changes. 

Drs.  Poliak,  Bartone,  Rosenstein,  H.  Franklin 
and  Jaffin  discussed  these  case  reports. 

Dr.  Immanuel  Pyle  read  a paper  on  “Advanced 
Acidosis  and  Coma  in  Diabetes”,  and  presented  a 
case  for  illustration.  This  type  of  case  must  be 
institutionalized  in  order  to  obtain  the  frequent 
blood  and  urine  studies  and  treatment  required. 
The  purpose  of  treatment  is:  (1)  To  reduce  the 
blood  sugar  (insulin);  (2)  to  reduce  the  ketone 
bodies  (insulin);  (3)  to  eliminate  the  ketone  bod- 
ies, with  sodium  bicarbonate,  forced  liquids  and 
flushings.  These  cases  usually  come  in  with 
blood  sugar  of  over  3 00,  CO,  40  with  4+  sugar, 
acetone  and  diacetic  acid  in  the  urine. 

At  first  100  c.c.  of  orange  juice  are  given  every 
20  minutes,  preceded  by  5 units  of  insulin.  Drink- 
ing of  water  is  encouraged.  If  at  the  end  of  24 
hours  the  blood  sugar  is  not  reduced,  increase  the 
amount  of  insulin.  At  the  end  of  72  hours,  the 
orange  juice  regimen  is  stopped  and  a soft  diet 
consisting  of  30  gm.  of  carbohydrate,  3 0 of  fat 
and  30  of  protein,  is  given  in  3 meals,  with  in- 
sulin t.i.d.  As  blood  sugar  decreases  the  dose  of 
insulin  is  also  decreased,  until  the  patient  is  re- 
ceiving a maintenance  diet  of  between  40  to  45 
calories  per  kilogram  of  body  weight.  The  per- 
sonal equation  should  be  considered.  The  dia- 
betic should  be  fed  until  the  patient  is  satisfied, 
sufficient  insulin  being  used  to  keep  the  urine  free 
of  sugar  and  the  blood  sugar  normal.  Whether 
it  is  necessary  to  continue  insulin  for  the  rest  of 
the  patient’s  life  is  not  yet  known.  The  longer  a 
diabetic  is  sugar  free,  the  higher  will  be  his  carbo- 
hydrate tolerance.  It  is  common  to  have  a blood 
sugar  reading  of  ISO  to  190  in  a patient  whose 
urine  is  sugar  free. 

In  treating  coma,  600  c.c.  of  a 5 % glucose  so- 
lution with  30  units  of  insulin  are  given  every  2to  3 
hours  by  hypodermoclysis,  with  fluids  and  sodium 
bicarbonate  by  rectum.  As  soon  as  the  patient  is 
able  to  swallow,  the  orange  juice  and  insulin  regi- 


men is  begun;  the  rest  of  the  treatment  is  along 
the  lines  put  down  for  advanced  acidosis.  The 
insulin  should  be  given  before  each  meal.  Insulin 
shock  is  dangerous.  Gangrene  is  of  2 general 
types.  (1)  Isolated  ulcerated  type,  which  is  very 
painful,  and  (2)  general  cellulitis  type.  Both 
types  are  better  treated  along  diabetic  lines.  Am- 
putations practically  always  are  followed  by 
death.  If  not  operated  upon  these  gangrenes 
slough  oft  and  then  get  well. 

Drs.  Fineberg,  Ginsberg,  Jaffin,  Nallit,  Berlin, 
Heilbrun,  Seigler,  Waters  and  Pyle  took  part  in 
the  discussion,  during  which  the  following  p>oints 
were  brought  up:  The  apparent  increase  in  dia- 

betes is  due  to  the  increased  span  of  life;  more 
frequent  diagnoses;  insurance  examinations  and 
publicity.  Deaths  as  a rule  are  due  to  intercur- 
rent affections  rather  than  to  the  diabetes  per  se. 
In  operating  on  diabetics,  treat  them  both  pre 
and  postoperative  as  if  they  were  advanced  aci- 
dosis cases.  In  gangrene,  x-ray  shows  up  calci- 
fied arteries.  Joslin  reports  but  2 deaths  in  555 
cases  of  diabetic  coma  and  acidosis  treated. 


MERCER  COUNTY. 

A.  Dunbar  Hutchinson,  M.D.,  Reporter. 

The  Mercer  County  Medical  Society  met  in  the 
Carteret  CJub,  October  13,  at  8:30  p.  m.,  Dr.  John 
B.  Sill,  the  Vice  ^President.  presiding.  The  min- 
utes of  the  preceding  meeting  were  read  and  ap- 
proved. 

Dr.  Halloway,  of  the  University  of  Pennsyl- 
vania, gave  a most  instructive  talk  on  the  sub- 
ject, “The  Use  of  the  Ophthalmascope  by  the 
General  Practitioner”.  With  the  aid  of  new  slides, 
Dr.  Halloway  illustrated  many  of  the  more  com- 
mon conditions  affecting  the  eye-ground,  and  ex- 
plained in  a very  interesting  manner  the  salient 
points  of  differentiation.  The  subject  was  thor- 
oughly discussed  by  a large  and  appreciative 
audience. 

Drs.  C.  G.  Guthrie,  J.  F.  Pessel,  of  Lawrence- 
ville,  and  Henry  M.  Rowan,  of  Trenton,  present- 
ed applications  for  membership.  Dr.  William  D. 
Olmstead  applied  for  transfer  to  Atlantic  County, 
and  Dr.  John  Bruyere,  on  account  of  being  away 
from  the  city  for  an  indefinite  period,  presented 
his  resignation.  The  society  accepted  both  of 
these  resignations,  and  went  on  record  as  regret- 
ting the  loss  to  the  community  and  the  society. 

Dr.  Frank  W.  Pinneo  was  given  the  floor,  and 
urged  the  promotion  of  Group  Insurance;  a very 
spirited  discussion  followed,  during  which  time 
a luncheon  was  served,  and  Dr.  Pinneo  impressed 
the  members  by  his  thorough  knowledge  of  the 
subject. 

The  usual  committee  was  appointed  With  power 
to  act  in  the  arrangement  for  the  annual  banquet. 


MONMOUTH  COUNTY. 

D.  F.  Featherston,  M.  D.,  Reporter. 

The  Monmouth  County  Medical  Society  re- 
sumed its  regular  monthly  meetings,  October  2 7, 
1926,  at  the  Metropolitan  Hotel  in  Asbury  Park. 
With  about  25  members  present,  the  meeting 
was  called  to  order  by  the  president,  Dr.  H.  S. 
Brown,  of  Freehold,  who  introduced  as  speaker 
of  the  evening,  Dr.  M.  W.  Reddan,  of  Trenton, 
to  present  a paper  on  “Diverticulosis”.  The 
paper  was  well  received  and  brought  forth  con- 
siderable favorable  comment. 

Dr.  G.  Van  Warner,  of  Red  Bank,  reported 
for  the  Welfare  Committee  and  read  the  report 
of  Dr.  H.  O.  Reik,  of  the  State  Committee,  pre- 
sented at  a recent  meeting  of  that  body.  Several 
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topics  taken  up  in  the  state  repoi't  caused  com- 
ment in  the  local  society.  The  society  appointed 
a committee  to  inquire  about  the  film  available 
for  showing  the  manner  of  conducting  a periodic 
health  examination,  and  state  body  will  also  be 
asked  to  supply  the  names  and  subjects  of  the 
speakers  available  for  talks  to  lay  bodies  on  pub- 
lic health  topics. 

Mrs.  W.  G.  Herrman,  of  Asbury  Park,  was  ap- 
pointed to  have  charge  of  the  organization  of  a 
ladies’  auxiliary  to  the  local  county  society,  after 
the  members  went  on  record  as  being  in  favor 
of  the  formation  of  such  an  auxiliary. 


MORRIS  COUNTY. 

Marcus  A.  Curry,  M.D.,  Reporter. 

Occupational  Therapy  Exhibit  at  State  Hospital. 

Greystone  Park. 

An  exhibit  of  products  with  demonstrations  of 
of  the  work  of  the  Occupational  Therapy  Depart- 
ment of  The  New  Jersey  State  Hospital  at  Grey- 
stone  Park  was  held  on  the  grounds  of  the  in- 
stitution on  Saturday,  October  9,  1926,  and  com- 
bined with  the  exhibits  was  the  annual  field  day 
for  patients. 

The  exhibit  was  more  extensive  than  previously 
shown  and  indicated  to  some  extent  the  vast  ex- 
pansion that  constantly  is  going  on  in  this  thera- 
peutic, economic  humanitarian  work  in  which 
the  patients  have  opportunity  and  are  encouraged 
to  engage  as  prescribed  by  the  medical  staff. 

The  basic  principle  of  the  inviting  opportuni- 
ties for  therapeutic  employment  is  to  stimulate 
the  patients  to  cooperate  in  their  betterment, 
both  physically  and  mentally,  as  distinguished 
from  a purely  commercial  enterprise;  but  there 
is  no  gainsaying  that  it  is  economic  in  the  great 
variety  and  immense  quantity  of  articles  produced 
for  hospital  use  and  for  sale  to  the  public,  and 
that  it  is  humanitarian  in  that  it  gives  an  outlet 
for  an  interest  kindled  as  against  enforced 
idleness. 

In  the  Occupational  Therapy  Department  there 
are  branches  of  Arts  and  Crafts  both  for  men 
and  women  In  which  all  kinds  of  fancy  and  plain 
articles  are  made;  such  as  reed  and  willow  fur- 
niture, baskets  of  all  descriptions,  brooms, 
brushes,  rag  carpets  weaved  and  artistic  rugs 
made,  and  all  sorts  of  fancy  articles  for  personal 
and  household  use;  in  the  plain  sewing  branch 
are  made  for  hospital  use  such  articles  as  table 
cloths,  pillow  cases,  sheets,  towels,  underwear, 
laundry  bags  and  aprons.  There  also  is  a modern 
printing  and  bookbinding  division  which  beside 
getting  out  monthly  The  Psychogram  does  the 
immense  amount  of  printing  and  ruling  of  the 
various  forms  used  at  the  institution,  including 
pads,  books,  visitors’  registers,  etc.,  and  where 
books  for  the  patients’  library  are  repaired  and 
rebound. 

There  also  is  a Concrete  Block  making  plant 
where  are  manufactured  the  blocks  used  in  hos- 
pital buildings  and  betterments.  The  patients 
also  engage  in  the  cultivation  of  flowers  and  the 
upkeep  of  the  grounds  and  are  responsible  for 
much  of  the  work  done  on  the  farm  and  in  the 
gardens:  these  forms  of  occupation  being  pre- 
scribed for  those  who  will  derive  the  most  bene- 
fit from  outdoor  exertions. 

The  scenic  effect  of  the  exhibit  was  superb. 
The  entrance  was  beckoning  with  2 massive  pil- 
lars of  concrete  block  made  by  patients  and  the 
passageway  led  the  visitors  and  guests  over  a 
greensward  flanked  on  either  side  by  very  natural 
looking  though  improvised  green  hedges,  through 


a gracefully  winding  walk  that  ushered  into 
striking  full  view  the  various  exhibits  in  attrac- 
tive array 

Physical  education  had  its  part  in  the  program 
and  demonstrated  the  work  carried  on  by  giving 
drills,  folk  dances  and  playing  games.' 

There  was  a large  attendance  of  medical  heads 
of  various  state  and  county  institutions,  other 
state  and  county  officials  and  the  general  public. 

An  address  of  welcome  was  made  by  Superin- 
tendent Marcus  A.  Curry  of  the  State  Hospital  at 
Greystone  Park,  who  in  turn  introduced  Com- 
missioner William  J.  Ellis  of  the  State  Depart- 
ment of  Institutions  and  Agencies  and  Secretary 
to  the  Governor,  Fred  L.  Bloodgood,  all  of  whom 
made  brief  addresses  in  laudation  of  the  work  be- 
ing carried  on  at  the  institution. 


PASSAIC  COUNTY. 

Donald  B.  Low,  M.D.,  Secretary. 

The  regular  monthly  meeting  of  the  Passaic 
County  Medical  Society  was  held  at  the  Health 
Center  Building,  in  Paterson,  October  14,  1926, 
at  9:15  p.  m.,  Dr.  Charles  R.  Mitchell  presiding. 
There  were  45  members  and  3 guests  present. 

An  amendment  to  the  by-laws  was  voted  on 
and  passed.  Chapter  I,  Section  1,  by-laws.  The 
unanimous  approval  of  the  Board  of  Censors 
shall  constitute  election,  but  such  election  shall 
not  take  place  until  every  member  has  been  noti- 
fied of  such  application  in  accordance  with  Chap- 
ter II,  Section  5 of  by-laws.  Chapter  II,  Section  7. 
Its  unanimous  approval  in  writting  shall  consti- 
tute election. 

November  being  the  month  in  which  our  an- 
nual meeting  is  held  and  officers  for  the  coming 
year  are  elected,  a Nominating  Committee  was  ap- 
pointed by  the  President,  as  follows:  J.  A.  Maclay, 
H.  Cogan  and  Norman  Dingman. 

Dr.  Pinneo  spoke  on  the  question  of  Group 
Insurance. 

Dr.  Louis  Shapiro  read  a report  from  the  Com- 
mittee on  Periodic  Health  Examination.  The  re- 
port made  by  the  Kings'  County  Medical  Society. 
N.  Y.,  appealed  very  highly  to  our  committee  and 
a copy  of  this  report  was  to  be  sent  to  each 
member  of  our  society. 

The  Scientific  Program  was  given  by  Dr.  Fred- 
erick C.  Holden,  of  New  Y'ork  City,  who  present- 
ed a very  interesting  subject,  namely:  “Path- 

ologic Conditions  of  the  Cervix  and  Their  Treat- 
ment". He  spoke  of  the  variety  and  positions 
of  the  cervix,  including  the  elongated  infantile 
cystic  and  eroded,  or  as  he  termed  the  latter 
pseudo-adenomatous  cervices.  The  cancer  age  he 
said  must  be  eliminated  because  carcinoma  of 
the  cervix  can  occur  at  almost  any  age.  He  stat- 
ed that  most  men  have  disregarded  operation 
upon  carcinoma  of  the  cervix  and  are  now  treat- 
ing this  condition  by  means  of  radium  and  x-ray 
therapy;  this,  of  course,  must  be  done  by  experts. 

He  also  gave  an  extended  talk  on  the  use  of 
the  cautery  in  the  treatment  of  endocervicitis. 
He  condemns  the  use  of  the  Post  cautery  in  that 
it  is  too  bulky  for  such  delicate  work.  Dr.  Holden 
highly  approves  of  cauterization  with  a very  fine 
tip  cautery  and  the  lines  of  cauterization  must 
be  made  very  slowly  and  not  too  deep  nor  more 
thdn  1/32  in.  in  depth.  The  cauterization  should 
be  done  2 or  3 times  at  2-month  intervals. 

Drs.  T.  A.  Dingman,  Wm.  Spickers,  Jacob  Roe- 
mer  and  Leon  E.  DeYoe  took  part  in  discussion 
of  this  paper. 

The  application  of  Dr.  Hans  Wassing,  for  mem- 
bership, was  referred  to  the  Board  of  Censors. 

The  meeting  adjourned  at  11:30  p.  m. 
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SALEM  COUNTY. 

William  H.  James,  M.D.,  Reporter. 

The  annual  meeting  of  the  Salem  Cou-nty  Medi- 
cal Society  was  held  at  the  Memorial  Hospital, 
Salem,  New  Jersey,  October  13,  at  2 p.  m. 

The  reports  from  the  Delegates  to  the  State 
Society  were  read,  as  well  as  those  from  the 
neighboring  counties. 

At  the  conclusion  of  the  regular  business  the 
society  had  the  pleasure  of  hearing  a lecture 
from  Dr.  Gilbert  J.  Palen,  Professor  of  Otology 
at  Hahnemann  Medical  College,  Philadelphia, 
who  chose  for  his  subject  “Diseases  of  the  Ear”. 
He  spoke  more  fully  about  the  diseases  that  the 
general  practitioner  would  come  in  contact  with 
than  those  that  the  specialist  would  meet.  The 
paper  was  discussed  quite  fully  by  the  members 
present,  after  which  a rising  vote  of  thanks  was 
given  Dr.  Palen. 

This  being  the  annual  meeting  the  followi-ng 
officers  were  elected:  President,  David  W.  Green; 
Vice-President,  William  T.  Hilliard;  Secretary, 
George  A.  Davies;  Treasurer,  John  F.  Smith; 
Reporter,  William  H.  James.  Censors:  Drs.  J.  M. 
Summerill,  D.  WJ  Green  and  TV . H.  James. 
Annual  Delegate  to  the  State  Medical  Society, 
J.  M.  Summerill;  Alternate,  William  H.  James; 
Member  of  Nominating  Committee,  David  W. 
Green.  Delegates  to  Gloucester  County,  Drs.  G. 
A.  Davies,  J.  M.  Summerill  and  W.  H.  James; 
Delegates  to  Camden  County,  F.  H.  Church,  C. 
L.  Fleming,  and  E.  G.  Hummel;  Delegates  to 
Cumberland  County,  R.  M.  A.  Davis,  D.  W.  Green 
and  E.  G.  Hummel. 

The  Delegates  present  from  Gloucester  County 
were  Dr.  Elwood  E.  Downs,  of  Swedesboro,  and 
Dr.  Samuel  F.  Ashcraft,  of  Mullica  Hill. 

At  the  conclusion  of  this  meeting  the  mem- 
bers of  the  Society  enjoyed  a duck  supper  at  the 
new  hotel.  The  next  meeting  will  be  held  at 
the  Memorial  Hospital  the  second  Wednesday 
in  December. 


SUSSEX  COUNTY. 

H.  D.  Van  Gaasbeek,  M.D.,  Reporter. 

The  twenty-eighth  annual  joint  meeting  of  the 
medical  societies  of  Sussex,  Warren  and  Morris 
Counties  was  held  in  the  Dog  Cabin  room  of  the 
Cochran  House,  Newton,  New  Jersey,  on  Octo- 
ber 19,  1926.  Dr.  F.  H.  Morrison,  presided  over 
the  meeting,  which  was  attended  by  36  members. 

Dr.  F.  M.  Allen,  Director  of  the  Physiatric 
Institute,  at  Morristown,  addressed  the  society 
on  “Some  Things  of  Interest  to  the  General  Prac- 
titioner”, confining  his  remarks  more  particularly 
to  the  treatment  of  cardiac,  renal  and  vascular 
diseases,  as  observed  in  every  day  practice.  He 
stressed  especially  the  importance  of  dietary 
treatment,  saying  that,  in  fact,  without  proper 
diet  drugs  were  of  little  use.  He  paid  particular 
attention  to  the  importance  and  suitable  use  of 
the  salt  free  diet;  it  often  being  possible  to  so 
control  the  edema  and  shortness  of  breath  as 
to  add  materially  to  the  patient’s  life  expectancy. 

In  diabetes,  he  very  highly  extolled  the  use  of 
insulin  when  used  under  proper  conditions  and 
its  effect  carefully  observed  in  connection  with 
a proper  dietary  regimen. 

Dr.  Coleman,  of  Hamburg,  exhibited  a case  of 
“Hermaphrodism”  in  an  infant  2 months  of  age, 
which  brought  out  an  interesting  discussion. 

The  meeting  then  adjourned  for  dinner,  furn- 
ished by  “Mine  Host”  Hendershot;  a dinner, 
which  was  excellent  in  every  particular  and  en- 
joyed by  all. 


After  dinner,  the  meeting  reconvened  and  Dr. 
Morrison  presented  a paper  on  “Scarlet  Fever”, 
describing  a case  of  delayed  eruption;  until  the 
sixth  day. 

Following  upon  adjournment  of  the  Tri- 
County  Society  meeting,  the  Sussex  County  So- 
ciety held  its  ninety-seventh  annual  meeting.  The 
usual  order  of  routine  business  was  disposed  of 
and  the  following  officers  were  elected  for  the 
ensuing  year: 

President,  Frederick  Morrison,  Newton;  Vice- 
President,  Lamar  Voorhees,  Newton;  Treasurer, 
T.  R.  Pooley,  Jr.,  Newton;  Reporter,  H.  D.  Van 
Gaasbeek,  Sussex;  Secretary,  F.  P.  Wilbur,  Frank- 
lin. The  newly  elected  members  were:  Robert 
R.  White,  Franklin;  Arthur  Greenfield,  Newton. 


UNION  COUNTY. 

Russell  A.  Shirrefs,  M.D.,  Reporter. 

The  annual  meeting  of  the  Union  County  Medi- 
cal Society  was  held  at  the  Suburban  Club,  Union, 
New  Jersey,  on  the  evening  of  October  13,  and 
was  largely  attended.  Dr.  J.  B.  Morrison,  Sec- 
retary of  the  State  Society,  was  an  honored  guest. 
After  the  meeting  was  called  to  order  by  Presi- 
dent George  S.  Laird,  an  election  of  officers  for 
the  ensuing  year  resulted  in  the  following  selec- 
tions: President,  George  L.  Orton,  Rahway;  Vice- 
President,  Frederick  W.  Sell,  Rahway;  Secre- 
tary, George  W.  H.  Horre,  Elizabeth;  Treasurer, 
Alden  R.  Hoover,  Elizabeth;  Reporter,  Russell 
A.  Shirrefs,  Elizabeth;  Censor  3 years,  E.  W. 
Hedges,  Plainfield.  Permanent  Delegates:  George 
Banker,  Elizabeth;  M.  A.  Shangle,  Elizabeth; 
George  Strickland,  Roselle;  George  Laird,  West- 
field;  B.  V.  Hedges,  Plainfield;  John  Runnells, 
Scotch  Plains,  D.  R.  McElhinney,  Elizabeth. 
Annual  Delegates:  Frank  A.  Williams,  Elizabeth; 
Emil  Stein,  Elizabeth;  C.  A.  Brokaw,  Elizabeth; 
George  Seymour,  Elizabeth;  Roland  Blythe,  Cran- 
ford; Watson  B.  Morris,  Springfield;  Alfred  F. 
Van  Horn,  Plainfield.  Alternate  Delegates:  Har- 
ry Block,  Elizabeth;  Michael  Vinciguerra,  Eliza- 
beth; Thomas  Higgins,  Elizabeth;  A.  Casilli, 
Elizabeth;  Irving  Herman,  Elizabeth.  Member 
State  Nominating  Committee;  George  Banker, 
Elizabeth. 

Drs.  Alice  Stevens  Gibbs  and  William  Yuck- 
man,  of  Elizabeth,  were  elected  to  membership; 
as  were  Ferdinand  De  Caesare  and  A.  Casilli, 
formerly  of  Essex  County.  Five  proposals  for 
membership  were  received  for  action  at  the  next 
meeting. 

Dr.  Arthur  Stern,  of  the  Union  County  Milk 
Commission,  told  of  the  recent  activities  of  that 
body.  Dr.  C.  H.  Schlichter  urged  prompt  action 
by  those  who  had  not  enrolled  for  the  proposed 
Group  Insurance,  and  introduced  Mr.  Denner,  the 
agent,  who  clearly  explained  a number  of  features 
which  had  not  been  clear  to  some.  Dr.  J.  B. 
Morrison  addressed  us,  speaking  among  other 
things  of  the  advantages  of  a Woman’s  Auxiliary, 
which  had  proved  of  much  real  benefit  in  other 
states. 

The  scientific  program  was  devoted  to  a sym- 
posium on  “Cancer”.  Dr.  Casilli  spoke  of  its 
pathology;  Dr.  B.  Hedges,  cancer  of  the  breast; 
Dr.  M.  A.  Shangle,  cancer  of  the  stomach  and 
intestines;  Dr.  N.  L.  Wilson,  ca*ncer  from  the 
specialist’s  point  of  view;  Dr.  S.  T.  Quinn,  on  the 
use  of  radium  in  malignancy;  Dr.  H.  A.  Vogel, 
x-ray  in  cancer;  and  Dr.  I.  Lerman  on  cancer 
of  the  genito-urinary  tract.  Many  interesting 
points  were  brought  out,  and  a general  discussion 
followed. 


596 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Nov.,  1926 


During  the  afternoon  the  privilege  of  the  golf 
course  was  extended  to  the  society,  and  a goodly 
number  at  ailed  themselves  thereof. 

A substantial  dinner  was  served  at  6.30  p.  m. 


WARREN  COUNTY. 

F.  A.  Shimer,  M.D.,  Reporter. 

The  annual  meeting  of  the  Warren  County 
Medical  Society  was  held  at  Belvidere,  New  Jer- 
sey, October  12,  1926,  at  11  a.  m. 

The  meeting  was  called  to  order  by  the  Presi- 
dent, Dr.  D.  H.  Bloom.  The  minutes  of  the  pre- 
vious meeting  were  read  and  accepted. 

The  Treasurer’s  accounts  were  audited  and 
found  correct. 

One  application  for  membership  was  received 
and  referred  to  the  censors  for  action. 

The  following  officers  were  elected:  President, 
R.  B.  Stone;  Vice-President,  G.  Homer  Bloom; 
Secretary,  D.  C.  Osmun;  Treasurer,  G.  W.  Cum- 
mins; Reporter,  F.  A.  Shimer;  Annual  Delegate, 
L.  H.  Bloom;  Alternate  Delegate,  A.  C.  Zuck; 
Censor  3 years,  H.  B.  Bossard. 

A resolution  to  amend  the  Constitution  and 
By-Daws  with  reference  to  annual  dues  was  ac- 
cepted and  laid  over  for  action  at  the  next  meet- 
ing. _* 

The  meeting  was  well  attended. 

Dr.  Frederick  W.  Roberts  read  a very  inter- 
esting paper  on  “Hypertension”,  which  was  freely 
discussed  by  nearly  all  the  members  present. 

The  question  of  Group  Life  and  Health  Insur- 
ance was  discussed  but  no  action  taken. 

After  the  meeting  the  members  and  guests  en- 
joyed a duck  dinner  served  by  the  management 
of  the  Hotel  Belvidere. 


SPECIAL  REPORT. 

American  Climatological  Association. 

The  forty-third  annual  meeting  of  the  Ameri- 
can Climatological  and  Clinical  Association  was 
held  in  Philadelphia,  September  27,  28  and  29, 
1926.  Dr.  David  R.  Lyman,  of  Wallingford,  Con- 
necticut, was  the  president,  and  had  secured  an 
unusually  good  series  of  papers  for  the  ses- 
sions of  the  society.  More  than  the  usual  num- 
ber of  members  attended,  there  being  nearly  100 
present  at  some  time  during  the  2 days  meetings. 
Eighteen  papers  were  read  and  discussed,  cover- 
ing a wide  range  of  clinical  studies. 

Professor  Edward  Rist,  of  Paris,  led  the  dis- 
cussion of  Dr.  James  A.  Miller  s paper  on  Bron- 
chograms  in  Chest  Diagnosis”. 

Sir  Henry  Gauvain,  Superintendent  of  Lord 
Mayor  Theolar  Cripples’  Hospital  and  College, 
Elton,  England,  read  a paper,  illustrated  with 
many  slides,  descriptive  of  the  “Value  of  Light 
Treatment  in  Surgical  Tuberculosis’’  as  conducted 
at  Alton  and  Hayling  Island. 

Both  these  gentlemen  were  elected  honorary 
members  of  the  Association. 

On  Monday  the  society  enjoyed  the  hospitality 
of  its  Philadelphia  members  at  luncheon  at  the 
Union  League  Club,  and  on  Tuesday  Dr.  Hatfield 
entertained  the  society  at  his  home  as  guests  of 
the  Philadelphia  Health  Council  and  Tuberculosis 
Committee.  The  afternoon  session  was  held  at 
the  Chestnut  Hill  Home  for  Consumptives,  and 
the  members  had  an  opportunity  to  see  the  work 
being  done  in  heliotherapy  at  that  institution. 
On  Tuesday  evening  the  Annual  Banquet  was 
held  at  the  Wissahickon  Farms  Club  House,  an 
occasion  of  especial  interest  to  all  members. 

On  Wednesday  morning  a number  of  the  mem- 
bers were  guests  of  the  H.  E.  Mulford  Company, 


enjoying  the  privilege  of  being  conducted  through 
the  various  departments  and  having  demonstrated 
the  making  of  insulin,  and  various  vaccines,  and 
listening  to  lectures  on  the  recent  discoveries 
about  snake  venoms  and  pneumonia  vaccines. 

Dr.  Walter  A.  Baetjer,  of  Baltimore,  was  elected 
president  for  the  ensuing  year. 

W.  G.  Schauffler,  M.D. 

THE  BEATING  HEART. 

Ralph  S.  Cone,  M.  D. 

Somewhere  a heart  is  beating 
Whose  throbs  shall  ever  be 
Beneath  the  stars  mine  meeting 
In  silent  ecstasy. 

Some  day  my  heart  shall  find  it 
I know  not  how  nor  where, 

But  I know  my  own  shall  bind  it 
With  cords  of  jealous  care. 

As  the  restless  ocean  surges 
Upon  the  lonely  shore, 

And  the  night  wind  sings  sad  dirges 
That  sound  forever  more. 

So,  as  they  dash  and  smother 
Lone  hearts  must  ever  beat, 

Each  unknown  to  the  other 
Until  they  chance  to  meet. 

Then  shall  the  clouds  be  rifted 
By  a dawn  that  shall  not  die, 

And  night's  dark  shades  be  lifted 
As  day  steals  o'er  the  sky. 

Then  shall  the  sea  cease  pounding 
Upon  its  shingly  bars, 

And  in  gentle  cadence  sounding, 

Shall  soothe  to  sleep  the  stars. 

With  sweet  Aeolus  sobbing 
A melody  divine. 

When  the  heart  that  for  me  is  throbbing 
Shall  make  its  music  mine. 

HOSPITAL  WALLS. 

By  Gloria  Goddard. 

White  ? 

Look  close — 

Their  smooth  flat  surfaces. 

Like  the  sensitive  wax  of  recording  disks, 
Bear  immortal  history. 

The  unseen  script  of  living 
Is  traced  upon  these  walls. 

Invisible  legends  of  life  and  death. 

Etched  indelibly. 

The  pale  thin  wail  of  the  newborn  babe 
Sketched  lightly — in  that  corner,  there; 
Yonder,  in  fading  lines. 

The  sigh  of  a last  farewell; 

Close  beside,  almost  splitting  the  plaster, 
An  agonized  scream  of  pain; 

A paean  of  joy  for  a dear  life  saved, 

Drawn  with  flourish  of  hope  on  the  ceiling; 
And  in  between,  and  all  around, 

Faint  sighs  scrawl, 

Deep  moans  smudge. 

Hot  tears  blur, 

Sad  hopes  falter, 

Like  a hand  unschooled  to  write. 

White  walls? 

Look  close — . 

(Saturday  Review,  Oct.  23,  1926.) 
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ROENTGENOLOGIC  DIAGNOSIS  OF 
GALL-BLADDER  DISEASE. 


Jacob  Roemer.  M.D., 

Paterson,  N.  J. 

After  Carl  Beck  announced,  in  1900,  the 
roentgenologic  visualization  of  gall-stones. 


studies  were  commenced  in  that  field.  Not 
however,  until  the  perfection  of  the  modern 
technic  consisting  of  the  interrupterless 
transformer,  duplitized  films,  the.  double  in- 
tensifying screen  and  the  Bucky-diaphragm, 
could  gall-stones  he  demonstrated  radio- 
graphically with  any  degree  of  success. 

The  clearness  with  which  a biliary  cal- 


Figure  1. — Gall-bladder  containing  numerous  stones.  Note  the  low  position  of  the  gall-bladder. 
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cuius  can  be  visualized  on  a roentgenogram 
depends  upon  the  amount  of  calcium  salt 
it  contains.  Pure  cholesterin  stones  do  not 
cast  a shadow,  as  their  opacity  to  the  Roent- 
gen-ray is  no  greater  than  that  of  the  sur- 
rounding tissues.  There  is  a diversity  of 
opinion  among  roentgenologists  as  to  the 
percentage  of  gall-stone  cases  that  can  be 
roentgenologically  diagnosed.  Some  claim 


Mayo  Clinic,  state : “Among  226  cases  of 
gall-stones  found  at  operation  the  Roent- 
gen-ray revealed  stones  in  87  (38.4%).  The 
gall-bladder  itself  quite  frequently  casts  a 
definite  shadow  and  some  authorities  claim 
that  to  be  evidence  of  pathology.  This 
however,  is  open  to  dispute. 

The  secondary  manifestations  of  gall- 
bladder disease  are  discerned  in  the  course 


Figure  2. — Both,  gall-bladder  and  gall-stones  are  distinctly  visualized. 


success  in  only  5%,  while  others  claim  90% 
and  over.  If  we  were  to  interpret  as  stones 
only  definite  and  characteristic  shadows 
without  reliance  upon  our  imagination,  then 
35%  would  probably  be  a correct  estimate. 
To  arrive  at  an  accurate  percentage  we 
must  rely  solely  on  cases  proved  by  opera- 
tion. Carmen,  MacCarty  and  Camp,  of  the 


of  an  examination  of  the  gastro-intestinal 
tract  by  means  of  a contrast  meal.  An  en- 
larged gall-bladder  or  one  thickened  by 
chionic  inflammation  produces  quite  char- 
acteristic pressure  deformities  on  the  first 
portion  of  the  duodenum,  and  occasionally 
on  the  antral  portion  of  the  stomach.  Often 
the  first  portion  of  the  duodenum  is  drawn 
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over  to  the  gall-bladder  by  adhesions.  Such 
adhesions  may  produce  deformities  in  the 
first  portion  of  the  duodenum  similar  to 
that  produced  by  a duodenal  ulcer.  The 
hepatic  flexure  of  the  colon  may  also  be  de- 
formed and  fixed  by  adhesions  from  the 
gall-bladder.  Other  secondary  manifesta- 
tions of  gall-bladder  disease  are  reflex  phe- 
nomena produced  in  the  stomach,  such  as 
hyperperistalsis,  delayed  gastric  motility, 


as  sodium-tetrabromphenolphthalein  and 
sodium-tetraiodophenolphthalein  when  in- 
jected intravenously  caused  to  be  produced 
a definite  Roentgen-ray  shadow  of  the  gall- 
bladder. These  dyes  are  principally  taken 
up  by  the  portal  circulation  and  excreted  in 
the  bile.  A similar  test  applied  to  man  was 
productive  of  the  same  results.  When  us- 
ing the  intravenous  method  the  gall-blad- 
xler  is  normally  visualized  from  2 to  3 hours 


Figure  3. — Characteristic  ring-like  shadow  of  a large  eholesterin  stone, 
whose  top  layer  is  composed  of  calcium  salts. 


pylorospasm,  and  spastic  incisura.  Such 
spastic  Roentgen  signs  are  not  pathogno- 
monic of  gall-bladder  disease ; other  intra- 
abdominal lesions  may  produce  them. 

A very  important  contribution  to  the 
Roentgen  diagnosis  of  gall-bladder  disease 
was  brought  out  by  Graham  and  Cole  of 
St.  Louis ; preliminary  report  of  their  dis- 
covery being  published  in  the  J.  A.  M.  A., 
Feb.  23,  1924.  These  authors  found,  in  ex- 
perimenting on  dogs,  that  certain  dyes,  such 


after  the  injection,  and  becomes  more  pro- 
nounced after  a lapse  of  24  hours,  gradually 
becoming  fainter  and  entirely  disappearing' 
after  32  hours.  When  there  is  an  impair- 
ment of  the  liver  function  or  an  obstruction 
of  the  cystic  duct,  then  the  shadow  of  the 
gall-bladder  is  very  faint  or  entirely  absent. 

Graham  and  Cole  arrived  at  these  con- 
clusions after  a careful  study  of  55  cases  of 
clinically  suspected  gall-bladder  disease. 
The  publication  of  their  results  was  ac- 
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claimed  with  great  enthusiasm  by  roent- 
genologists throughout  the  world,  and  the 
test  proved  to  possess  the  merits  claimed 
for  it  by  its  discoverers.  This  procedure, 
however,  is  not  without  danger,  as  some 
of  the  patients  subjected  to  the  test  had 
very  severe  reactions.  At  best,  the  test  is 
a hospital  procedure.  A desire  to  obviate 
these  untoward  effects  and  to  simplify  the 
test  in  order  to  make  it  suitable  for  office 
practice,  led  to  experiments  in  the  oral  ad- 
ministration of  the  dye. 


ach,  as  the  hydrochloric  acid  of  the  gastric 
juice  causes  precipitation  of  the  dye.  Most 
commonly  used  are  pills  or  capsules  coated 
with  salol,  keratin,  steric  acid,  or  hardened 
in  formalin.  1 hese  vehicles  are  dissolved 
in  the  small  intestine,  thus  liberating  the 
dye. 

The  procedure  is  as  follows:  the  day  be- 
fore examination,  the  patient  is  instructed 
not  to  take  any  cathartics.  He  is  to  take 
a light  supper  and  in  15  minutes  afterward 
l/2  c’r.  of  bicarbonate  of  soda:  15  minutes 


ritfure  4.*-^- A calcified  gal. -bladder  containing  pus  and  many  stones. 


In  January,  1925.  Whitaker,  Milliken  and 
Vogt  announced  their  results  in  the  oral 
administration  of  the  dye.  About  the  same 
time  Mennees  and  Robinson,  and  others,  re- 
ported splendid  results  in  the  oral  adminis- 
tration of  the  sodium-tetraiodophenolph- 
thalein.  When  thus  given,  the  dye  has  to 
be  put  up  in  pills  or  capsules,  in  a vehicle 
which  would  not  be  dissolved  in  the  stom- 


after  this  the  patient  is  given  the  dye,  which 
is  usually  divided  into  4 doses  15  minutes 
apart.  I he  patient  should  drink  liberal 
quantities  of  water  and  lie  on  the  right  side 
while  taking  the  dye,  and  remain  in  that 
position  for  about  1 hour  after  the  last  dose 
is  taken.  The  following  morning  he  is  to 
report  for  an  examination,  on  an  empty 
stomach,  at  which  time  several  films  are 
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taken  of  the  gall-bladder  region.  After 
this,  the  patient  is  to  take  a meal  contain- 
ing a liberal  quantity  of  fats  and  report  for 
another  examination  about  2 hours  later. 
The  last  examination  is  made  24  hours  after 
the  first.  Some  men  advise  a barium  meal 
examination  of  the  gastro-intestinal  tract 
to  begin  after  the  first  set  of  films  are  made. 
This  way,  a study  of  the  secondary  mani- 
festations of  gall-bladder  disease  can  be 
made  out  at  the  same  time. 
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36  hours  after  the  dye  administration.  In 
a normal  gall-bladder,  the  shadow  should 
be  oval  or  pyriform  in  shape,  homogeneous 
and  should  at  later  hours  become  smaller, 
indicating  a normal  contractibility  of  the 
viscus.  Failure  to  produce  a gall-bladder 
shadow,  delayed  or  scanty  filling  of  the 
gall-bladder,  abnormal  position,  enlarge- 
ment, irregular  contour,  mottling  and  the 
absence  of  contractibility  are  evidences  of 
pathology.  If  stones  are  present  in  the 
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Figure  5. — Gall-bladder  pressing  against  the  bulbus  duodeni  producing  a 
deformity  in  the  latter. 


Einhorn  and  Stewart  administered  the 
dye  into  the  jejunum  through  a duodenal 
tube  and  obtained  good  results.  Such  pro- 
cedure is  not  simple  and  is  objectionable  to 
the  patient. 

Now  as  to  the  findings  and  interpreta- 
tion: A normal  gall-bladder  casts  a shadow 
12  to  14  hours  after  the  oral  administration 
of  the  dye,  becomes  smaller  after  a fatty 
meal  has  been  eaten,  and  is  entirely  effaced 


gall-bladder,  they  may  cast  positive  or 
negative  shadows. 

I have  examined  in  my  office  60  cases  by 
the  oral  method.  At  the  Barnert  Hospital, 
my  assistant,  Dr.  Salzman,  and  I examined 
26  cases.  Of  the  86  cases  examined:  1 pa- 
tient vomited  the  capsules  when  she  took 
the  last  dose ; 3 patients  vomited  about  1 
hour  after  the  last  dose  rvas  taken  ; 6 pa- 
tients had  diarrhea  a few  hours  after  the 
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capsules  were  taken  and  5 complained  of 
slight  headache.  In  11  cases  most  of  the 
capsules  passed  into  the  colon  intact  but  a 
sufficient  amount  of  the  dye  entered  the 
gall-bladder  to  cast  a shadow.  The  gall- 
bladder was  definitely  visualized  in  72  in- 
stances. In  14  the  gall-bladder  failed 
to  fill,  and  in  the  case  of  the  patient 
who  vomited  immediately  after  the  last 


failed  to  enter  the  gall-bladder  the  oper- 
ative finding's  disclosed  obstruction  of  the 
cystic  duct  by  biliary  calculi  in  2,  and  the 
other  4 showed  various  degrees  of  chole- 
cystitis with  obstruction  of  the  cystic  duct. 
Of  the  11  cases  that  showed  negative 
shadows  in  the  gall-bladder,  8 came  to  oper- 
ation, and  all  proved  to  be  gall-stones.  In 
2 of  the  cases  where  the  gall-bladder  shadow 


Figure  6— Bulbils  duodeni  drawn  over  to  the  gall-bladder  and  held  firmly  in  that 
position  by  adhesions. 


dose  there  was  only  a very  faint  shadow 
of  the  gall-bladder.  In  11  of  the  cases 
where  a preliminary  examination  be- 
fore the  dye  was  taken  was  negative,  there 
was  evidence  of  gall-stones  with  the  dye 
test.  Of  the  49  cases  that* gave  a positive 
reaction  to  the  Graham  test,  18  were  oper- 
ated upon.  In  6 of  the  cases  where  the  dye 


was  distorted  and  the  dye  was  retained  for 
over  36  hours,  the  surgeon  found  chole- 
cystitis with  extensive  adhesions ; 2 cases 
where  the  gall-bladder  shadow  was  very 
large  and  faint,  proved  to  be  hydrops.  In  1 
of  my  cases  that  was  examined  during  an 
attack  of  apparent  biliary  colic,  the  dye 
failed  to  enter  the  gall-bladder.  The  same 
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patient  was  reexamined  when  he  was  symp- 
tom free  and  at  that  examination  the  dye 
entered  the  gall-bladder  and  gave  a nega- 
tive Graham  reaction.  Four  of  the  cases 
where  the  Graham  test  was  negative,  came 
to  operation  and  in  each  the  gall-bladder 
was  normal.  Of  the  49  cases  that  gave  a 
positive  response  to  the  Graham  test,  35 
had  a routine  barium  meal  examination  of 
the  gastro-instestinal  tract,  and  31  of  these 
showed  secondary  manifestations  of  gall- 
bladder disease. 


From  a paper  published  in  the  J.  A.  M 
A.,  September  26,  1925,  by  Graham  and  his 
co-workers  I quote  the  following : “We 

have  performed  cholecystography  in  a total 
of  467  hospital  and  ambulatory  patients.  A 
correct  diagnosis  has.  been  made  in  95%  of 
the  cases  confirmed  by  operation.” 

Conclusions. 

Gall-stones  can  be  roentgenologically  vis- 
ulized  provided  they  contain  some  calcium 
salts.  The  secondary  manifestations  of  gall- 


Figure  7. — Normal  gall-bladder  12  hours  after  the  oral  administration 
of  sodium  tetraiodophenolphthalein. 


At  the  Twenty-fifth  Annual  Meeting  of 
the  American  Roentgen  Ray  Society,  held 
at  Swampscott,  Mass.,  September  3-6,  1924, 
Carmen  stated  that  178  cases  had  been  ex- 
amined at  the  Mayo  Clinic  by  the  Graham 
method.  Of  these,  39  were  operated  upon 
and  all  of  them  had  cholecystic  disease ; in 
34  of  the  cases  the  Graham  test  was  posi- 
tive. 


bladder  disease  disclosed  during  a barium 
meal  examination  are  strong  presumptive 
evidence,  but  not  pathognomonic  of  gall- 
bladder pathology. 

The  Graham  test  has  proved  to  possess 
definite  diagnostic  value  and  deserves  a 
prominent  place  in  the  study  of  the  physi- 
ology and  pathology  of  the  gall-bladder- 
The  oral  administration  of  the  dye  is  very 
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simple,  devoid  of  any  danger,  and  yields  ex- 
cellent results.  1'here  is,  however,  room 
dor  further  investigation  regarding  inter- 
pretation of  the  gall-bladder  shadow  and 
in  preparation  of  the  dye,  so  as  to  eliminate 
its  toxic  effects  and  also  to  make  it  more 
soluble  in  the  small  intestine. 
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a positive  gall-bladder  diagnosis  with  the  x-rays 
in  about  30%  of  cases,  this  test  of  Graham,  Cole 
and  Copher  enables  us  to  make  a positive  diag- 
nosis in  90%. 

After  these  men  had  come  out  with  their  test, 
everybody  wondered,  why  he  couldn’t  have  found 
out  that  test  sooner.  Everybody  knew,  that 
phenolphthalein  is  excreted  in  the  bile.  But  it 
took  a genius  to  make  the  next  step,  and  decide 
that,  rf  an  iodin  or  bromin  nucleus  could  be 
brought  into  the  phenolphthalein,  that  this  could 
be  used  as  a means  to  cast  a shadow  of  the  gall- 
bladder on  the  x-ray  film. 

This  method  is  still  a very  young  one.  We  do 


Figure  9. — Pathologic  gall-bladder  12  hours  after  the  oral  adminis- 
tration of  sodium  tetraiodophenolphthalein. 


DISCUSSION. 

Dr.  Ernest  A.  May,  Newark:  It  was  a great 
pleasure  to  me  to  hear  Dr.  Roemer  talk  in  such 
an  excellent  way  on  this  new  method  of  chole- 
cystography and  I am  very  sure  that  we  all  feel 
this  way.  From  the  beginning  the  American 
roentgenologists  have  been  far  ahead  of  all  oth- 
ers in  the  x-ray  diagnosis  of  gall-bladder  dis- 
eases. No  wonder  that  an  American  again  takes 
up  the  leadership  and  presents  the  world  with 
such  an  ingenious  invention,  which  is  just  as  im- 
portant as  was  the  idea  to  render  the  gastro-in- 
testinal  tract  visible  by  giving  the  patient  a bar- 
ium meal.  While  heretofore  we  could  only  make 
not  know  yet  all  the  possibilities,  how  far  it  will 


bring  us  in  the  diagnosis  of  the  diseases  of  the 
liver  and  the  gall-bladder.  But  we  know  already 
that  it  is  far  more  accurate  than  any  one  of  the 
functional  tests  now  in  use.  With  it,  we  are  able 
to  detect  a cholecystitis  in  its  very  beginning,  at 
a time  when  only  the  microscope  could  find  the 
inflammation.  Heretofore,  most  cases  could  be 
accurately  diagnosed  only  after  they  had  gone 
through  the  stage  of  advanced  pathology  with 
scarring,  formation  of  stones,  etc.  As  this  meth- 
od gives  us  the  possibility  of  an  accurate  early 
diagnosis,  it  may  create  another  chapter  in  pre- 
ventive medicine.  By  early  operative  treatment 
most  of  the  ravages  of  long  standing  cholecysti- 
tis with  its  accompanying  serious  effects  on  liver 
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anti  pancreas  can  be  prevented.  I think,  we  all 
should  be  thankful  to  Dr.  Roemer,  that  he  has 
"brought  this  subject  to  our  attention  in  such  a 
precise  manner,  for  I believe  this  method  will 
be  of  great  help  to  all  of  us.  There  is  one  more 
point  I would  like  to  bring  out:  No  matter  how 
valuable  this  new  test  may  become  to  us,  the 
former  methods  of  x-ray  examination  of  the  gall- 
bladder still  remain  of  great  importance.  There 
are  cases  in  which  we  need  no  contrast  filling  at 
all,  cases  of  calcified  gall-stones  and  lime  de- 
posits in  the  wall  of  the  gall-bladder.  There  are 
other  cases  in  which  we  can  make  a probable 
diagnosis  by  examining  the  gastro-intestinal  tract 
and  studying  its  relation  to  the  gall-bladder.  I 
should  say  that  an  examination  of  the  gall-blad- 


Before  the  days  of  the  railroad,  we  were  all 
satisfied  to  travel  by  covered  wagon  and  stage- 
coach, and  if  you  will  read  the  intimate  history 
of  this  country  along  in  18  00,  you  will  find  that 
the  various  stagecoach  companies  used  to  boast 
of  their  ability  to  keep  to  the  schedule  and  to 
make  certain  distances  between  certain  points 
within  a “relatively  short  space  of  time”,  gen- 
erally ending  up  with  the  promise  “God  will- 
ing”. As  a roentgenologist,  that  is  the  way  I 
felt,  more  or  less,  before  this  test  came  out,  about 
the  diagnosis  of  gall-bladder  conditions.  We  all 
know  that  such  very  definite  stones  as  the  doc- 
tor has  shown  here  of  calcium  bilirubin  or  mixed 
eholesterin  and  calcium  bilirubin  can  be  shown 


Figure  10. — Pathologic  gall-bladder  with  a negative  shadow  in  the  center 
cast  bv  a eholesterin  stone.  12  hours  after  the  administration  of  sodium  tetra- 
iodophenolphthalein. 


•der  is  not  to  be  considered  complete  as  long  as 
the  patient  has  not  had  a barium  meal  in  order 
to  study  the  influence  of  the  possibly  diseased 
gall-bladder  on  the  gastro-intestinal  tract.  This, 
together  with  the  new  Graham  test  will  give  us 
the  greatest  satisfaction. 

Dr.  Win.  G.  Hermann  (Asbury  Park):  Allow 

me,  first,  to  extend  my  congratulations  and 
thanks  to  the  writer  of  this  paper  for  his  pre- 
sentation of  the  subject.  This  is  a subject  which 
is,  of  course,  of  a great  deal  of  importance  and 
interest  to  roentgenologists,  but  I think  it  is  also 
■of  interest  to  clinicians. 


directly,  but  the  indefinite  and  light  stones  have 
given  all  of  us  disappointments. 

Certain  men,  like  George  and  Leonard  in  Bos- 
ton, have  reported  a very  high  percentage  of 
positives,  and,  without  any  disrespect  to  them,  I 
think  we  may  congratulate  them  on  their  guess- 
ing ability.  I don’t  want  to  misquote,  but  be- 
lieve I am  right  when  I say  that  the  X-Ray  De- 
partment at  the  Mayo  Clinic  has  a percentage  of 
something  like  95%  correct  at  the  operating 
table  for  their  positive  cases,  but  with  a negative 
percentage  of  something  like  17,  therefore  mak- 
ing a combined  percentage  of  somewhere  around 
56  for  direct  x-ray  examination  of  the  gall-blad- 
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der  without  using  the  dye.  At  the  Mayo  Clinic, 
they  are  not  allowed  to  say,  “Perhaps”,  or 
“Doubtful’',  or  “Suspicious",  or  “I  think  it  is  or 
it  is  not”. 

When  this  test  came  out,  it  was  of  interest,  of 
course,  to  roentgenologists,  first,  as  offering  some- 
thing very  definite  and  something  that  they  could 
visualize,  but  the  more  we  work  with  it,  and  the 
more  the  research  men  and  clinicians  work  with 
it,  the  more  information  with  regard  to  physi- 
ology of  liver  and  gall-bladder  comes  out;  some 
things  are  being  brought  out  that  we  usually  do 
not  connect  with  gall-bladder  examinations. 

As  both  Dr.  Roemer  and  Dr.  May  mentioned, 
this  test  depends  upon  the  fact  that  the  phthal- 
eins  are  excreted,  as  Abel  and  Rountree  showed, 


proven  to  be  not  a true  diabetes  but  an  intermit- 
tent glycosuria. 

There  is  another  thing  we  are  finding  out  by 
means  of  this  test.  We  have  found  that  a fatty 
meal,  which  is  now  used  as  part  of  the  test  to 
show  whether  this  gall-bladder  is  functioning 
or  not,  will  stir  that  gall-bladder  to  empty  it- 
self better  than  will  any  drug.  The  nearest  ap- 
proach to  it  is  magnesium  sulphate.  Sosmann 
and  Whitaker  tried  a large  number  of  drugs, 
many  of  them  in  common  use,  and  they  had  lit- 
tle or  no  effect  upon  the  gall-bladder;  this  in- 
cluded alcohol,  olive  oil,  and  many  other  drugs 
that  we  think  may  have  an  effect.  The  fatty 
meal  gave  a much  quicker  and  more  complete 


Figure  1 1. — Pathologic  ga'l-bladder  with  negative  shadows  cast  by 
many  cholesterin  stones.  12  hours  after  the  oral  administration  of  sodium 
tetraiodophenolphthalein. 


through  the  liver;  therefore,  the  liver  function  as 
a filter  must  be  working.  When  that  liver  func- 
tion is  disturbed  by  various  forms  of  hepatitis, 
sclerosis,  and  so  forth,  we  are  going  to  have  this 
test  interferred  with.  Therefore,  before  we  can 
say  that  this  test,  other  than  the  visualization  of 
stones,  proves  positive  for  gall-bladder  pathology, 
we  must  know  something  about  the  liver  clin- 
ically. Furthermore,  we  are  finding  that  pan- 
creatitis and  diabetes  interfere  with  this  test.  I 
had  one  very  interesting  case,  in  which  the  pa- 
tient was  supposed  to  be  diabetic.  While  the 
test  did  not  function  as  positively  and  prettily  as 
in  certain  other  cases,  still  it  functioned  definitely 
and  normally,  and  subsequently  that  case  was 


emptying  than  anything  except  the  magnesium 
sulphate. 

Another  thing  that  Dr.  Graham  has  brought 
out  is  the  fact  that  many  cases  of  cholecystitis 
consist  of  an  infection  and  lymphageitis  in  the 
wall  of  the  gall-bladder;  the  mucosa  may  be 
comparatively  intact.  So  that  it  is  a better  test 
for  certain  forms  of  cholecystitis  than  the  Lyon’s 
test. 

Another  thing  that  has  been  of  great  interest 
to  me  is  the  fact  that  just  as  the  barium  meal 
changed  our  conception  of  the  position  of  hollow 
viscera,  such  as  the  stomach,  within  the  body  in 
normal  postures  and  while  the  patient  was  con- 
scious, so  this  dye  test  is  changing  our  opinion  as 
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to  the  location  and  habitus  of  the  gall-bladder. 
One  of  the  films  that  the  doctor  presented  here 
showed  some  biliary  concretions  in  the  gall-blad- 
der as  low  down  as  the  crest  of  the  ilium,  and  we 
are  finding  that  many  of  these  so-called  thickened 
gall-bladders  that  we  have  been  previously  view- 
ing on  films  are  really  the  caudata  or  other  lobes 
of  the  liver.  In  our  “indirect”  examinations  for 
gall-bladder  pathology  by  way  of  the  barium 
meal,  we  have  been  giving  much  weight  to  de- 
formities of  the  duodenal  bulb  and  in  many  cases 
no  doubt  it  is  this  same  caudate  lobe  which  has 
been  causing  the  deformities  seen,  for  in  some 
of  these  cases  where  we  have  thought  we  saw  the 
gall-bladder  or  pressure  defects  in  the  duodenum, 
the  dye  test  has  shown  the  gall-bladder  to  be  in 
an  entirely  different  location.  I had  one  case  in 
which  the  gall-bladder  was  definitely  within  the 
pelvis. 

I>r.  Abraham  E.  .Tallin  (Jersey  City):  After 
hearing  Dr.  Roemer  explain  so  clearly  the  value 
of  this  method  in  gall-bladder  diagnosis,  I should 
just  like  to  issue  a word  of  caution:  that  we  don't 
get  into  the  habit,  when  we  suspect  gall-bladder 
disease,  whether  we  suspect  it  definitely  or  re- 
motely, of  simply  having  gall-bladder  x-rays 
made.  In  that  connection,  I agree  with  Dr.  May 
that  the  method  should  be  only  an  additional  fac- 
tor in  the  examination,  and  that  we  should  not 
handle  a gall-bladder  examination  as  we  would 
a suspected  renal  stone,  for  instance.  I think 
there  is  quite  a difference  between  the  2 condi- 
tions because  we  have  so  many  more  gastro- 
intestinal symptoms  from  doubtful  gall-bladder 
conditions;  there  are  so  many  conditions  which 
resemble  gall-bladder  pathology  which  may  not 
be  due  to  gall-bladder  disease  at  all,  that  either 
the  physician  or  the  patient  may  be  satisfied 
when  there  are  negative  or  positive  findings  with 
the  dye  test,  and  in  that  way  overlook  ulcer  or 
other  maladies. 

In  any' gastro-intestinal  problem,  nothing  short 
of  completeness,  including  the  contrast  meal,  is 
fair  either  to  the  patient  or  the  physician,  and 
that  I think  is  worth  emphasizing  here. 

Then,  with  regard  to  the  negative  gall-blad- 
ders, I think  it  is  perhaps  well  to  define  just  what 
we  mean  by  “negative”.  Did  Dr.  Roemer  mean, 
in  speaking  of  “negative”,  that  the  gall-bladder 
if  it  didn't  Show  was  pathologic  and  if  it  did 
show  it  was  normal?  I think  there  is  room  for 
confusion  there.  But,  assuming  the  negative  to 
be  the  one  where  the  gall-bladder  shadow  is  ab- 
sent, we  are  apt  sometimes  to  fall  into  error,  in 
thinking  that  we  have  a diseased  gall-bladder, 
unless  we  are  very  careful  to  note  whether  the 
patient  has  breathed,  whether  the  dye  has  failed 
to  be  absorbed,  or  whether  there  has  been  some 
fault  on  the  part  of  the  patient  in  the  method 
of  taking  the  dye.  All  gall-bladders  that  don’t 
show  on  the  film  should  be  repeated  before  a final 
diagnosis  is  made. 

Then,  in  connection  with  those  that  do  appear, 
I think  we  should  be  satisfied  with  nothing  less 
than  a very  careful  study,  and  by  that  I mean 
a repeated  looking  at  the  film.  We  study  a film 
today,  and  we  don’t  see  perhaps  what  we  will 
see  if  we  look  at  it  again  tomorrow.  So  we 
should  make  a very  careful  study,  looking  for 
those  little,  calcareous,  ill-defined  areas,  noting 
position,  size,  and  shape;  and  another  very  im- 
portant thing  to  note  is  delayed  emptying  time 
of  the  gall-bladder.  I think,  as  in  everything 
else,  thoroughness  in  procedure  on  the  part  of 
the  patient,  and  thoroughness  in  technic  and 
"reading  on  the  part  of  the  physician  is  most  im- 
portant and  should  never  be  overlooked. 


Dr.  Roemer:  I am  very  much  pleased  with  the 
discussion  on  my  paper.  Drs.  May  and  Herrman 
made  a fine  analysis  of  the  physiology  and  path- 
ology of  the  biliary  passages.  Dr.  Jaffin  will  find 
every  question  that  he  brought  up  discussed  in 
the  text  of  the  paper.  I do  not  believe  that  any 
diagnostic  method  in  medicine  is  correct  in  100% 
of  cases,  and  neither  is  this. 

A positive  Graham  reaction  is  shown  by  failure 
of  the  dye  to  enter  the  gall-bladder,  scanty  or 
delayed  filling,  delayed  emptying  of  the  gall- 
bladder, abnormal  position,  mottling,  irregular 
contour,  and  absence  of  contractibility  of  the 
gall-bladder. 

The  gastro-intestinal  examination  by  means  of 
a contrast  meal  yields  good  results,  that  is,  pro- 
duces certain  secondary  manifestations  in  the. 
stomach  and  duodenum  which  are  of  value  in 
conjunction  with  clinical  investigation,  but  by 
themselves  these  are  not  pathognomic  of  gall- 
bladder disease. 

We  must  assume  a normal  liver  function  in 
order  to  get  the  dye  to  enter  the  gall-bladder. 
Failure  of  the  dye  to  enter  the  gall-bladder  may 
indicate  liver  disease  or  obstruction  in  the  cystic 
duct.  In  several  cases  of  carcinoma  of  the  stom- 
ach with  metastasis  in  the  liver  I have  given 
this  dye;  in  none  of  them  did  the  dye  enter  the 
gall-bladder. 

I fully  agree  with  the  question  that  Dr.  Herr- 
man brought  up  about  the  fatty  meal  being  a 
better  way  of  emptying  the  gall-bladder  than  the 
so-called  Lyon’s  nonsurgical  drainage  of  the  gall- 
bladder (which  is  quite  a difficult  procedure  and 
objectionable  to  the  patient).  If  you  give  your 
patients  bacon  and  eggs  they  will  empty  their 
gall-bladders  much  better  than  by  the  introduc- 
tion of  magnesium  sulphate  through  a duodenal 
tube.* 

RADIATION  THERAPY  OF  TU- 
BERCULOSIS. 


Ernest  A.  May,  M.D., 

Newark.  N.  J. 

Attending  Radiologist  Sea  View  Tuberculosis 
Hospital,  New  York  City. 

The  history  of  radiation  therapy,  espe- 
cially of  heliotherapy  in  tuberculosis  is  as 
old  as  this  disease  itself.  Herodot  states 
that  the  ancient  Egyptians  and  Assyrians 
used  to  expose  their  sick  to  the  sunlight  in 
sand  pits  and  on  terraces.  Hippocrates  is 
the  first  physician  who  wrote  on  heliother- 
apy. He  considered  pulmonary  tuberculo- 
sis to  be  an  ulcerative  process.  Also  Plinius 
and  dififerent  others  advised  heliotherapy. 
Galenus  used  to  send  his  patients  with  tu- 
berculosis and  scrophulosis  to  Naples  or  to 
Egypt.  The  ancient  Germans  exposed  their 
sick  to  the  sunlight  on  top  of  the  mountains. 
The  Incas  also  knew  of  the  healing  proper- 
ties of  the  sun  for  treatment  of  syphilis. 
Together  with  Christianity  spreading  out 
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more  and  more  over  Europe,  the  science  of 
medicine,  which  was  closely  connected  with 
the  worshipping  of  the  former  gods,  de- 
scended rapidly  and  with  it  the  accomplish- 
ed facts  about  heliotherapy  were  forgotten. 

It  took  medical  science  about  1000  years 
to  find  again  that  sun  rays  had  a great  heal- 
ing power.  In  1815  Loebel  recommended 
the  isolation  of  pulmonary  tuberculosis. 
Bonnet,  Olivier  and  Poncet  used  the  sun’s 
rays  in  arthritis.  Bernhard  and  Rollier  are 
the  originators  of  modern  heliotherapy. 
They  had  at  their  disposal  ideal  conditions 
in  the  highlands  of  the  Alps,  where  there  is 
an  abundance  of  the  ultraviolet  rays.  In 
lowlands,  where  the  conditions  are  not  quite 
as  favorable  in  regard  to  intensity  and  du- 
ration of  sunshine  and  the  amount  of  chemi- 
cally and  biologically  potent  rays,  artificial 
sunlight  has  to  be  resorted  to.  The  eminent 
Danish  physician,  Finsen,  discovered  the 
therapeutic  action  of  the  ultraviolet  rays 
and  based  his  therapy  on  his  experience 
with  the  carbon  arc  lamp.  Another  source 
of  ultraviolet  rays  is  the  mercury  vapor 
quartz  lamp,  (Bach)  based  on  the  fact  that 
quartz  is  permeable  to  the  ultraviolet  rays, 
whereas  glass  is  not.  While  natural  and 
artificial  sunlight  are  suitable  for  general 
treatment  of  the  body,  the  Roentgen  rays 
represent  an  excellent  means  for  local  ac- 
tion on  the  tuberculous  process.  This  was 
first  attempted  on  a larger  scale  by  Iselin, 
whose  results  where  confirmed  by  Wilms, 
Holfelder,  Southard,  Juengling  and  many 
others. 

Physics. 

Sunlight  and  artificial  light  differ  prac- 
tically onlv  in  so  far  as  the  artificial  light 
contains  a larger  percentage  of  actinic  rays. 
Furthermore,  treatment  by  sunlight  can 
only  be  carried  out  in  suitable  locations  and 
generally  must  be  supplemented  or  substi- 
tuted by  artificial  ray  treatment,  as  the  lat- 
ter is  not  dependent  on  the  weather  condi- 
tions and  is  also  more  readily  regulated  as 
to  dosage.  If  artificial  light  similar  to  sun- 
light is  wanted,  the  carbon  arc  lamp  answers 
the  purpose  ; if  a larger  percentage  of  ul- 
traviolet is  desired,  the  quartz  lamp  is  re- 
sorted to.  Of  the  Roentgen  rays  only  the 


hard  filtered  ones  are  considered  in  therapy, 
i.e.,  180-200  kilovolts  and  zinc  or  copper 
filtration.  The  x-ray  machine  used  in  diag- 
nostic work  is  not  powerful  enough  for  the 
treatment  of  tuberculosis.  Its  use  would 
be  illogical  as  well  as  dangerous  for  the 
patient  and  has  been  abandoned  by  most 
medical  men. 

Biology. 

The  various  types  of  rays  used  in  the 
treatment  of  tuberculosis,  although  differ- 
ent in  physicial  characteristics,  are  of  iden- 
tical value  as  biologic  factors.  They  pro- 
duce an  irritation  of  the  skin  and  directly 
and  indirectly  of  the  internal  organs  and 
diseased  foci,  whereby  the  active  process 
of  immunization  and  the  natural  healing 
powers  are  augmented.  Although  Rollier, 
Bernhard  and  Edgar  Mayer  claim  that  the 
short  wave  ultraviolet  rays  are  the  most 
potent  ones  in  the  solar  spectrum,  and  Kisch 
regards  the  long  wave  heat  rays  as  the  main 
factor  in  therapeutic  effect,  it  would  seem 
that  all  rays  are  capable  of  producing  a 
stimulation  in  the  tissues  and  that  perhaps 
a combination  of  these  various  rays  is  re- 
sponsible for  the  beneficial  effect  upon  the 
body. 

In  recent  years  our  knowledge  of  tuber- 
culosis has  materially  advanced  by  recog- 
nition of  the  fact  that  it  is  not  a local  dis- 
ease; but  the  local  manifestation  of  a gen- 
eral systemic  disease,  which  in  the  first 
place  requires  general  treatment.  Further- 
more, we  are  better  informed  about  the 
pathologic  processes  involved  in  the  de- 
velopment of  tuberculosis  in  the  various 
organs  and  are  able  to  direct  our  therapeu- 
tic measures  accordingly.  There  is  no  speci- 
fic known  which  will  render  the  tubercle 
bacillus  harmless  within  the  body.  Radi- 
ation therapy  is  not  credited,  according  to 
modern  research,  with  any  direct  bacteri- 
cidal influence  on  the  tubercle  bacillus  in 
living  tissues.  We,  therefore,  resort  to  a 
combination  of  measures  which  indirectly 
lead  to  the  desired  end.  Actinotherapy  is 
not  to  displace  other  measures  but  must  be 
regarded  as  an  additional  adjuvant  of  the 
body  in  its  struggle  against  tuberculosis. 
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Routine  of  Application. 

The  exposures  are  applied  generally  and 
locally,  both  methods  being  of  great  impor- 
tance as  either  alone  will  hardly  ever  bring 
about  the  desired  result.  The  fact  must 
never  be  lost  sight  of  that  the  local  dis- 
ease is  only  a symptom  of  the  general  in- 
fection. 

Modern  actinotherapy,  as  it  is  also  pur- 
sued by  us  in  Sea  View  Hospital,  New  York 
City,  is  usually  started  with  a general 
exposure  of  the  body  to  the  air,  followed 
by  a series  of  exposures  to  the  sun.  The 
air  bath  produces  an  irritation  of  the  skin, 
increases  metabolism  and  stimulates  the 
heart  and  other  vital  organs.  This  pre- 
liminary air  treatment  is  especially  indicat- 
ed for  weak  patients.  The  duration  of  ex- 
posure to  the  sun  rays  is  very  gradually  in- 
creased according  to  the  plan  or  Rollier,  be- 
ginning with  an  exposure  of  the  feet  for  5 
minutes,  then  extending  the  area  daily  to 
legs,  thighs,  abdomen,  chest,  back,  etc.  On 
the  seventh  day  the  general  sun  bath  is  in- 
creased by  15  minutes  and  then  gradually 
to  from  3 to  6 hours.  It",  on  account  of  un- 
favorable climatic  conditions,  artificial  light 
has  to  be  resorted  to,  the  body  is  exposed 
according  to  the  plan  of  Brown  and  Samp- 
son at  a distance  of  36  in.  from  the  lamp,  in 
accordance  with  Rollier’s  system.  One 
might  begin  with  an  exposure  of  the  chest 
and  hack  for  2 minutes  and  gradually  work 
up  to  15-20  minutes.  In  order  to  increase 
the  intensity  of  radiation  the  lamp  may  be 
gradually  brought  nearer  to  the  patient. 
The  skin  of  the  patients  assumes  a brown 
discoloration  more  or  less  rapidly.  Strong 
pigmentation  is  regarded  as  a favorable 
prognostic  sign.  This  pigment  formation 
enables  the  body  to  absorb  more  rays  and 
transform  them  into  energy. 

Local  treatment  is  administered  with  the 
water-cooled  Kromeyer  quartz  or  the  Fin- 
sen  carbon  arc-lamp  to  superficial  foci  and 
with  the  Roentgen  apparatus  to  superficial 
and  deep  lesions. 

Action  of  the  Rays. 

In  local  treatment  with  ultraviolet  rays 
the  hyperemia  and  reaction  on  irritation 
are  supposed  to  start  the  healing  process. 


In  general  radiation  the  effect  on  the  blood- 
vessels of  the  skin  is  credited  with  increas- 
ing metabolism,  invigorating  the  body  and 
increasing  the  bactericidal  properties  of  the 
blood.  In  rachitis  an  increase  of  the  ab- 
normally low  calcium  salts  was  noted.  Pos- 
sibly a similar  change  is  going  on  in  tuber- 
culosis. 

The  effect  of  x-rays  may  be  explained  as 
follows:  The  destruction  of  leukocytes, 

which  are  very  sensitive  to  radiation,  liber- 
ates substances  having  a favorable  influ- 
ence on  tuberculous  foci ; in  addition,  the 
rays  exert  a stimulus  upon  the  granulation 
tissues,  thereby  accelerating  scar  formation 
and  healing.  Based  on  this  proven  stimula- 
tion theory,  the  dosage  of  Roentgen  rays 
must  be  very  small.  The  severer  the  case, 
the  smaller  the  dosage  ! 

In  early  reports,  a great  deal  of  damage 
done  to  the  skin  by  x-rays  was  mentioned, 
due  no  dubt  to  insufficient  apparatus,  in- 
adequate filtering  and  high  dosage.  The 
large  doses  were  used,  perhaps,  on  the 
theory  that  the  bacilli  may  be  destroyed 
by  Roentgen  rays.  We  now  know  that 
the  body  has  to  fight  its  own  battle  against 
tuberculosis  and  small  dosage  is  administer- 
ed in  order  to  stimulate  the  growth  and 
more  rapid  cicatrization  of  granulation  tis- 
sue. The  conscientious  physician  will  use 
for  this  purpose  apparatus  which  will  pro- 
duce a homogeneous  radiation  by  heavy 
filtration  and  high  voltage.  Modern  authors 
condemn  attempts  to  use  a diagnostic  ma- 
chine, with  light  aluminum  filtration,  which 
produces  rays  that  do  not  penetrate  equally 
enough  and  which  would  require  a much 
higher  dosage  than  the  skin  and  the  un- 
derlying tissue  can  bear  for  any  length  of 
time,  if  the  deeper  tissues  are  to  he  affected. 
With  a high  voltage  machine,  diminution 
of  the  intensity  of  the  rays  is  very  gradual. 
Light  and  Roentgen  therapy  should  only  be 
entrusted  to  specially  trained  physicians, 
who  are  familiar  with  the  clinical  phenom- 
ena following  radiation  treatment  and  are 
better  able  to  judge  the  time  and  amount 
of  the  next  doses.  It  is  dangerous  to  ad- 
minister treatments  at  very  short  intervals 
and  to  use  sun  radiation  on  a part  of  the 
body  which  has  been  exposed  recently  to 
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x-rays,  on  account  of  cumulative  effect.  It 
is,  therefore,  advisable  after  Roentgen 
treatments  to  cover  the  parts  with  a dark 
cloth  for  1-2  weeks,  while  taking  sun  baths. 
General  constitutional  disturbances,  known 
as  Roentg'en  sickness,  occur  only  very 
rarely  if  the  above  methods  are  used. 

Forms  of  Tuberculosis  Treated. 

Lymphadenitis. — The  most  frequent  form  of 
tuberculosis  is  that  of  the  lymph  nodes. 
Since  Mutschenbacher  wrote,  in  1912,  about 
its  surgical  treatment,  describing  it  as  a 
difficult  and  thankless  job,  the  situation  has 
changed  completely,  thanks  to  radiation 
therapy.  In  this  country  Williams  and 
Pusey,  and  abroad  Holzknecht,  Bergeon 
and  Wallobra,  have  done  considerable  work 
in  this  field.  That  the  early  results  of 
Roentgen  treatment  were  not  as  satisfac- 
tory, was  due  to  incomplete  equipment,  the 
use  of  insufficient  and  soft  rays  and  the 
failure  to  recognize  the  fact  that  even  the 
mildest  form  of  local  tuberculosis  is  based 
on  a general  systemic  disease.  At  present, 
we  combine  the  local  Roentgen  treatment 
with  a general  ultraviolet  radiation.  The 
simple  hyperplastic  form  of  tuberculous 
lymphadenitis  disappears  very  readily  un- 
der such  treatment.  It  would  be  consid- 
ered out  of  date  to  attack  a lymph  node  tu- 
berculosis with  the  knife.  If  the  nodes 
have  broken  down  x-rays  will  accelerate 
the  process  and  the  pus  is  to  be  removed  by 
careful  aspiration,  thereby  preventing  mix- 
ed infection,  fistula  and  scar  formation.  If 
fistula  and  ulceration  have  already  formed, 
then  these  are  cleared  up  rapidly.  The  pus 
becomes  thin  and  watery  and  cure  is  ef- 
fected in  a short  time,  leaving  an  almost 
invisible  scar.  The  results  are  invariably 
good;  Axel  Reyn  reports  95%  cures  in  500 
cases;  Runstroem  almost  100%  in  148  cases. 

T uherculosis  of  the  skin  reacts  very  well  to 
treatment  with  the  Kromeyer  lamp  and 
with  x-rays.  Sesquira  cured  90%  of  his 
cases.  Strauss  and  Jesioneck  report  simi- 
lar results. 

Bones  and  joints. — Considerable  more  diffi- 
culty than  in  the  above  cases  is  encountered 
in  the  treatment  of  tuberculosis  of  the  bones 
and  joints.  Formerly,  this  was  a surgical 


problem.  Now,  actinotherapy  proves  to  be 
an  excellent  adjuvant,  so  that  in  the  dis- 
pute as  to  whether  a surgical  tuberculosis 
should  be  treated  by  operation  or  conserva- 
tively, the  consensus  of  opinion  seems  to 
veer  in  the  direction  of  conservative  meth- 
ods. Koenig,  the  advocate  of  surgical 
treatment,  reports  68%  permanent  cures, 
against  which  I selin  reports  65%  of  2650 
cases  remaining  cured  after  5 years.  Lo 
Grasso  cured  57%  of  his  1021  cases  with 
heliotherapy  only.  Rollier’s  series  is  2167 
cases : Cured  are  1746,  or  80%  ; improved 
242,  or  11.2%  ; stationary  14,  or  7%  ; worse, 
32,  or  2%.  Southard  reports  22  cases,  cured 
and  5 improved  out  of  27  . 

Operation  is  indicated  only:  (1)  If  pa- 

tients are  too  old  or  do  not  respond  to  con- 
servative treatment ; (2)  in  severe  mixed  in- 
fection ; (3)  when  the  general  condition  be- 
comes decidedly  worse;  (4)  when  a focus 
in  the  bone  can  easily  be  located  and  re- 
moved; (5)  for  social  reasons. 

Of  course,  each  case  has  to  be  treated  on 
its  individual  merit.  Coexisting  pulmonary 
tuberculosis,  which  is  present  in  active  or 
arrested  form  in  about  60%  of  the  cases, 
renders  a cure  considerably  more  difficult. 
A good  general  treatment  is  the  main  point 
and  Roentgen  treatment  and  surgical  inter- 
ference are  merely  local  adjuvants.  At  all 
events  attention  must  be  paid  to  mainten- 
ance of  the  function  of  the  affected  joints, 
and  for  that  reason  orthopedic  measures 
are  of  great  importance.  Rollier  and  Bier 
believe  that  a tuberculous  joint  should  not 
be  immobilized  in  plaster  casts  as  this  leads 
to  ankylosis.  Already,  after  the  first  Roent- 
gen treatment,  relief  of  pain  is  noticeable. 
The  pus  becomes  thinner  and  more  serous. 
Rapid  gain  in  weight  is  observed  unless 
there  are  serious  complications  of  other 
organs.  The  dosage  is  arranged  according 
to  the  principle  of  reaction  to  stimulation 
Small  doses  are  administered,  with  which 
it  is  impossible  to  do  any  harm.  The  gen- 
eral light  treatment  is  carried  out  accord- 
ing to  Rollier’s  scheme. 

Tuberculosis  of  the  peritoneal  cavity  offers 
the  most  fertile  field  for  radiation  therapy. 
Lawrason  Brown,  Edgar  Mayer,  Erickson, 
Stewart,  Ivlewitz,  Juengling  and  Stepp  have 
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done  highly  creditable  work  in  the  treat- 
ment of  this  malady.  As  far  back  as  1898, 
Bircher  treated  tuberculosis  of  the  peri- 
toneum successfully  with  radiation.  The 
dry  adhesive  form,  wherewith  surgery  has 
not  been  particularly  successful,  belongs  to 
the  domain  of  radiation  therapy  and  it 
•seems  also  to  be  the  method  of  choice  in  tlie 
exudative  form.  Klewitz  made  a study  of 
all  cases  available  in  literature  and  draws 
the  conclusion  that  it  is  questionable 
whether  laparotomy  in  the  ascitic  form  is 
superior  to  radiation  therapy  and  that, 
therefore,  the  bloodless  and  safe  radiation 
therapy  should  be  preferred.  In  the  event 
of  failure,  operation  may  still  be  resorted 
to.  and  is  not  made  more  difficult  on  ac- 
count of  previous  radiation.  A very  severe 
lung  complication  may  be  regarded  as  the 
one  contraindication  to  actinotherapy  in 
abdominal  tuberculosis.  It  is  wonderful  the 
way  some  apparently  hopeless  cases  are 
cleared  up,  provided  the  poor  general  con- 
dition is  not  caused  by  a severe  lung  in- 
volvement. Bircher,  who  has  the  largest 
experience  in  this  field,  recommends  radia- 
tion therapy  for  the  fibrinous  type  of  cases 
and  operation,  followed  by  radiation,  if 
there  is  much  ascites  or  if  the  ascites  does 
not  disappear  in  a few  weeks.  The  x-ray 
dose  for  local  treatment  is  very  small.  The 
principal  thing  is  to  work  with  highly  fil- 
tered rays,  which  permit  homogeneous  dis- 
tribution of  rays  that  enter  the  body 
through  various  portals  of  entry.  Small 
doses  do  not  interfere  with  the  function  of 
the  ovaries  and  cannot  do  any  harm  to  the 
skin. 

Unless  there  are  indications  for  operative 
interference,  radiation  therapy  should  al- 
ways be  given  a trial.  Kracker  reports  a 
case  of  large  nonremovable  tumor  found 
on  exploratory  laparotomy  which  later  dis- 
appeared completely  under  Roentgen  treat- 
ments. Brown  and  Sampson,  in  their  ex- 
cellent book  on  “Intestinal  Tuberculosis”, 
write  that  heliotherapy  and  ultraviolet 
treatment  often  improve  symptoms  and 
bring  about  cures.  They  use  the  Roentgen 
rays  only  if  heliotherapy  has  failed. 

Urogenital  tuberculosis  is  frequently  favor- 
ably influenced  by  Roentgen  treatment  in 


combination  with  general  light  treatment. 
The  experience  with  x-rays  in  the  treat- 
ment of  tuberculosis  of  the  kidneys  is  still 
very  limited.  It  should  be  used,  howe  ver  :(1) 
In  bilateral  tuberculosis  of  the  kidneys, 
when  operation  is  out  of  the  question ; (2) 
in  patients  who  have  had  a nephrectomy 
and  develop  disease  of  the  other  kidney ; 
(3)  in  patients  who  refuse  operation  or 
where  operation  is  not  indicated  (Stepp). 
Under  reasonable  dosage  damage  to  the 
extremely  sensitive  adrenal  glands  is  not  to 
be  feared.  Disease  of  the  bladder,  if  caused 
by  a tuberculous  kidney,  generally  subsides 
after  removal  of  the  oilending  kidney. 
However,  in  severe  cases  the  danger  of  in- 
vasion of  the  other  kidney  exists.  In  such 
cases  radiation  is  the  only  means,  which 
offers  any  hope. 

The  treatment  of  tuberculosis  of  the  tes- 
ticle and  the  other  male  genital  organs 
seems  to  be  promising.  Surgery  records 
only  poor  results  in  epididymitis  by  re- 
moval of  the  epididymis  or  by  castration. 
If  the  removal  of  one  testicle  is  followed  by 
disease  of  the  other,  actinotherapy  should 
by  all  means  be  tried  before  complete  cas- 
tration. Freund  cured  3 cases  of  localized 
tuberculous  orchitis  and  epididymitis.  In 
cases  with  pulmonary  and  nephritic  com- 
plications he  secured  improvement,  but  no 
cure.  Ullmann  reports  favorable  results  in 
24  cases.  Schmieden  takes  the  stand  that 
primary  unilateral  castration  as  an  early 
operation  in  beginning  epididymitis  should 
be  discarded,  for  the  latter  in  his  opinion 
is  curable  by  conservative  methods  in  a 
large  percentage  of  cases.  Only  after  com- 
bined climatic  and  physiotherapeutic  course 
of  treatment,  preferably  in  a sanatorium, 
have  failed  to  ameliorate  the  malady  should 
operation  be  considered.  Even  then  only 
the  epididymis  should  be  removed,  thus 
leaving  the  testicle  for  its  endocrine  func- 
tion. Castration  should  be  done  as  a last 
resort.  Bilateral  castration  should  be  avoid- 
ed, as  especially  in  such  cases  actinother- 
apy is  of  greatest  importance. 

Tuberculosis  of  the  lung.  — Unfortunately 
a complicating  pulmonary  infection  renders 
the  prognosis  of  all  these  cases  decidedly 
more  unfavorable.  In  fact,  in  most  of  these 
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cases  the  pulmonary  tuberculosis  is  our 
main  concern,  as  it  is  more  sensitive  to 
radiation  therapy  than  any  other  form  of 
tuberculosis.  If  it  is  the  principle  disease, 
the  question  arises  as  to  which  form  we  are 
dealing  with  from  a pathologico-anatomic 
point  of  view. 

The  following  are  to  be  excluded  from 
radiation  therapy  : Those  showing  a tend- 
ency to  be  progressive  and  exudative  pneu- 
monic cases.  Only  inactive  and  fibrous 
cases  and  cases  showing  a tendency  to  fi- 
brosis should  be  given  sun  treatment.  For- 
merly, open  cases  of  pulmonary  tuberculo- 
sis were  excluded,  but  now  the  presence  of 
bacilli  in  the  sputum  is  not  regarded  as  a 
contraindication  in  so  far  as  clinical  and 
x-ray  observation  show  that  there  is  fibrous 
tissue  formation.  Strong  reactions  must  be 
guarded  against,  particularly  in  the  third 
stage ; for  foci  in  the  lungs  may  readily  be- 
come active.  The  best  results  are  obtained 
in  the  milder  types  of  the  disease.  The  air 
and  sun  treatment  should  be  used  as  a pre- 
ventative and  as  after-treatment  in  order 
to  secure  permanency  of  results.  Excellent 
results  are  noted  in  the  mild  chronic  forms 
of  second  stage  tuberculosis,  which  compli- 
cate the  bulk  of  the  surgical  cases  treated 
by  radiation  therapy.  The  dosage  of  sun 
or  artificial  light  baths  is  calculated  accord- 
ing to  the  scheme  of  Backmeister.  Radia- 
tion with  artificial  light  is  less  dangerous 
for  foci  in  the  lungs  than  sun  light  because 
of  weaker  general  effect  and  milder  local 
effect.  The  indications,  however,  are  the 
same  as  with  heliotherapy. 

While  sun  and  artificial  light  tend  to  fa- 
Y^orably  influence  the  disease  through  a gen- 
eral reaction,  Roentgen  therapy  attacks  the 
tuberculosis  focus  itself.  Long  ago  at- 
tempts were  made  to  treat  tuberculosis  of 
the  lungs  by  x-rays  but  failed  on  account 
■of  inadequacy  of  apparatus.  Only  after  the 
introduction  of  deep  ray  therapy,  with  its 
elaborate  technic,  did  Kuepferle  and  Back- 
meister  succeed  in  obtaining  favorable  re- 
sults. They  use  small  doses  of  extremely 
hard  filtered  rays  which  stimulate  the  tu- 
berculous granulation  tissue  to  more  rapid 
scar  formation,  provided  the  tissue  has  not 
been  seriously  damaged  by  the  toxin  of  the 


tubercle  bacillus.  Besides  this  local  action 
it  is  more  than  likely  that  there  is  a gen- 
eral effect  on  the  body.  Slowly  progres- 
sive cases,  stationary  forms  and  such,  that 
show  a tendency  to  become  latent,  are  fa- 
vorably influenced  by  x-ray  treatments  and 
healing  is  accelerated.  Cases  with  weak  or 
no  granulation  tissue,  the  exudative  caseous 
forms,  and  all  acute  active  cases  should  be 
avoided. 

Roentgen  therapy  is  not  to  be  regarded 
as  a cure  for  tuberculosis  in  these  cases, 
but  should  be  expected  to  support  Nature’s 
effort  to  heal.  It  should,  therefore,  be  used 
only  in  conjunction  with  other  measures. 
In  all  cases  an  attempt  should  be  made  to 
make  the  patient  afebrile  by  general  treat- 
ment, i.e.,  to  bring  about  an  arrest  of  the 
disease.  After  that  x-ray  treatment  should 
be  resorted  to  for  enforcement  of  this  nat- 
ural healing  process. 

Tuberculosis  of  the  larynx.  — Radiation 
therapy  is  of  equal  importance  as  an  adju- 
vant in  the  treatment  of  tuberculosis  of  the 
larynx,  in  which  it  assists  in  the  scar  for- 
mation of  the  lesions.  X-ray  therapy  aids 
and  expedites  the  healing  of  benign  and 
productive  types.  Our  aim  is  by  general 
measures,  silence  treatment  and  operative 
measures  to  bring  the  ailment  to  a stand- 
still and  to  change  the  exudative  forms  of 
tuberculosis  into  the  productive  forms ; 
then  radiation  therapy  is  applied  for  the 
furtherance  and  the  safeguarding  of  the 
cure. 

Conclusion, 

The  above  is  a brief  survey  of  the  im- 
mense field  occupied  by  radiation  therapy 
in  the  treatment  of  tuberculosis.  I wish  to 
emphasize  again  that  radiation  therapy  is 
not  a panacea  for  tuberculosis.  General 
and  dietetic  care  will  always  remain  the 
foundation  upon  which  successful  tubercu- 
losis therapy  must  be  built.  Radiation 
therapy  is  one  of  the  means  which  assist 
the  body  in  its  fight  against  tuberculosis. 
From  small  beginnings,  this  branch  of  sci- 
ence has  opened  up  a great  field  for  itself, 
not  only  in  the  treatment  of  tuberculosis, 
where  however  it  is  today  one  of  the  most 
curative  agents. 
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HOME  TREATMENT  OF  TUBERCULO- 
SIS BY  ARTIFICIAL  PNEUMO- 
THORAX. 

M.  J.  Fine,  M.D., 

Newark,  New  Jersey. 

• 

The  subject  of  home  treatment  of  tuber- 
culosis has  been  much  discussed  and  a great 
deal  of  literature  has  been  accumulated  on 
the  subject,  and  this  is  also  true  of  the 
treatment  of  pulmonary  tuberculosis  by 
artificial  pneumothorax.  In  this  paper,  I 
am  trying  to  show  the  advisability  of  the 
home  treatment  of  pulmonary  tuberculosis 
by  artificial  pneumothorax.  In  a personal 
communication  with  some  of  the  leading 
tuberculosis  specialists  of  the  country,  I 
found  that  17.6%  advocated  home  treat- 
ment, 70.6%  advocated  sanatorium  treat- 
ment, and  11.8%  advocated  giving  the  first 
treatment  in  a sanatorium  and  the  subse- 
quet  refills  at  home.  The  following  are  ab- 
stracts of  opinions  from  some  of  these  let- 
ters. 

Dr.  James  Alexander  Miller,  New  York, 
April  7,  1926:  “I  think  home  treatment,  by 
which  I mean  starting  a patient  from  the 
very  outset  in  the  home  and  keeping  him 
there  through  the  course  of  the  disease,  is 
either  a failure  or  distinctly  inferior  to  the 
training  and  education  which  is  derived 
from  a stay  of  at  least  a few  months  in  a 
suitable  sanatorium  or  health  resort  where 
other  people  are  doing  the  same  thing  and 
consequently  a patient  learns  the  game.  As 
far  as  artificial  pneumothorax  is  concerned, 
I think  in  general  it  is  unwise  to  start  it 
anywhere  except  in  an  institution  where 
during  the  first  few  weeks,  at  least,  the 
progress  of  the  case  can  be  watched  care- 
fully and  frequent  fluoroscopic  or  radio- 
graphic  examinations  made.  After  a pa- 
tient has  had  artificial  pneumothorax  for 
some  time  and  is  doing  well,  of  course, 
treatment  at  home  and  having  refills  given 
in  ambulatory  fashion  is  a well  accepted 
and  perfectly  satisfactory  method.” 

The  abstract  of  Dr.  Miller’s  opinion  sums 
up  the  ideas  expressed  by  those  opposed 
to  this  procedure. 


Dr.  Edward  O.  Otis,  Boston,  Mass.,  April 
15,  1926:  "Many  cases  of  tuberculosis  will 
not  go  to  the  sanatorium  and  in  some  of 
these  artificial  pneumothorax  is  indicated. 
Therefore  they  would  lose  this  added 
chance  of  arrest  unless  the  operation  could 
be  done  at  the  home,  and  with  an  experi- 
enced operator  1 see  no  reason  why  it  can- 
not be.” 

Dr.  Martin  F.  Sloan,  Baltimore,  Md.,  May 
19,  1926:  “Ever  since  I have  been  givingf 
this  treatment,  which  dates  back  to  April, 
1911,  I have  set  down  as  one  of  the  require- 
ments for  satisfactory  results  an  intelligent 
and  cooperative  patient.  If  you  have  this 
sort  of  individual  to  deal  with  and  he  ful- 
fills all  of  the  other  requirements  for  suc- 
cessful treatment  there  is  no  reason  why 
the  artificial  pneumothorax  treatment  can- 
not be  carried  out  successfully  at  home.  I 
even  see  no  reason  why  the  patient  should 
be  started  in  a sanatorium  unless  he  hap- 
pens to  be  there  at  the  time.  1 believe  that 
all  candidates,  with  certain  exception, 
should  be  given  the  advantage  of  sanator- 
ium treatment  before  applying  compres- 
sion. So  many  cases  of  pulmonary  tuber- 
culosis will  heal  spontaneously  that  I do 
not  feel  we  are  justified  in  interfering  with 
natural  resources  unless  our  experience 
leads  us  to  feel  that  the  particular  case 
cannot  get  well  without  artificial  relief. 
We  attempt  to  stop  uncontrolable  hemor- 
rhage with  this  treatment  wherever  the  pa- 
tient may  be.  Many  having  such  hemor- 
rhages are  at  home  and  we  bring  treatment 
there.  Most  all  of  my  cases  that  were 
started  at  home  were  started  for  this  rea- 
son. The  intelligent  and  serious  minded 
patients  will  cooperate  and  it  may  be  un- 
necessary to  remove  them  elsewhere  for 
treatment.  The  unintelligent  and  indifferent 
will  not  cooperate  at  this  time,  neither  will 
they  cooperate  after  they  leave  the  sanator- 
ium where  treatments  were  begun  and  con- 
tinued for  a length  of  time.  Perhaps  the 
chief  objection  to  starting  the  treatment  at 
home  is  the  possibility  of  accidents.  These 
can  be  taken  care  of  at  home  as  well  as 
in  the  sanatorium.” 

Dr.  M.  Taschman,  New  York  City,  April 
8,  1926:  "For  many  years  I have  practiced 
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the  artificial  pneumothorax  treatment  in  se- 
lected cases  of  pulmonary  tuberculosis  at 
home.  Obviously,  the  technic  is  the  same, 
whether  applied  in  the  home  or  in  an  insti- 
tution. The  chief  considerations  for  the 
successful  issue,  lie  with  the  patient.  There- 
fore, it  is  necessary  to  individualize  every 
case,  and  in  arriving  at  a dicision  to  study 
not  only  the  medical  phase  of  every  case 
but  also  the  social  and  economic.” 

Dr.  Charles  L.  Minor,  Asheville,  N.  C., 
April  19,  1926:  “Tuberculosis  can  be  treat- 
ed anywhere  though  long  experience  with 
use  of  this  climate  satisfies  me  that  climate 
has  a distinct  value.  However,  many  cases 
cannot  leave  home  and  it  is  essential  for  the 
profession  to  work  out  a system  of  treating 
them  in  their  homes.  The  chief  disadvan- 
tage in  the  home  is  psychologic.  I have 
used  artificial  pneumothorax  now  for  14 
years  and  while,  of  course,  it  often  fails  I 
have  never  hurt  anybody  by  it  and  I have 
saved  a great  many  lives.  I feel  that  no 
one  treating  tuberculosis  can  afford  not  to 
master  it  thoroughly.  If  they  can  adapt 
themselves  to  a sanatorium  atmosphere 
they  will  do  much  better  in  the  long  run.” 
Dr.  S.  Adolphus  Knopf,  New  York  City, 
April  13,  1926:  “The  physician  administer- 

ing artificial  pneumothorax  should  realize 
that  he  is  performing  a surgical  operation 
and  that  it  must  be  done  with  the  same 
aseptic  or  antiseptic  care  which  is  exercised 
today  by  every  conscientious  surgeon  be- 
fore, during,  and  after  an  operation,  wheth- 
er this  operation  is  done  at  his  office,  in  the 
home  of  the  patient,  or  at  the  hospital.  If 
the  patient  is  afebrile,  in  good  condition 
physically  and  mentally,  and  not  too  ap- 
prehensive, the  operation  may  be  done  at 
the  physician’s  office.” 

The  matter  of  home  treatment  of  tuber- 
culosis has  been  experimented  upon  by  the 
New  York  Home  Treatment  Association 
and  also  by  Dr.  Pratt,  of  Boston,  who  finds 
that  success  in  the  treatment  can  be  just 
as  good  at  home  as  in  the  sanatorium.  It 
is  a well  known  fact  that  the  greatest 
number  of  tuberculosis  patients  are  not 
treated  in  but  outside  of  sanatoriums.  The 
cases  that  have  come  under  my  observa- 
tion for  the  past  7 years,  and  which  I have 


summarized,  were  cases  that  either  refused 
sanatorium  treatment  or  for  one  reason  or 
another  were  unable  to  go  there. 

I will  not  at  this  time  go  into  a detail  of 
the  history  of  artificial  pneumothorax,  nor 
its  modus  operandi,  other  than  to  say  that 
since  its  inception  by  Dr.  Carlo  Folionim 
and  use  by  John  B.  Murphy  in  Chicago  in 
1898,  it  has  come  to  be  considered  as  an  ex- 
tremely valuable  measure  in  the  treatment 
of  pulmonary  tuberculosis.  During  the 
past  7 years  J have  seen  219  patients  re- 
quiring artificial  pneumothorax  and  in  each 
case,  an  attempt  was  made  to  administer 
this  treatment.  Of  these  219  patients,  7T 
have  since  died-;  51  have  been  lost  track 
of ; 29  started  the  treatment  but  due  to  ad- 
hesions no  further  attempt  was  made  to 
continue  the  treatment ; and  68,  or  31%,  are 
living  today.  The  treatments  extended! 
over  a period  from  1 to  6 months  duration 
in  these  cases.  From  3 to  15  refills  were 
given.  The  patients  ranged  in  age  from 
8 to  66  years,  and  there  were  only  2 cases 
of  pleural  shock  and  1 case  in  which  fluid 
developed  after  the  second  operation.  The 
results  speak  for  themselves. 

What  are  the  objections  to  home  treat- 
ment ? The  following  are  claimed  by  those 
advocating  sanatorium  care:  (1)  Possibil- 
ity of  accidents.  (2)  Personal  inconven- 
ience to  the  attending  physician.  (3)  Lack 
of  funds  to  carry  on  the  treatments  to  com- 
pletion. (4)  Lack  of  fluoroscopic  and  ra- 
diographic control.  (5)  That  it  is  theoret- 
ically sound  but  frought  with  many  diffi- 
culties. (6)  Poor  environment,  and  psycho- 
logic enthusiasm  for  first  few  treatments 
but  which  lags  later  on.  (7)  Danger  of  in- 
fection and  lack  of  control. 

W hat  are  necessary  requirements  for 
successful  home  treatment?  Briefly  enum- 
erated they  are  : First  and  foremost,  an  in- 
telligent and  cooperative  patient;  a light 
and  sunny  room ; proper  isolation ; neces- 
sary and  proper  food  ; proper  routine ; asep- 
sis ; disciplinary  measures ; and,  the  psycho- 
logic factor,  namely,  a happy  environment. 

In  the  majority  of  cases  I find  that  pa- 
tients can  be  made  to  conduct  themselves 
at  home  and  live  in  the  same  manner  and 
follow  the  same  instructions  as  in  an  insti- 
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tution,  unless  it  is  impossible  to  isolate  the 
patient  in  the  home.  As  for  checking  up 
collapse  by  x-rays  and  fluoroscope  after  the 
first  injection,  there  is  no  necessity  for 
x-rays  or  fluoroscope.  Nothing  of  value  is 
added  because  the  small  amount  of  air 
given  will  not  show  much.  I usually  fol- 
low up  these  by  portable  x-ray  in  febrile, 
and  office  fluoroscopy  in  ambulatory  cases. 

Out  of  100  cases  of  tuberculosis  treated 
by  me  last  year,  only  5 have  been  sent  to  a 
sanatorium.  I am  of  the  opinion  that  the 
treatment  of  tuberculosis  by  artificial  pneu- 
mothorax can  be  accomplished  just  as  suc- 
cessfully at  home  as  at  a sanatorium.  The 
operator  should  not  give  the  first  treat- 
ment unless  he  has  an  assistant,  lr  is  most 
important  that  the  first  treatment  be  given 
in  the  patient’s  home  rather  than  at  the 
office,  with  the  help  of  an  assistant.  This 
makes  it  possible  for  a most  successful 
treatment.  The  assistant  physician  is  pres- 
ent to  see  that  any  emergency,  such  as 
pleural  shock  or  hysteria,  can  be  attended 
to  immediately  so  that  the  operator  will 
have  nothing  else  to  do  except  administer 
the  air,  watch  the  manometer,  and  look  out 
for  the  welfare  of  the  patient.  The  sterili- 
zation of  the  instruments  and  all  other  de- 
tails for  a successful  operation  can  be  at- 
tended to  by  the  assistant. 

In  the  200  and  more  artificial  pneumo- 
thoaces,  approximately  1800  refills,  which  1 
have  given  in  the  last  7 years,  I have  al- 
ways made  it  a point  to  give  the  patient  as 
little  air  as  possible  and  I believe  that  this 
is  the  reason  why  I had  only  1 patient  who 
developed  fluid.  I can  recollect  that  T had 
only  2 patients  who  experienced  pleural 
shock  and  in  1 of  these  cases  it  was  due  to 
the  fact  that  after  the  pleura  was  cocain- 
ized I withdrew  the  small  needle  and  in- 
serted one  of  much  larger  caliber.  It  seems 
to  me  that  the  greater  the  bore  of  needle, 
thus  injuring  more  pleura,  the  greater  the 
possibility  of  shock.  Furthermore,  I have 
observed  many  times,  that  when  the  patient 
is  in  a terminal  stage,  with  difficulty  in 
breathing,  due  to  the  lung  tissue  being  al- 
most destroyed  and  filled  with  secretion, 
that  by  giving  the  patient  a small  amount 
of  air  and  causing  a slight  partial  collapse, 


he  is  made  more  comfortable  and  feels 
better,  and  the  end,  if  I may  say  so,  is  not 
as  laborious  as  when  he  is  merely  left 
alone.  I find  also  that  when  artificial  pneu- 
mothorax is  given  in  incipient  or  moderate- 
ly advanced  stages,  the  patients  are  much 
more  benefited  and  a greater  number  able 
to  return  to  work  than  the  far  advanced 
cases. 

The  rapid  construction  of  sanatoriums 
within  recent  years  all  over  the  country, 
with  no  special  claim  for  climate,  speaks  for 
itself;  namely,  that  climate  is  not  very  im- 
portant in  the  cure  of  tuberculosis  and  that 
the  individual  can  be  treated  everywhere. 
Good  results  are  being  claimed  all  over  the 
country.  The  patient  who  refuses  or  who 
is  unable  to  go  to  a sanatorium  must  be 
treated  somewhere  and  must  be  taught  to 
adopt  the  methods  of  the  sanatorium  at 
home  and  he  should  have  as  much  help  as 
science  can  give  him.  The  operation  can 
be  done  in  such  manner  that  he  will  not  be 
afraid  of  a refill. 

The  success  of  home  treatment  of  tu- 
berculosis depends  upon  constant  attention 
to  hygiene,  sanitation  and  details,  and  upon 
the  intelligent  cooperation  of  the  patient. 
Just  as,  in  years  to  come,  each  physician 
with  his  knoAvledge  and  practice  of  modern 
hygiene  and  methods  of  preventive  medi- 
cine will  be  a board  of  health  unto  himself 
so  will  each  tuberculous  home  have  its  pre- 
scribed method  of  sanatorium  control. 

DISCUSSION. 

Dr.  Samuel  15.  English  (Glen  Gardner):  I am 
very  glad  to  say,  in  connection  with  Dr.  May’s 
paper,  that  we  who  are  actively  engaged  in  the 
treatment  of  tuberculosis  can  subscribe  to  most 
everything  that  he  has  had  to  say,  and  I am  also 
glad  to  note  that  he  is  not  imbued  with  that 
superlative  enthusiasm  which  ushally,  in  relative- 
ly new  types  of  treatment,  to  a certain  extent 
kills  its  beneficial  effect. 

There  can  be  no  doubt  (hat  the  strides  of  helio- 
therapy within  the  next  few  years  are  going  to  be 
exceedingly  rapid.  I know  but  little  about  the 
treatment  of  tuberculosis  by  x-rays,  other  than  a 
few  cases  of  adenitis  that  we  have  so  treated 
with  favorable  results. 

I do  remember  seeing  one  case,  5 or  6 years 
ago,  in  which  a patient  had  suffered  for  a num- 
ber of  years  a discharging  sinus,  following  an  old 
empyema.  That  sinus  had  persisted,  in  spite  of 
everything  that  could  be  done,  for  a period  of  3 
years.  One  treatment  of  deep  x-ray  therapy  was 
followed  by  its  closure  and  it  stayed  closed  for  a 
year  and  a half  after  that.  I don't  know  any- 
thing about  the  patient  since  that  time,  but  a 
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number  of  other  patients  were  treated  by  the 
same  man  and  by  the  same  procedure,  but  with 
very  dissimilar  results. 

I am  glad  the  doctor  emphasized  the  fact  that 
it  is  a useful  adjuvant,  because,  after  all  is  said 
and  done,  the  best  treatment  for  tuberculosis  is 
the  ordinary,  hygenic,  dietetic  treatment,  sup- 
plemented with  such  agencies  as  he  brings  forth. 
We  in  sanatorium  work  constantly  see  patients, 
whom  we  believe  should  be  doing  well  but  who, 
for  some  reason  or  other,  are  not  doing  so.  Many 
of  our  pulmonary  cases,  with  definite  signs,  with 
positive  sputum,  who  should  progress,  we  find 
going  backward.  Many  of  these  patients  we  be- 
lieve have,  in  addition  to  their  pulmonary  con- 
dition. a tubercular  enteritis,  and  it  is  even  to 
the  skeptics,  a revelation  to  see  what  heliotherapy 
will  do  for  these  patients.  I have  seen  any  num- 
ber that  have  had  all  the  advantages  of  sana- 
torium treatment,  'to  the  superlative  degree,  con- 
tinue to  go  backward,  and  then  get  the  advan- 
tage of  heliotherapy  with  the  mercury  quartz 
lamp,  because  this  section  of  the  country  is  not 
admirably  adapted  for  the  treatment  of  .tuber- 
culosis by  sunlight — you  have  it  one  day  and 
you  haven’t  got  it  the  next  day — and  as  a result 
of  the  added  treatment  they  make  marked  gain. 
It  does  seem  to  me  that  any  institution,  at  least 
(because  it  is  rather  difficult  to  give  heliotherapy 
to  any  great  extent,  outside  of  institutions),  that 
is  treating  tuberculosis  of  any  type  is  not  fully 
equipped  if  it  is  not  availing  itself  of  some  type 
of  heliotherapy,  and  I believe  in  this  section  of 
the  country  the  mercury  quartz  lamp  is  more 
beneficial  than  sunlight.  On  the  other  hand,  I 
believe  that  there  is  no  type  of  treatment  which 
needs  closer  checking  and  a more  guarded  tech- 
nic than  heliotherapy.  1 believe  again,  that  a 
good  many  of  the  ill  effects  that  have  been 
ascribed  to  heliotherapy  have  been  due  to  in- 
judicious handling. 

,We  who  live  with  tuberculosis  see  other  con- 
ditions that  would  go  a long  way  toward  convinc- 
ing the  skeptic.  Although  the  doctor  doesn't 
seem  to  claim  very  much  for  heliotherapy  in  kid- 
ney conditions,  I have  seen  within  the  last  5 
years  at  least  6 T.  B.  kidneys,  4 of  them  having- 
tubercle  bacilli  present  in  the  sputum;  one  of 
them  probably  not  having  active  lung  condition, 
but  4 years  ago  had  his  right  kidney  taken  out 
as  the  result  of  a tubercular  lesion,  and  2 years 
after  that  he  went  down  with  his  left  kidney. 
The  man  got  so  that  he  could  hardly  stay  from 
the  urinal.  A little  bit  later,  he  got  so  he  could 
hardly  urinate,  due  to  the  fact  that  he  was  filled 
up  with  blood.  In  addition  to  the  ordinary  hy- 
gienic dietetic  treatment,  that  man  received  the 
Alpine  lamp  or  the  mercury  quartz  lamp  treat- 
ment, and  he  is  now  able  to  work  8 hours  a day, 
and  he  has  recently  taken  a full-time  job.  That 
may  have  been  a coincidence. 

I remember  now  another  case  that  we  had  at 
Glen  Gardner  5 or  6 years  ago.  with  positive 
sputum.  He  came  back  to  us  2 years  ago  with 
positive  sputum,  with  a 4-f-  Wassermann,  and  with 
a tubercular  kidney.  That  is  a pretty  good  pic- 
ture. It  is  enough,  at  least,  to  make  a man  sick. 
That  man  was  on  quartz  lamp  treatment  for  a 
year  and  a half  and  he  is  now  doing  a full  day’s 
work. 

Perhaps  these  patients  would  have  gotten  well 
without  it,  but  I believe  that  the  quartz  lamp  in 
those  cases  has  done  them  lots  of  good.  It  cer- 
tainly appears  to  us  that  our  tubercular  peri- 
tonitis, even  of  the  exudative  type  (that  is,  ac- 
companying active  pulmonary  tuberculosis  with 
tubercle  bacilli  in  the  sputum),  is  benefited  by 


heliotherapy.  We  have  a little  girl  at  the  Sana- 
torium at  the  present  time,  about  14  or  15  years 
old,  from  Cape  May  County,  and  there  is  no 
question  that  that  girl  is  being  very  much  bene- 
fited by  the  lamps. 

We  have  seen  a number  of  cases  of  lupus  in 
which  it  has  been  hard  to  convince  ourselves 
that  the  lamp  hasn’t  been  of  benefit.  We  under- 
took to  check  some  of  them  through  the  labora- 
tory. There  seem  to  be  differences  of  opinion 
as  to  whether  or  not  you  do,  from  a laboratory 
standpoint,  get  a changed  blood  picture,  but  it 
certainly  appeared  to  us,  in  about  a dozen  cases 
that  we  checked,  that  we  got  an  increase  of 
lymphocytes,  that  we  got  an  increase  of  red 
blood  cells,  and  that  we  got  an  increase  in  hemo- 
globin. 

So,  personally,  I am  rat  hey  optimistic  as  to  the 
amount  of  benefit  that  a patient  can  get  as  a 
result  of  heliotherapy,  properly  given,  and  prop- 
erly watched.  If  you  don,  t give  it  properly  and 
if  you  don't  watch  it  properly,  like  any  other 
type  of  treatment,  you  won't  get  anything  out 
of  it. 

In  connection  with  Dr.  Fine’s  paper,  I think 
that  on  such  a subject  as  he  presents,  we  sana- 
torium men  would  naturally  have  a different 
opinion.  The  best  treatment  today  for  tuber- 
culosis is  continued  rest,  it  doesn’t  make  any 
difference  whether  you  have  a surgical  tubercu- 
losis, a pulmonary  tuberculosis,  or  what  kind  of 
tuberculosis  you  have.  And  there  is  no  one  who, 
in  the  early  stage  of  treatment,  irrespective  of 
the  involvement  in  the  patient's  lung,  is  justified 
in  telling  you  what  is  going  to  happen  as  a re- 
sult of  conscious  and  strenuous  hygienic  dietetic: 
treatment  without  pneumothorax.  We  who  see; 
patients  constantly,  frequently  have  brought  back 
to  us,  2 years  after  we  made  an  unfavorable 
prognosis,  a patient  who  is  in  mighty  good  shape 
— that  just  goes  to  show  the  weakness  qf  our 
ability  to  properly  judge. 

In  the  treatment  of  219  cases,  Dr.  Fine  says 
that  71  didn’t  do  well,  something  else  happened 
to  21,  and  68  (or  31%)  were  finally  cured.  I 
don’t  think  he  has  any  grounds  at  all  upon  which 
to  base  his  opinion  that  those  patients  wouldn’t 
have  been  just  as  well  or  better  off  without  pneu- 
mothorax had  they  had  the  advantages  of  well- 
regulated  sanatorium  or  hygienic  dietetic  treat- 
ment. 

I am  inclined  to  think,  personally,  that  we 
look  too  lightly  upon  the  administration  of  arti- 
ficial pneumothorax.  I don’t  believe  it  is  a minor 
operation. 

Dr.  Fine  talks  very  glibly  about  pleural  effu- 
sions in  1 case  out  of  219.  That  is  the  best  record, 
I believe,  anybody  has  ever  made.  lrou  can 
take  2000  cases,  or  you  can  take  anybody’s  books, 
or  any  hospital  records,  and  they  will  tell  you 
that  anywhere  from  40%  to  50%  of  these  cases 
get  pleural  effusions — and  that  is  not  the  worst 
part  of  it.  You  can  go  to  any  institution  that  is 
continuously  doing  pneumothorax  work  and  they 
will  tell  you  that  a certain  percentage  of  these 
cases  that  get  effusions  become  infected  and  de- 
velop empyema. 

Again,  we  have  been  rather  fortunate  (I  don't 
know  how  many  cases  we  have  treated)  but  we 
certainly  have  not  had  the  magnificent  results: 
that  Dr.  Fine  has  had,  of  but  1 case  out  of  2 00- 
developing  fluid.  We  have  had  some  cases  in: 
which  they  developed  fluid  and  became  .infected,, 
and  I think  that  is  the  experience  of  most  every- 
one else. 

I deplore  the  treatment  without  close  x-ray- 
checkup.  No  one  can  without  its  aid  success- 
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fully  exclude  the  presence  of  complications  which 
he  says  have  not  in  his  series  occurred.  I believe 
most  men  experienced  in  this  type  of  work  will 
so  agree. 

No  one  attempts  to  exclude  home  patients  from 
its  benefits.  Not  only,  however,  due  to  the  su- 
perior advantages  for  the  inception  of  this  treat- 
ment, but  also  on  account  of  the  general  knowl- 
edge and  education  received  by  a patient,  do  I 
maintain  that  treatment  can  best  be  started  in 
the  sanatorium;  and  later,  when  proper  study 
has  been  made,  the  patient  under  capable  super- 
vision, may  be  allowed,  if  he  desires  to  do  so, 
to  continue  the  treatment  outside. 

Any  discussion  should  make  clear,  however, 
that  this  treatment  demands  continued  and  care- 
ful study,  and  observation. 

Dr.  Ralph  H.  Hunt,  (East  Orange):  Dr.  Fine 

asked  me,  along  with  Dr.  English,  to  discuss  this 
paper  of  his.  We  who  do  tuberculosis  work  and 
who  are  not  sanatorium  men  have  to  do  our 
work  in  the  homes  and  I,  for  one,  from  my  ex- 
perience, can  see  no  reason  why  patients  who 
refuse  to  go  to  a sanatorium,  or  patients  who 
have  graduated  from  a sanatorium  and  have 
failed  to  benefit,  after  careful  observation,  ex- 
amination and  experience,  should  not  have  the 
benefit  of  artificial  pneumothorax  in  their  homes. 
I know  that  it  can  be  done.  I know  that  it  can 
be  done  successfully  because  it  has  been  my  prac- 
tice for  some  years. 

It  has  always  been  our  principle  in  handling 
tuberculosis  patients,  first  of  all,  to  advise  going 
to  a sanatorium.  I think  the  reasons  are  per- 
fectly obvious.  I urged  the  sanatorium  not  only 
as  a place  of  treatment  but  as  a college,  a place 
where  people  can  be  educated  in  tuberculosis. 
Our  sanatoriums  are  splendidly  equipped  and  the 
men  in  charge  are  everything  that  can  be  desired. 
I am  familiar  with  them  all  and  know  their 
work.  I would  trust  my  patients  to  any  of  the 
county  or  state  hospitals  established  in  the  treat- 
ment of  tuberculosis  and  feel  absolutely  confident 
that  they  would  receive  perfectly  good  scientific 
care.  But  we  who  treat  patients  in  the  home 
have  a little  different  viewpoint  from  the  men 
who  treat  patients  in  a sanatorium.  The  psychol- 
ogy of  these  patients  is  peculiar.  Oft-times  a 
family  tie  (a  wife,  children,  father  or  mother), 
or  economic  responsibilities  will  bring  so  much 
pressure  to-  bear  upon  these  patients  that  they 
are  not  happy  in  a sanatorium  and  they  cannot 
do  well  there,  and  they  won't  remain  there;  they 
come  home.  I see  no  reason  why  these  patients 
in  the  home  should  not  be  given  the  benefit  of 
such  a measure  as  artificial  pneumothorax.  Any- 
body who  has  had  any  experience  in  tuberculosis 
will  admit  that  it  is  a real  measure,  when  prop- 
erly applied  to  suitable  cases,  and  when  used  by 
a man  experienced  in  the  art  of  doing  it. 

So,  while  I may  not  agree  with  Dr.  Fine  in  the 
general  use  which  he  makes  of  the  measure,  I 
do  agree  that  in  the  hands  of  a careful  man,  used 
with  discretion,  the  measure  can  be  applied  suc- 
cessfully in  the  home.  I am  speaking  from  ex- 
perience. Of  course,  one  has  to  get  the  confi- 
dence of  these  patients.  They  must  have  good 
surroundings,  and  everything  else  has  to  be  done 
which  would  be  done  to  relieve  a patient  of  tu- 
berculosis by  general  measures,  such  as  food, 
rest  and  the  proper  regulation  of  exercise. 

I assume  that  any  man  who  would  attempt  to 
give  an  artificial  pneumothorax  in  the  home 
would  be  conversant  with  the  principles  of  treat- 
ment which  are  held  today  to  be  best  in  tuber- 
culosis. 1 agree  with  Dr.  English  that  we  have* 


nothing  which  compares  with  the  ordinary  rest 
treatment  for  tuberculosis,  with  properly  regu- 
lated exercise  and  diet. 

No  one  can  tell  whether  these  patients  might 
not  do  well  without  such  a measure  as  artificial 
pneumothorax.  After  all,  that  is  an  artificial 
thing.  It  is  a major  operation,  and  it  is  a serious 
thing.  But,  on  the  other  hand,  we  mustn't  for- 
get that  the  life  of  a patient  is  a serious  thing, 
too.  Many  of  these  people  upon  whom  we  ad- 
vise pneumothorax  are  doomed;  they  have  had 
the  benefit  of  the  best  there  is;  they  have  had 
the  benefit  of  rest,  careful  dietetic  treatment, 
and  all  that  science  knows  today.  In  spite  of 
that,  they  have  relapsed  and  fallen  back,  and 
those  who  have  had  experience  in  tuberculosis 
can  pick  out  these  patients  as  those  that  are 
doomed  to  die.  It  is  among  this  class  of  patients 
in  the  home  that  one  will  find  cases  that  may 
receive  benefit  from  artificial  pneumothorax,  and 
I am  sure  that  even  though  there  is  some  risk 
in  doing  this  operation  on  this  class  of  patients, 
there  is  a great  deal  more  risk  in  not  doing  it. 
We  are  between  the  devil  and  the  deep  sea. 
The  patient  must  take  a chance;  otherwise,  he 
is  playing  a losing  game. 

I was  very  much  interested  in  Dr.  May’s  paper. 
1 have  had  2 personal  interviews  with  Dr.  Lawra- 
son  Brown,  having  been  his  guest  several  times 
at  Saranac  Lake.  Twice  I have  put  this  question 
to  him,  at  Saranac  Lake,  where  there  were  a 
great  many  mercury  vapor  quartz  lights  to  use. 
He  said,  “Dr.  Hunt,  I do  not  know  that  I have 
ever  benefited  a case  of  pulmonary  tuberculosis 
with  the  mercury  quartz  vapor  light.” 

I am  speaking  of  this  simply  because  the  mer- 
cury quartz  vapor  light  is  apt  to  have  the  same 
place  in  the  doctor’s  armamentarium  as  a cabinet 
of  vaccines  and  the  old  vibrators.  It  is  so  easy  to 
place  a patient  on  a table,  press  a button,  and 
give  him  an  exposure  to  violet  rays,  and  expect 
him  to  do  well,  and  in  the  meantime,  in  the 
enthusiasm  of  both  the  patient  and  the  physician, 
lose  sight  of  the  essential  things  in  the  treatment 
of  tuberculosis,  such  as  enforced  rest,  careful 
diet  and  all  the  other  adjuvants  which  we  use 
in  the  treatment  of  tuberculosis.  It  is  a terrible 
disease  to  fight,  and  I am  sure  that  we  are  all 
anxious  to  know  if  there  is  anything  which  can 
aid  us  in  saving  the  lives  of  these  sufferers,  or  in 
aiding  us  to  put  a man  back  to  work  who  has 
been  disabled  from  the  disease.  If  the  light  will 
do  it,  we  will  all  welcome  it. 

I)r.  B.  S.  Poliak  (Secaucus):  I think  it  is  a most 
fortunate  circumstance  that  these  radical  de- 
partures from  the  ordinary,  accepted  methods  of 
treatment  of  tuberculosis  are  today  discussed 
within  the  most  conservative  state  medical  so- 
ciety in  the  Union.  These  are  both  excellent 
papers,  and  more  time  should  be  allotted  to  them 
for  discussion  than  is  available  this  afternoon. 

It  was  my  pleasure  2 years  ago,  at  the  time 
of  the  International  Union  Against  Tubercu- 
losis, to  visit,  at  the  invitation  of  the  Swiss 
Government,  all  the  institutions  in  Switzerland 
where  heliotherapy  is  being  demonstrated.  Of 
course,  when  we  speak  of  heliotherapy  and  its 
application  in  the  home  and  in  the  average  in- 
stitution, we  cannot  very  well  compare  it  with 
the  way  it  is  administered  in  the  excellent  in- 
stitution of  Rollier.  Rollier  not  only  has  climate, 
but  he  has  a peculiar  condition  which  practically 
no  one  else,  to  our  knowledge,  has.  Rollier,  of 
course,  treats  mostly  surgical  tuberculosis  and, 
by  “surgical  tuberculosis’’  I mean  tuberculosis 
of  the  bones,  of  the  glands  and  of  the  joints. 
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If  we  remember  the  findings  of  the  Royal  British 
Commission,  the  studies  of  William  H.  Parks 
and  the  studies  of  the  Imperial  Board  of  Health 
of  Germany,  -we  know  that  most  tuberculosis 
that  is  designated  as  surgical  tubeculosis  is  of  a 
bovine  origin,  and,  in  very  many  of  these  cases, 
the  tuberculosis  is  confined  entirely  to  bones  and 
joints.  We  _kno\v  that  these  commissions  have 
positively  stated,  and  so  has  Parks  that  most 
glandular  tuberculosis,  is  of  bovine  origin,  and 
we  know,  too,  that  the  bovine  tubercle  bacillus 
is  of  a much  milder  type  than  the  more  virulent 
human  type. 

In  all  these  institutions  in  Switzerland,  with 
the  exception  of  Rollier’s  (where  I saw  no 
tuberculosis  of  the  lung,  that  is,  manifest  tuber- 
culosis of  the  lung)  I received  a positive  state- 
ment from  the  medical  directors  and  heads  of 
the  institutions  that  they  had  absolutely  no  faith 
in  the  treatment  of  pulmonary  tuberculosis  by 
means  of  heliotherapy  or  any  other  ray  therapy. 
We  must  not  forget,  as  Dr.  May  has  brought  out, 
that  tuberculosis  is  not  a local  process  and  there- 
fore cannot  be  treated  locally  by  the  application 
of  rays.  I assume  that  Dr.  May,  when  referring 
to  treatment  by  rays,  meant  principally  Roent- 
gen rays,  but  if  he  meant  heliotherapy,  that  must 
be  excluded.  Knowing,  therefore,  that  the  tuber- 
culous process  within  the  system,  particularly 
of  a pulmonary  lesion,  manifests  itself  by  sys- 
temic evidences,  we  must  refrain  from  applying 
any  sort  of  ray  because  rays  have  been  shown 
to  positively  increase  the  irritation,  and,  because 
of  the  increase  in  irritation  there  is  a correspond- 
ing increase  in  our  thermometric  findings. 

There  are  some  local  conditions  that  are,  of 
course,  benefited  by  the  treatment  of  what  we 
now  call  the  quartz  lamp,  as  Dr.  English  has 
stated,  and  as  all  of  us  who  are  familiar  with' 
tuberculosis  work  have  found.  But,  after  all  is 
said  and  done,  is  not  this  treatment  accepted 
simply  because  of  its  psychologic  impression  on 
the  patient?  Let  us  remember  that  physiotherapy 
has  more  to  do  with  psychotherapy  than  any- 
thing we  know  of  at  the  present  time. 

With  regard  to  the  other  subject  that  Dr.  Fine 
presented,  while  he  hasn’t  asked  me  to  discuss 
his  paper,  I am  familiar  with  the  treatment  by 
this  method.  I think  at  the  present  time  we  are 
giving  pneumothorax  to  some  50  cases.  I do 
not  wish  to  talk  along  the  same  lines  as  Dr. 
English  did,  but  he  is  absolutely  correct.  It  is 
not  a simple  process.  It  isn’t  a thing  that  we 
can  decide  by  absent  treatment.  Ah,  my  friends, 
home  treatment  offers  . a splendid  opportunity 
for  us  to  say  that  the  person  has  no  fluid  or  has 
no  complications,  for  at  home  there  is  not  the 
incriminating  evidence  of  an  x-ray  examination 
or  of  a fluoroscope,  which  will  indicate  the 
presence  of  fluid.  Even  the  most  experienced 
of  us,  those  of  us  who  have  had  experience  in 
examining  thousands  upon  thousands  of  these 
cases,  sometimes  fail  to  perceive  the  dullness  at 
the  base  of  the  lung  which  indicates  the  presence 
of  fluid,  and  so,  naturally,  it  escapes  us. 

Accepting  perhaps  all  that  Dr.  Fine  may  have 
said  about  his  219  ca*es,  and  accepting  perhaps 
everything  that  he  has  said  about  the  excellence 
of  the  institution,  does  any  one  consider  it  physi- 
cally possible  to  introduce  a system  that  can  be 
counted  upon  to  give  results  within  1 to  6 
months?  Why,  we  have  seen  cases  come  into 
the  sanatorium  and  into  the  city  hospitals  that 
were  practically  moribund,  and  we  have  seen 
them  gain  20,  30,  40,  50,  even  60,  and  in  one 
case  79  pounds,  without  any  pneumothorax. 


I remember  that  some  time  ago,  in  Boston,  the 
famous  Dr.  Minor,  whose  name  has  been  men- 
tioned here,  asked  one  of  the  group  from  Sar- 
anac Lake,  “How  long  should  this  treatment  be 
continued?’’  Some  of  them  said  2 years,  some 
of  them  said  3 years — and  that  was  the  opinion 
of  the  brains,  the  culture,  and  the  quintessence 
of  knowledge  on  this  subject.  We  haven’t  been 
able  to  tell  up  to  the  present  where  or  when 
this  process  should  stop. 

For  myself,  I should  not  care  to  introduce  this 
method  of  treatment  into  the  home,  as  I wrote 
to  Dr.  Fine  when  he  asked  me.  We  had  a case 
recently  in  which  the  patient  didn’t  want  to  go 
to  the  hospital.  What  was  the  result?  We  gave 
a pneumothorax  in  the  home  and  every  second 
or  third  day  we  had  to  take  her  to  the  hospital 
in  an  automobile  in  order  to  x-ray  her,  of  rather 
to  fluoroscope  her,  and  to  my  great  chagrin,  I 
found  that  the  water  line  was  gradually  coming 
from  base  to  apex.  We  found  it  by  physical  ex- 
amination, but  we  also  found  it  by  fluoroscope. 

In  conclusion,  let  me  say  that  there  is  nothing 
like  experience  that  will  make  us  be  careful 
about  such  things.  In  the  early  years  of  prac- 
tice in  tuberculosis,  we  did  everything  that  came 
to  us,  but  we  are  more  conservative  now.  I saw 
a woman  in  Newark  the  other  day  who  had 
received  the  treatment  by  Friedmann,  when  the 
Friedmann  turtle  cure  was  here,  and  she  had 
an  infected  arm.  She  was  in  a terrible  condition. 
She  came  to  us,  and  we  were  then  enthusiastic 
about  our  treatment  with  tuberculin;  we  gave 
her  tuberculin  treatment  and  the  woman  said  to 
me  the  other  day,  “Look,  doctor,  what  you  did 
for  me!  You  cured  my  arm  with  tuberculin!” 
If  I were  writing  statistics,  I might  be  induced, 
if  I weren’t  past  fifty,  to  put  myself  on  record  as 
having  cured  this  arm  with  tuberculin.  I know 
that  I didn't  cure  it,  but  she  gives  me  the  credit. 

The  doctor  has  had  only  1 . case  of  pleural  ef- 
fusion. I wish  to  congratulate  him,  because  that 
is  an  extraordinary  accomplishment.  And  if  the 
doctor  has  never  had  any  unhappy  results,  I wish 
to  congratulate  him  once  more,  for  I have  a very 
competent  man  with  me  who  does  my  pneumo- 
thorax work  and  only  the  other  day  he  inserted 
a needle  into  the  pleura,  and  before  even  ad- 
ministering the  air  into . the  pleura,  the  poor  girl 
died.  Of  what?  The  doctor  says  pleural  shock. 
Well,  it'  may  have  been  pleural  shock,  but  some 
of  us  are  rather  of  the  opinion  that  all  these 
cases  of  pleural  shock  are  really  cases  of  air 
embolism. 

So  I would  say  that  while,  on  the  one  hand, 
heliotherapy  is  perhaps  doing  some  work  for  us 
(beneficial  at  times,  psychologic  very  often), 
pneumothorax  is  a process  or  a method  that 
ought  to  be  adopted  by  us'  with  care  and  that 
ought  to  be  done  under  the  most  careful  sur- 
roundings, preferably  in  institutions,  but  if  done 
in  the  home,  it  ought  at  least  to  be  very  well 
corroborated  by  clinical,  physical  findings  and 
by  x-ray  confirmation. 

Finally,  let  us  remember  that  many  hundreds 
of  cases  of  tuberculosis  have  been  cured  all  over 
the  world,  regardless  of  climate,  in  city,  county 
and  state  institutions,  in  affluent  and  rich  in- 
stitutions and  in  'pauper  institutions,  and  they 
have  been  cured  because  of  food,  of  psychology, 
and  of  rest.  Rest  will  do  more  for  us  in  the 
treatment  of  tuberculosis  than  pneumothorax 
ever  Will  do  or  has  done,  either  in  the  home  or 
the  hospital. 
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Dr.  W.  G.  Hermann  ( Asbury  Park):  I think 

Dr.  May  said  that  this  was  purely  an  adjuvant 
treatment.  I have  just  one  or  two  thoughts  to 
give  you  along  this  line. 

The  question  often  arises  with  tubercular 
adenitis,  so-called,  as  to  whether  we  shall  use 
surgery  or  some  other  form  of  treatment.  I dare- 
say that  one  gland  is  never  involved  alone.  Con- 
sequently, in  many  cases  when  you  come  to 
operate,  you  will  find  the  glands  widespread,  al- 
though clinically  you  cannot  palpate  them.  I 
think  if  any  case  of  tubercular  adenitis  is  to  be 
treated  surgically,  it  should  certainly  have,  in 
addition  to  the  general  forms  of  treatment  (die- 
tary and  rest)  that  we  use,  some  adjuvant  form 
of  treatment  such  as  radiation  antedating  or  fol- 
lowing the  surgery.  Hess  and  others  have  proved 
that  ultraviolet  or  actinic  ray  therapy,  as  well 
as  cod  liver  oil,  has  specific  effect  in  rickets,  and 
it  works  through  calcium  metabolism.  Certain- 
ly we  know  that  the  latter  is  one  of  our  means 
of  defense  in  tuberculosis,  particularly  in  gland 
tuberculosis. 

Just  before  I came  down  here,  I had  a case 
in  the  office  which  1 finished  treating  over  a year 
ago  with  the  ultraviolet  ray  for  cervical  adenitis. 
I had  this  child  back  for  observation,  took  a 
radiograph  of  the  cervical  region  and  found  cal- 
cium deposit  in  the  area  of  involvement.  There 
was  no  sign  clinically  of  any  activity.  The  scars 
smooth  and  soft,  and  the  child  was  in  good 
shape.  I think  stimulation  of  calcium  metabol- 
ism is  probably  one  of  the  ways  in  which  our  ul- 
traviolet light  is  serving'  as  an  adjuvant. 

In  another  case,  a man  of  60  was  operated  on 
supposedly  for  carcinoma  of  the  stomach.  Diag- 
nosis was  made  clinically  and  radiographically. 
When  he  was  opened,  he  was  found  studded 
throughout  the  abdomen  and  all  over  the  liver 
with  tubercle  nodules.  The  gastric  deformity 
that  had  been  diagnosed  as  carcinoma  was  gross 
adhesions.  This  man  was  closed  up,  with  the 
idea  that  he  was  going  to  die.  Of  course,  I am 
familiar  with  the  reports  of  peritoneal  tuberculo- 
sis being  cured  by  operation,  some  authorities 
claiming  it  is  due  to  opening  the  abdomen  to  the 
air  and  some  that  it  is  the  etherization.  But  I 
feel  very  sure  that  ff  this  man  had  been  left 
alone,  he  would  be  dead  today.  He  is  a clergy- 
man; this  was  3 years  ago,  and  he  is  now  per- 
forming his  pastoral  duties  without  any  trouble 
whatsoever,  and  looks  the  picture  of  health. 

I have  forgotten  whether  it  was  Dr.  May  or 
some  one  else  who  spoke  of  being  able  to  deter- 
mine prognosis  by  pigmentation.  I had  a man 
who  colored  up  very  decidedly,  so  that  he  was 
dark  brown  all  oyer  the  abdomen  and  the  back, 
and  whose  response  to  treatment  was  prompt  and 
rapid. 

I should  like  to  cite  1 other  case,  in  refer- 
ence to  kidneys.  This  patient  had  a kidney  re- 
moved, a tuberculous  kidney  with  a long  drain- 
ing sinus.  After  8 months  of  the  quartz  lamp 
(and  by  that  I mean  the  -water-cooled),  with  the 
applicator  placed  deep  in  the  sinus,  and  with 
generalized  air-cooled  application  over  the  body, 
the  sinus  completely  closed.  That  was  about  2 
years  ago.  This  patient  has  had  no  further 
trouble  and  no  clinical  evidence  of  tuberculosis. 

I think  Dr.  May  was  quite  within  his  proper 
confines  when  he  spoke  of  this  being  an  impor- 
tant adjuvant.  In  the  treatment  of  tuberculosis, 

I don’t  think  you  can  overlook  any  one  feature, 
and  T don’t  think  that  there  is  any  one  feature 
that  is  the  whole  story — we  might  say  treatment 
consists  of  a group  of  “adjuvants”. 


Dr.  Abraham  E.  Tallin  (Jersey  City):  Dr.  Hunt 
touched  upon  a point  that  has  been  for  some  time 
one  of  the  difficulties  that  I think  the  public 
and  the  profession  (particularly  the  public) 
have  had  to  contend  with  in  regard  to  helio- 
therapy. Artificial  heliotherapy  is  so  easily  avail- 
able to  the  physicians  that  it  has  become,  as  he 
says,  something  like  a stock  vaccine  with  which 
to  inject  the  patient,  and  let  it  go  at  that — that 

is,  touch  a button,  expose  to  the  ray,  and  let  it 
go  at  that.  The  result  is  that  we  are  seeing  a 
great  many  cases  of  advanced  tuberculosis  pa- 
tients who  have  bben  treated  to  the  point  of 
desquamation,  and  what  not,  by  men  who  have 
little  knowledge  of  tuberculosis,  no  matter  how 
much  they  may  know  about  the  technic  of  using 
the  Alpine  lamp. 

My  suggestion  here  now  is,  at  the  risk  of 
making  myself  very  unpopular,  that  we  adopt 
a policy  something  like  this:  Any  patient  who 
can  pay  for  an  Alpine  lamp  treatment  3 times  a 
week  (a*nd  surely  it  is  hardly  worth  while  giving 
unless  it  is  given  that  often,  although  we  ought  to 
give  it  daily  if  we  are  going  to  use  it  at  all)  is 
rich  enough  to  rent  a lamp,  and  then  apply  the 
rental,  which  I think  is  $100,  for  3 months — 

Dr.  English:  It  is  $75. 

Dr.  Jaffin: — toward  the  purchase  of  the  lamp, 
which  the  companies  are  willing  to  sell.  Then, 
those  poor  people  who  cannot  afford  to  rent  a 
lamp  can  usually  find  clinics  available  in  all  the 
larger  cities,  even  if  they  have  to  travel  a little 
distance,  where  they  can  get  the  required  amount 
of  treatment.  In  Jersey  City,  for  instance,  today 
we  have  3 clinics  that  I know  of,  where  any 
patient,  no  matter  what  his  circumstances,  can 
receive  treatment.  Yet  I am  quite  sure  there  are 
any  number  of  physicians  there  and  in  other 
places,  who  are  not  using  the  lamp,  but  abusing 

it,  and  I feel  that  this  is  the  proper  time  to 
raise  that  question,  at  the  risk  of  personal  un- 
popularity. 

With  regard  to  Dr.  Fine’s  paper,  I think  there 
is  much  to  be  said  on  both  sides,  and  I agree 
with  much  that  Dr.  English  has  said  and  a great 
deal  that  Dr.  Hunt  has  said,  but  I think  the 
leading  point  is  this:  we  will  all  agree,  the  ma- 
jority at  least,  that  the  initial  fill  should  be  in  a 
sanatorium  or  a hospital;  then,  if  the  patient 
refuses  to  go  to  a sanatorium,  perhaps  he  won’t 
object  to  going  to  a hospital  for  a day  or  two, 
and  continue  his  artificial  pneumothorax  at  home. 

Dr.  Ernest  A.  May  (Newark):  I thank  the 

gentlemen  who  have  discussed  my  paper.  I shall 
make  my  closing  discussion  very  brief. 

Dr.  Poliak  spoke  of  the  psychologic  effect  of 
the  ray  treatment.  I should  like  to  ask  Dr.  Pol- 
iak, when  he  sees  the  massive  glands  on  the  neck 
melt  away  under  treatment  by  Roentgen  rays 
and  heliotherapy,  whether  he  thinks  that  this  is 
only  due  to  the  psychologic  effect. 

With  reference  to  the  point  about  calcium 
metabolism  that  Dr.  Herman  mentioned,  you  will 
find  that  covered  in  my  paper.  I had  to  make 
this  short,  in  order  to  cover  the  field  within  the 
time  allowed.  It  is  such  an  immense  field  that 
it  is  really  impossible  to  go  into  further  details. 

Dr.  M.  James  Fine  (Newark):  The  bomb  has 
finally  exploded.  After  presenting  papers  for 
many  years  before  the  National  Tuberculosis 
Association  and  before  this  State  Medical  Society 
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on  the  subject  of  artificial  pneumothorax,  at  last 
a few  tuberculosis  men  have  come  out  into  the 
open. 

I have  been  severely  attacked  and  ridiculed 
because  I stated  that  219  cases  had  been  given 
artificial  pneumothorax.  Dr.  Poliak  states  that  in 
his  institution  he  has  given  5 0 in  the  last  4 
months,  since  he  started  treating  tuberculosis  by 
means  of  artificial  pneumothorax.  I question 
that.  Because  that  would  be  40%  of  the  total 
cases  in  his  sanatorium  which  I say  is  abnormal- 
ly high  and  could  never  be  brought  about  save 
by  unprecedented  conditions  which  I do  not  be- 
lieve exsisted. 

I had  one  of  Dr.  Poliak’s  cases  in  my  office 
last  week,  a patient  referred  from  Saranac  Lake. 
That  patient  had  been  found  to  have  fluid  in  the 
chest  and  I told  her  emphatically  that  she  could 
not  be  given  artificial  pneumothorax,  because 
she  had  fluid.  I said  to  her,  “As  long  as  you 
have  a normal  temperature  and  you  have  fluid, 
you  may  as  well  leave  it  alone”. 

I didn't  say  a word  about  treating  tuberculo- 
sis without  checking  up  by  means  of  x-rays.  I 
state  very  plainly  in  my  paper  (and  I gave  it 
to  Dr.  English  to  read)  that  I check  up  every 
case  by  x-rays  and  fluoroscope.  I have  a fluoro- 
scope  in  my  office  and  every  case  is  checked  up. 
If  the  patient  cannot  come  to  my  office,  I take 
a portable  x-ray  machine  to  him. 

I will  state  again  that  I have  had  only  1 fluid 
case  out  of  the  219  cases,  and  there  are  some 
physicians  right  in  this  audience  who  can  bear 
me  out  when  I say  that  I gave  artificial  pneumo- 
thorax 5 or  6 years  ago.  The  reason  for  this 
almost  uniform  success  is  due  to  the  small 
amount  of  air  injected  and  early  discontinuance 
in  collapse.  Dr.  English,  himself,  knows  that 
he  has  some  patients  in  his  sanatorium  to  whom 
I gave  artificial  pneumothorax.  I think  to  at- 
tempt to  give  pneumothorax  in  219  cases  is  quite 
a lot  and  I question  whether,  with  the  exception 
of  Dr.  Runnells,  anybody  else  in  this  state  has 
attempted  to  give  that  many.  I started  giving 
pneumothorax  under  Dr.  English’s  instructions 
and  I have  followed  it  up  since  then.  That  was 
7 years  ago. 

I am  advocating  home  treatment  for  tubercu- 
losis, on  the  system  of  sanatorium  care.  I em- 
phasized both  in  the  beginning  of  my  paper  and 
in  the  end  that  everything  must  be  equal  before 
an  artificial  pneumothorax  can  be  given.  There- 
fore, in  the  case  of  some  patients  who  should 
have  had  artificial  pneumothorax  I didn’t  give  it 
to  them,  because  their  home  conditions  were  such 
that  I couldn’t  proceed.  I think  all  those  things 
should  be  taken  into  consideration  before  criti- 
cism is  made.  I don’t  claim  any  beneficial  results 
other  than  those  stated  in  my  paper.*  I stated 
that  70.6%  died  after  giving  the  artificial  pneu- 
mothorax. Whether  they  would  have  died  if  it 
hadn’t  been  given,  1 don’t  know.  I don’t  claim 
any  very  large  results  at  all. 

I knew  Dr.  English’s  views  on  this  subject  and 
I therefore  asked  him  to  discuss  my  paper.  What 
I cannot  understand  is  his  reprehensible  attitude 
as  revealed  in  this  attack.  I also  asked  Dr.  Hunt 
to  discuss  it,  because  he  is  doing  home  treatment 
of  tuberculosis.  Dr.  Poliak  discussed  my  paper 
before  this  body  2 or  3 years  ago,  when  similar 
results  were  reported. 

I thank  you  very  much. 


GLEANINGS  FROM  FORTY  YEARS  OF 
GENERAL  PRACTICE. 

George  B.  Philhower,  M.D., 

Nutley,  New  Jersey. 

First  of  all,  I want  publically  to  express 
my  very  deep  appreciation  to  the  Commit- 
tee on  Program  for  the  glorious  privilege 
which  it  has  given  me  of  telling  to  so  many 
of  my  loyal  colleagues,  from  all  parts  of 
the  state,  and  to  so  many  interested,  pa- 
tient laymen,  a few  of  my. notions  which  I 
have  acquired  in  40  years  of  general  prac- 
tice. I hold  no  man  but  myself  responsible 
for  them,  for  all  of  the  conclusions  are 
drawn  from  my  own  private  practice.  After 
all,  they  may  be  but  harmless  obsessions, 
but  such  as  they  are,  I want  to  leave  them 
as  a legacy,  or  kind  of  valedictory,  to  those 
who,  like  myself,  care  for  society  at  its 
bedside  when  it  is  desperately  sick  and 
likely  to  die  if  we  do  not  know  our  business 
and  do  our  work  well. 

If  the  first  personal  pronoun  occurs  with 
tormenting  and  monotonous  frequency,  I 
shall  plead  in  extenuation  that  in  4 brief 
letters  to  the  Phillipians  the  Apostle  Paul 
used  it  116  times,  and  Theodore  Roosevelt 
in  one  brief  speech  used  it  over  100  times. 
I have  been  an  ardent  student  of  the  gospel 
of  the  former  all  my  life,  and  of  the  poli- 
tics of  the  latter  for  many  years. 

It  is  indeed  a glorious  privilege,  for  it  is 
given  to  comparatively  few  doctors  to  re- 
main 40  years  in  general  practice,  for  they 
wear  out  with  the  slavery  of  it  and  die,  or 
else  become  specialists. 

One  of  my  pediatric  friends,  in  a jovial 
vein,  once  said  to  me  : “When  Doctor  Win- 
ters and  you  are  dead,  there  will  be  no  more 
top  milk  feeders,  for  there  are  but  2 of  you 
alive  now”.  That  was  several  years  ago. 
Still  when  I opened  the  latest  text-book  on 
infant  feeding,  for  the  purpose  of  devising 
a formula  that  might  agree  with  a modern 
baby,  I found  every  single  formula  con- 
tained a fair  amount  of  cream  from  the 
“top  16  ounces”.  Dr.  Winters  has  since 
gone  to  his  rest,  and  to  his  reward,  and  “I 
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only  am  left  to  tell  thee”.  So,  if  you  be- 
lieve my  friend,  you  see,  that  in  a few  years 
you  will  be  in  a bad  way. 

If  we  heed  the  cry  of  the  current  jour- 
nals, both  lay  and  professional,  it  would 
seem  that  when  we  few  older  general  men 
are  gathered  to  our  fathers,  there  will  be 
no  more  of  us  to  come  to  your  homes  and 
treat  the  diseases  which  will  not  per- 
mit you  to  come  to  our  offices.  But  with 
the  experience  and  egotism  that  come  with 
age,  I am  not  willing  to  admit  that  society 
can  do  'without  us,  hence  if  we  are  to  con- 
tinue to  carry  on  all  along  our  vast  lines, 
it  behooves  us  to  keep  strong  by  adopting 
the  latest  and  best  methods  of  diagnosing 
and  treating  the  almost  innumerable  ail- 
ments to  which  human  flesh  is  heir. 

Of  course,  we  have  all  seen  marvelous 
strides  made  in  the  conservation  of  human 
life,  and  in  the  mitigation  of  the  suffering 
of  the  race  of  men  during  the  last  40  years. 
The  new  operations  in  surgery,  and  the  in- 
struments of  precision  which  have  made 
them  possible,  shall  not  be  enumerated  at 
this  time.  While  the  lay  journals  are  al- 
ways trying  to  exploit  the  wonderful  op- 
erations of  surgery,  and  society  stands 
amazed  at  the  good  results  of  them,  it  is 
not  to  the  surgeon,  but  to  the  physician  to 
whom  I must  award  first  place  in  reaching 
out  and  saving  the  human  race  and  reliev- 
ing its  sufferings.  Surgery  reaches  the  in- 
dividual, and  is  marvelous  and  wonderful, 
but  medicine  reaches  the  masses,  entire  na- 
tions ; in  fact,  its  application  is  limited  only 
by  the  confines  of  the  globe  itself.  For  ex- 
ample, Asiatic  cholera,  yellow  fever,  small- 
pox, and  the  plagues,  of  all  kinds,  have  been 
subdued  by  medicine. 

Among  the  physicians,  I would  give  first 
place  to  the  pediatrist.  Forty  years  ago, 
one-third  of  all  the  children  born  died  be- 
fore they  were  a year  old.  This  statement 
is  taken  from  the  records  of  my  very  cap- 
able and  efficient  professor,  Dr.  Joseph  E. 
Winters.  Now  according  to  the  New  Jer- 
sey State  Bureau  of  Health,  only  6.2  per 
100  die,  a saving  of  over  26  babies  out  of 
every  100.  This  great  improvement  is 
mostly  due  to  the  advancement  in  infant 
feeding  during  the  first  year.  It  has  been 


developed  by  a strict  observation  of  3 in- 
variable, fundamental  principles:  viz.,  First, 
we  belong  to  a race  that  suckles  its  young, 
hence  all  natural  baby  food  must  come  from 
an  animal ; it  cannot  come  from  the  grain 
fields  or  the  laboratory.  Second,  it  must 
be  clean.  Third,  it  must  contain  only  what 
is  found  in  mother’s  milk. 

If  we  are  to  continue  this  high  standard, 
both  the  general  practitioner  and  the  moth- 
er must  be  cautioned.  The  general  prac- 
titioner must  be  a little  more  particular  as 
to  details,  he  must  give  a closer  supervision 
and  a little  more  time  to  this  most  import- 
ant branch  of  his  work.  The  mother  must 
first  of  all  give  her  family  physician  full 
charge  of  her  baby  from  birth.  I know 
what  she  is  going  to  answer  me : “I  want 
the  best”.  But  that  is  the  only  way  you 
can  get  the  best — by  giving  him  your  full 
confidence  and  trust,  for  it  is  he  who  comes 
to  you  in  the  night  when  the  baby  has  the 
croup,  pneumonia,  appendicitis  or  an  intus- 
susception of  the  bowels,  all  of  which  con- 
ditions will  prove  fatal  unless  your  family 
physician  is  kept  strong  and  abreast  of 
modern  methods.  You  must  clear  through 
your  family  physician,  but  let  the  specialist 
report  to  him  in  doubtful  or  difficult  cases 
of  infant  feeding.  I have  always  had  the 
advice  of  the  best  baby  feeders  in  this  coun- 
try, and  the  harmony  has  been  perfect ; 
they  have  never  stolen  one  of  my  babies. 

Diphtheria. 

The  greatest  life-saving  specific  belongs 
to  the  pediatric  branch  of  our  profession, 
viz. : antitoxin  for  diphtheria.  Before  its 
discovery,  47  children  out  of  every  100  af- 
flicted with  this  dread  disease  died.  Forty 
years  ago,  the  prognosis  in  diphtheria  was 
no  more  certain  than  tossing  a coin  in  the 
air.  If  it  came  down  heads,  the  child  lived, 
if  tails,  it  died ; 53  chances  that  it  would 
live,  47  that  it  would  die.  Now,  from  all 
sources,  less  than  13  out  of  every  100  die. 
In  the  private  practice  of  a careful,  skillful 
family  physician,  who  gets  his  cases  early, 
and  knows  how  to  use  antitoxin,  less  than 
1 in  a 100  dies.  Physicians  must  have  a 
proper  knowledge  of  the  use  of  this  mar- 
velous cure.  The  dose  must  not  be  too 
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small,  neither  must  it  be  too  large.  While 
I do  not  condemn  large  doses  (for  I give 
very  large  doses  in  laryngeal  and  nasal 
cases)  I have  a firm  conviction  that  the 
tendency  is  to  give  doses  that  are  unneces- 
sarily large  in  the  ordinary  faucial  and  ton- 
sillar cases  ; 3000  units  are  sufficient  to  con- 
trol them.  I still  feel  that  being  a toxin 
as  its  name  suggests,  the  introduction  of 
these  overwhelming  doses,  unless  opposed 
by  an  overwhelming  amount  of  diphtheria 
toxin,  must  be  injurious. 

The  mortality  remains  higher  than  it 
should  be,  due  to  2 facts ; parents  do  not  call 
the  physician  early  enough,  and  the  doctors 
are  frequently  too  slow  in  making  the  diag- 
nosis. If  the  child  be  drowsy — I want  the 
young  mothers  to  listen  to  this — has  a 
slight  fever, — the  fever  is  not  high  as  a 
rule, — has  a swelling  of  the  glands  of  the 
neck,  an  offensive  discharge  from  the  nose, 
or  has  an  attack  of  croup  that  is  no  better 
in  the  morning,  the  case  must  be  regarded 
as  diphtheria  and  the  doctor  must  not  wait 
for  positive  cultures.  Many  cases  are  well 
on  the  road  to  recovery  before  we  can  ob- 
tain a positive  culture  from  the  laboratory. 
If  the  disease  be  in  the  larynx  or  posterior 
nares,  we  may  not  be  able  to  reach  the  seat 
with  a swab,  and  it  is  only  when  it  begins 
to  disintegrate  that  we  are  able  to  get  a 
positive  culture.  Oh,  what  a fine  remedy 
it  is  ! The  man  in  the  remotest  district  can 
save  his  children  as  well  as  the  best  spe- 
cialist in  the  best  city  hospital.  And,  oh  the 
pity  of  it ! Parents  let  all  kinds  of  cults 
treat  their  children,  and  the  law  makers 
continue  to  grant  these  cults  licenses  so  to 
do,  thus  denying  the  right  of  little  children 
to  live. 

Tuberculosis. 

Tuberculosis  is  curable.  Tuberculosis  is 
arrestable.  We  are  making  tremendous 
strides  in  curing,  arresting,  and  stamping 
it  out.  But  it  is  not  due  to  any  specific 
drugs,  lymph,  or  serum  treatment.  The  re- 
sponsibility rests  almost  wholley  with  the 
general  practitioner.  No  matter  what. the 
specialists  tell  us  about  it  not  being  her- 
editary, it  is  only  a hair-splitting  scientific 
fact  that  the  specific  tubercule  bacilli  are 


not  handed  down  from  one  generation  to 
another.  We  accept  that,  but  what  we  do 
know  is  the  strain,  or  soil,  is  inherited.  In 
other  words,  “it  runs  in  the  family”.  That 
being  the  fact,  it  becomes  the  duty  of  the 
family  physician  to  be  on  his  guard  in  a 
family  in  which  there  have  been  deaths 
from  tuberculosis  for  2 or  3 generations. 
When  a son  or  daughter  in  such  a family 
has  a tendency  to  asthma,  or  complains  of 
fatigue  on  slight  exertion,  a fatigue  that  is 
out  of  proportion  to  the  amount  of  exer- 
cise taken,  he  must  not  wait  for  fever, 
rales,  loss  of  flesh  and  tubercule  bacilli  be- 
fore making  a diagnosis  and  beginning  his 
treatment,  for  then  the  case  is  advanced. 
Of  all  these  symptoms,  I want  to  empha- 
size that  of  fatigue  as  being  the  earliest  and 
the  most  constant  one.  Personally,  I am 
very  glad  that  this  phase  of  our  practice  is 
being  much  more  regarded  than  formerly. 
A fine  paper  on  this  subject  in  the  May 
number  of  our  Journal,  by  Dr.  George  B. 
Emory,  of  Morristown,  should  be  read  by 
everybody. 

Having  made  a tentative  diagnosis  of  tu- 
berculosis, the  general  practitioner  must 
not  depend  upon  any  specific  treatment  to 
cure  his  patients.  Tuberculin,  all  kinds  of 
serum,  creosote,  etc.,  have  all  failed.  There 
are  but  3 things  to  do  for  that  patient. 
First,  rest;  second,  warm  fresh  air;  third, 
good  food.  The  most  important  of  these 
is  rest.  Briefly,  that  is  all  there  is  to  it. 

Here  is  where  my  tribute  to  the  pedia- 
trist is  justified.  I have  but  one  case  of  ac- 
tive tuberculosis  in  my  practice  today. 
Now  .that  1 am  caring  for  the  second  and 
third  generations  of  children  that  have  been 
properly,  and  carefully  fed  on  clean  milk,  I 
find  that  constitutions  have  been  developed 
and  built  up  that  are  resistant  to  the  tuber- 
cule bacillus.  I have  not  a single  child 
wearing  a brace  for  tuberculous  hips  or 
knees,  nor  a child  wearing  a plaster  cast 
for  tuberculous  spine,  and  as  to  a jury  mast, 
I have  forgotten  what  one  looks  like.  I take 
no  stock  in  the  lasy  germ.  The  physical 
part  of  man  is  animal,  and  healthy  animals 
are  not  lazy,  neither  is  normal  man.  Lazi- 
ness is  the  insidious  work  of  some  disease 
which  is  eating  away  that  fine  young  boy 
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or  girl  and  it  is  our  duty  to  discover  what 
is  wrong  and  save  a useful  life. 

Cancer. 

All  cancers  outside  of  the  body,  that  is, 
all  skin  cancers,  are  curable  by  cutting  wide 
of  thepnark  and  applying  radium;  or  doing 
both.  Again  the  responsibility  for  a cure 
rests  with  the  general  man  who  sees  and 
diagnoses  that  irregular,  so-called,  cold- 
sore  on  the  lip  which  does  not  get  well  in  a 
week  or  two,  or  that  bleeding  wart,  or  that 
angy  looking  mole.  He  must  not  overlook, 
or  look  lightly,  upon  any  of  these,  if  he 
wants  to  save  his  patients  from  a horrible 
death.  Cancer  of  the  breast  is  not  so  cer- 
tain, but  if  diagnosed  early  and  given  a 
wide  removal,  followed  by  radium,  many  of 
them  remain  well.  Cancer  of  the  body  of 
the  womb  did  well  by  an  early  removal  be- 
fore radium  was  employed.  The  same  treat- 
ment and  radium  continue  in  this  day  to 
cure  cancer  of  the  body  of  the  womb. 

I still  have  hopes  that  radium  applied  at 
the  cervix  will  cure  many  cases.  At  the 
present  time,  all  I can  say  is  that  it  is  much 
the  best  treatment  that  has  yet  been  ap- 
plied. I have  used  in  all  of  my  cases,  am- 
putation, scraping,  cauterizing,  all  kinds  of 
paste,  etc.,  and  they  have  all  failed.  Radium 
has  stopped  their  hemorrhages ; it  is  no 
longer  necessary  to  apply  tampons  in  the 
night,  and  it  is  rarely  necessary  to  give 
morphin  for  the  relief  of  pain.  It  is  cer- 
tainly, at  least,  the  best  palliation  that  has 
ever  been  employed.  Again  the  good  re- 
sults come  by  reason  of  the  family  physi- 
cian sending  his  patients  to  a good  gyne- 
cologist upon  the  first  appearance  of  a drop 
of  blood  in  a woman  who  has  supposedly 
gotten  through  her  menopause. 

Pneumonia. 

While  we  have  made  progress  in  the 
treatment  of  pneumonia,  it  may  now  be 
considered : “The  Captain  of  the  Men  of 
Death”. 

Forty  years  ago,  the  mortality  was  some- 
where around  25%,  just  where  it  had  re- 
mained for  the  previous  hundred  years. 
Now  it  is  around  18%.  This  improvement 
is  not  due  to  any  specific,  or  to  any  serum 
treatment,  but  to  the  application  of  warm 


fresh  air,  and  a better  understanding  of  the 
stimulating  treatment.  The  disease  is  self- 
limited. I have  never  seen  a crisis  brought 
about  by  an}'  kind  of  treatment.  Keep  the 
patient  alive  long  enough  and  he  will  get 
well.  From  the  initial  chill,  the  vital  forces 
must  be  conserved.  Moving  the  patient, 
even  from  one  bed  to  another,  or  from  one 
room  to  another,  or  from  his  home  to  a 
hospital,  or,  I want  to  specially  emphasize 
this,  unnecessary  examinations  to  find  out 
just  which  lobe  of  the  lung  is  involved,  es- 
pecially late  in  the  day,  should  be  inter- 
dicted, as  it  does  no  good,  it  does  not  get 
us  anywhere,  for  we  cannot  control  the  in- 
volvement after  we  find  it.  Much  better  tc 
spend  our  time  in  listening  to  the  heart 
sounds;  if  they  become  muffled  or  indis- 
tinct, it  is  a signal  of  the  gravest  import. 
Any  time  in  the  course  of  the  disease,  a 
falling  blood  pressure  calls  for  the  begin- 
ning of  digitalis.  If  the  blood  pressure  con- 
tinues to  fall,  go  on  up  with  the  dose  of 
digitalis.  The  practice  of  digitalizing  the 
heart  at  the  beginning  of  pneumonia  and 
then  stopping  has  never  appealed  to  me. 
It  is  neither  sensible,  physical  or  physio- 
logic in  principle.  A carpenter,  in  erecting 
a new  house,  does  not  take  away  his  props 
and  braces  in  the  midst  of  a wind  storm ; 
he  adds  more.  That  is  just  what  we  must 
do  in  pneumonia.  If  we  withdraw  digitalis 
our  patient  may  die  before  we  can  get  him 
under  its  influence  again.  I have,  or  think 
I have,  witnessed  just  such  cases.  When 
I am  called  to  a case  of  pneumonia,  I say, 
as  did  the  Apostle  Paul : “This  one  thing  I 
do”.  I try  and  keep  that  heart  going.  All 
of  the  quick  stimulants  help,  camphor  in 
oil,  nitroglycerin,  strophanthus  directly 
into  the  veins,  adrenlin,  etc.,  but  they  can 
never  take  the  jilace  of  digitalis  and  strych- 
nin as  reliable  stand-bys.  It  is  my  convic- 
tion that  our  dose  is  usually  too  small.  One 
of  my  patients,  apparently  in  extremis,  was 
saved  by  2 syringe  fulls  given  1 hour  apart, 
and  lived  for  20  years  after. 

Gall-Stones. 

Gall-stones,  when  positively  diagnosed, 
are  surgical  and  not  medical  conditions. 
There  is  no  medical  side  to  the  question,  for 
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no  physician  ever  yet  dissolved  gall-stones 
in  a gall-bladder  of  a living  subject.  He 
may  wash  out  the  small  ones,  but  then  he 
does  not  succeed  in  curing  the  disease  of 
the  gall-bladder  that  caused  the  stones.  Of 
course,  the  big  ones  cannot  be  washed  out. 

Ulcers  of  Stomach  and  Duodenum. 

These  are  both  medical  and  surgical.  The 
team  work  between  surgeon  and  physician, 
to  be  successful,  calls  for  the  finest  discrim- 
ination on  the  part  of  both  physician  and 
surgeon.  Two  of  the  finest  surgeons  in 
this  state  recently  referred  back  to  me  for 
medical  treatment  a penetrating  ulcer  of 
the  posterior  wall  of  the  stomach,  in  which 
the  beautiful  x-ray  picture  showed  it  bur- 
ied in  a mass  of  adhesions,  thus  making  the 
case  one  in  which  a successful  outcome 
after  a surgical  operation  would  be  very 
doubtful.  The  patient  has  done  very  well 
for  almost  a year.  Two  other  surgeons 
said  it  was  my  business  to  stop  the  bleed- 
ing in  a duodenal  ulcer  before  they  would 
consider  an  operation.  I concurred  in  their 
opinion,  for  all  the  cases  that  have  come 
under  my  observation  have  died  when  op- 
erated upon  during'  active  bleeding. 

Appendicitis. 

Appendicitis  is  a surgical  disease,  it  has 
no  medical  side,  it  must  be  dealt  with  sur- 
gically, and  the  time  so  to  deal  with  it  is 
as  soon  as  possible  after  the  diagnosis  is 
made.  The  mortality  remains  too  high,  due 
to  both  surgeon  and  physician.  The  gen- 
eral men  as  a class  are  too  slow  in  making 
their  diagnoses.  In  the  typical  case,  with 
pain,  nausea  and  vomiting,  fever,  rapid 
pulse,  rigidity  of  the  right  rectus  muscle, 
pain  at  the  McBurney  point,  with  or  with- 
out exudation,  the  case  is  plain,  and  the 
veriest  novice  would  not  make  mistakes  nor 
be  too  slow.  Unfortunately,  not  more  than 
half  of  the  cases  come  to  the  general  prac- 
titioner with  these  classical  symptoms.  In 
my  opinion  quite  a large  number  still  think 
appendicitis  cannot  exist  without  pain  and 
tenderness  at  the  McBurney  point.  If  that 
great  surgeon  were  to  come  back,  he  would 
set  us  right  on  this  question.  What  he  said 
was  that  pain  at  that  point  was  always  due 
to  appendicitis,  but  he  never  taught  that  it 


did  not  exist  without  pain  and  tenderness 
at  that  point.  The  very  dangerous  cases 
are  the  retrocecal  and  the  pelvic  in  which 
we  have  only  a very  few  vague  symptoms 
to  guide  us.  There  are  2 which  I think  are 
very  constant,  but  not  very  active,  paroxys- 
mal pain  and  nausea,  and  possibly  vomiting. 
The  pulse  may  be  very  nearly  normal  all 
the  way  through,  there  may  be  but  little 
temperature,  no  tumor,  no  rigidity  of  mus- 
cles, even  the  leukocytes  may  not  be  over 
13,000.  What  shall  we  do  in  these  cases? 
Well,  all  that  I can  advise  is  that  we  become 
so  obsessed  with  the  idea  of  retrocecal  and 
pelvic  appendices,  that  we  eat  with  them, 
that  we  sleep  with  them,  that  we  take  them 
around  in  the  car  with  us  until  they  be- 
come so  much  a part  of  us  that  we  shall 
feel  the  diagnosis  rather  than  wait  for  posi- 
tive tangible  symptoms. 

I am  convinced  that  I have  never  cured 
an  active  case  by  medical  treatment.  Yes, 
they  have  gotten  well  under  the  use  of  the 
ice  bag',  so-called  freezing  them  out,  but 
that  has  not  proved  anything  to  me,  for 
more  of  them  get  well,  and  all  of  them  do 
better  since  I practically  scrapped  the  ice 
bag  20  years  ago.  As  a result  of  my  exper- 
ience, and  the  closest  observations,  I have 
the  temerity  to  state  at  this  time  that  it  is 
not  good  medical  or  surgical  treatment.  It 
inhibits  the  growth  of  the  leukocytes,  dead- 
ens pain,  slows  the  pulse,  lowers  the  tem- 
perature, in  other  words,  it  lulls  both  pa- 
tient and  surgeon  into  a false  sense  of  se- 
curity, it  builds  a crust  over  a volcano.  So 
much  for  the  sins  of  the  general  doctors. 
What  about  the  surgeons?  As  previously 
stated,  I have  a firm  conviction  that  des- 
perately sick  people  do  not  do  well  when 
handled  or  moved  much.  If  the  young  sur- 
geons want  to  be  of  as  much  assistance  to 
us  as  were  their  fathers,  and  want  to  keep 
their  mortalities  as  low,  they  must  learn  to 
operate  upon  these  desperate  cases  more 
frequently  where  we  doctors  find  them. 

A number  of  times,  I have  seen  the  ap- 
pendix rupture  and  burst,  like  a rotten 
pumpkin,  as  my  surgeons  have  dropped  it 
into  the  pus  basin.  I cannot  but  feel  that 
the  results  would  not  have  been  successful 
had  they  been  moved,  even  to  the  best  hos- 
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pital.  We  read  of  a great  many  deaths  from 
ruptured  appendices  in  the  hospitals,  and  I 
think  the  moving  has  much  to  do  with  the 
disastrous  outcome.  A ruptured  appendix 
is  a very  serious  matter,  hence  it  should  be 
operated  upon  where  we  find  it.  Several 
of  my  patients  have  been  operated  upon  on 
the  dining-room  table,  in  the  living  room 
(lighted  by  a kerosene  lamp)  in  a stone 
farm  house  along  the  Morris  Canal.  They 
have  all  recovered.  I cannot  but  feel  that 
the  results  would  have  been  different  if  they 
had  been  moved. 

Obstetrics. 

The  general  man  is  quite  competent  to 
continue  this  branch  of  his  profession.  He 
should  continue  doing  all  his  versions,  med- 
ian and  low  forceps  work,  for  he  does  them 
very  well.  High  forceps,  as  an  operation, 
should  be  discarded  in  favor  of  version  or 
cesarean  section.  All  women  with  an  in- 
creasing amount  of  albumin,  with  an  as- 
cending blood  pressure,  after  the  seventh 
month,  should  be  submitted  to  a cesarean 
section.  It  is  much  the  safest  procedure, 
and  in  the  hands  of  a clean,  skilful  surgeon, 
is  attended  with  a low  mortality. 

Puerperal  fever  is  preventable,  for  it 
comes  from  the  doctor  and  not  from  the  pa- 
tient or  nurse.  A 3 cent  nail  brush  has  ab- 
solutely abolished  it  from  my  practice  many 
years  ago.  In  all  these  40  years,  I have  seen 
but  1 auto-infected  case.  Some  pus  was 
squeezed  down  from  an  old  pyosalpynx  in 
a very  long  and  tedious  labor.  It  being  an 
auto-infected  case,  the  patient  recovered  in 
a comparatively  short  time. 

Fractures. 

The  general  man  should  do  most  of  his 
fracture  work.  Now  that  we  have  the  aid 
of  the  x-rays,  we  know  that  the  bone  is 
properly  reduced,  and  being  properly  re- 
duced, it  will  unite  as  readily  for  us  as  it 
does  for  the  surgeon  specialist.  We  must, 
however,  have  them  all  x-rayed  and  leave 
nothing  to  chance.  All  open  cases  should 
be  referred  to  the  surgeon,  but  weigh  all 
cases  well  before  letting  him  convert  a 
closed  case  into  an  open  one.  For  some 
unknown  reason,  the  closed  cases,  even  if 


not  so  nicely  adjusted,  do  better  than  open 
ones  with  the  nicest  adjustment. 

The  greatest  improvement  is  in  the  treat- 
ment of  those  very  serious  fractures  near 
the  elbow,  or  in  the  elbow  itself,  supra  and 
inter-condyloid.  These  now  recover  with 
very  little  deformity  and  ankylosis  when 
treated  in  the  extreme  Jones  position.  I 
think  that  the  principal  reason  is  that  they 
cannot  be  so  treated  unless  they  have  been 
properly  reduced. 

The  painful  and  deformed  wrists,  the  re- 
sults of  Codes’  fractures,  with  all  the  var- 
ious complex  pistol  shaped  splints  to  over- 
come the  deformities  and  prevent  pain  and 
stiffness,  are  now  things  of  the  past.  Mur- 
phy’s teaching  of  continuing  the  force  un- 
til the  distal  fragment  unlocks,  and  then 
sliding  it  in  place,  has  solved  the  whole 
business.  While  we  may  not  go  as  far  as 
he  said  we  might  as  to  treatment,  viz.,  “A 
postage  stamp  or  a red  handkerchief  will 
keep  them  in  place  when  completely  re- 
duced”, we  do  find  that  well-padded  anter- 
ior and  posterior  splints  answer  every  pur- 
pose. I have  reduced  all  kinds  of  these 
fractures  while  wearing  my  bath  robe  at  2 
a.  m.  in  my  office  and  have  had  perfect  re- 
sults in  every  case.  Fracture  of  the  sur- 
gical neck  of  the  femur  in  elderly  people  is 
always  a serious  accident.  There  are  2 
schools  as  to  treatment,  those  who  claim 
good  results  by  extension  and  sand  bags, 
the  other  school  who  apply  only  the  Whit- 
man abduction  method,  and  who  claim  that 
bony  union  cannot  take  place  with  the  ex- 
tension method  and  that  they  never  fail 
with  the  abduction  method.  They  are 
wrong  in  both  statements,  for  I have  seen 
perfect  results  with  extension  and  have 
seen  failures  with  the  Whitman  abduction. 
But  without  any  further  debate,  I feel  that 
the  Whitman  method  should  be  adopted  if 
the  patient’s  condition  offers  any  hope  at 
all  for  escaping  a hypostatic  pneumonia 
and  has  a fair  chance  for  bony  union. 

Acute  Inflammatory  Glaucoma;  Acute 
Osteomyelitis,  Ruptl’red  Tube  in 
Ectopic  Pregnancy. 

There  are  always  3 serious,  and  if  not 
recognized,  tragic  ailments  that  hang  over 
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the  general  man  like  hideous  nightmares; 
acute  inflammatory  glaucoma,  acute  osteo- 
myelitis, and  a ruptured  tube  in  an  ectopic 
pregnancy.  Acute  inflammatory  glaucoma 
will  destroy  an  eye  in  a very  little  while, 
acute  osteomyelitis  will  destroy  a limb,  or 
a life,  in  a few  hours,  and  a ruptured  fal- 
lopian tube  will  certainly  destroy  a life  over 
night. 

A red,  painful,  hard  eyeball,  with  a di- 
lated pupil  calls  for  immediate  help  from  a 
specialist.  A child  that  has  been  previous- 
ly well  coming  down  suddenly  with  a chill, 
high  fever,  and  severe  pain  near  one  of  its 
joints,  calls  for  a bold  surgeon  to  drill 
straight  down  to  the  marrow,  else  a limb 
or  a life  is  lost.  A young  married  woman 
who  has  missed  1 or  2 periods  falls  upon 
the  floor  in  a faint  and  collapse,  who  looks 
as  pale  as  death,  whose  pulse  is  beating 
more  than  100  a minute,  and  who  has  a 
panting-  breath,  has  a ruptured  fallopian 
tube  and  every  heart  beat  is  filling  her  ab- 
domen with  blood.  A good  surgeon  is  de- 
manded at  once,  else  a useful  life  goes  out. 

We  hear  a great  deal  about  the  practice 
of  medicine  and  surgery  being  too  much  for 
one  human  mind  to  grasp.  Perhaps  that  is 
so,  I do  not  know.  But  what  I do  know  is 
that  we  general  men  are  called  upon  in  the 
night  to  treat  diseases  that  will  prove  fatal 
to  our  patients  unless  we  are  skilful.  No 
successful  general  ever  knew  every  detail 
of  a campaign,  but  he  certainly  is  the  one 
with  the  best  idea  as  to  where  the  enemy 
will  attack.  So  it  is  with  the  successful 
general  man,  he  may  not  know  everything 
about  everything,  but  he  does  know  some- 
thing about  most  things.  It  seems  to  me 
that  unless  we  keep  up  the  high  standard 
of  the  general  practitioner,  that  both  so- 
ciety and  our  profession  shall  rapidly  go  on 
the  rocks. 

DISCUSSION. 

Dr.  G.  K.  Dickinson  (Jersey  City):  Dr.  Ill 

taught  me  a lesson  a few  years  ago  that  I have 
been  trying  to  live  up  to,  and  that  is  to  sit  in  the 
front  row  and  listen,  and  not  talk  much  (Laugh- 
ter.) But,  coming  back  to  Philhower,  he  is 
nothing  but  a kid — only  40  years  of  practice,  and 
he  is  singing  his  swan  song  now.  I am  very 
sure  that  when  he  comes  on  to  the  years  of  dis- 
cretion of  111  and  myself,  he  will  give  us  an- 
other paper,  and  a rattling  good  one,  and  he  will 
cover  everything  in  the  encyclopedia  at  the  same 
time.  (Laughter.)  However,  I enjoyed  Dr.  Phil- 


hower's  paper  very  much,  because  -between  the 
lines  I could  see  the  troubles  I have  had  with 
these  many  things  that  he  has  mentioned.  I re- 
called how  sometimes  the  good  Lord  brought 
things  around  happily  and  sometimes  unhappily. 

I find  human  nature  has  not  changed  a bit  in 
my  50  years  of  practice,  and  I don’t  think  it  will 
change  at  all  as  Philhower  continues  in  his  work. 
He  has  done  wonderful  work  up  there  in  Nutley. 
Everybody  knows  Philhower.  Everybody  loves 
him.  And  the  big  part  of  practice  is  the  psycho- 
logic part,  the  love  that  you  give  to  the  profes- 
sion, the  love  that  you  give  to  your  people. 

I listened  to  these  T.  B.  men  wrangling  as  to 
whether  we  should  do  the  thing  one  way  or  an- 
other. It  is  all  bread-and-butter.  One  man  is 
Paid  by  an  institution  and  he  fights  for  institu- 
tional treatment.  Another  man  isn’t  affiliated 
with  an  institution  and  he  fights  for  home  treat- 
ment. If  you  transplanted  those  men  from  one 
place  to  the  other,  they  would  fight  just  the 
same.  (Laughter  and  applause.)  It  is  all  a mat- 
ter of  grub. 

Philhower  has  ended  the  day,  and  it  has  been 
a happy  day  for  us  because  there  has  been  so 
much  peace  and  harmony,  by  giving  us  his  ex- 
periences and  I hope  that  when  he  comes  around 
here  10  or  15  years  from  now,  he  will  add  to  it. 
(Applause.) 


CERTIFIED  MILK. 


Elmer  G.  Wherry,  M.D., 

Newark,  N.  J. 

(Presidential  Address  to  the  Essex  County  Medi- 
cal Society  at  its  111th  Annual  Meeting, 
October  5,  1926.) 

Twenty  odd  years  ago  when  I attended 
my  first  meeting  of  this  Society,  an  unso- 
phisticated, carefree  youth,  with  high  ideals 
and  great  hopes  and  ambitions,  I thought 
that  one  of  the  most  wonderful  things  that 
could  happen  to  anyone,  one  of  the  greatest 
honors  that  one  could  acquire,  was  election 
to  the  Presidency  of  this  Society ; and  to- 
night as  I am  about  to  retire  from  that  of- 
fice I wish  to  state  that  I still  consider  it 
the  greatest  honor  that  can  be  given  by  the 
profession  of  the  county,  that  I still  cher- 
ish my  high  ideals  and  great  hopes  and  I 
wish  sincerely  and  heartily  to  thank  you 
for  the  very  great  honor  which  you  have 
conferred  upon  me  and  the  very  great 
pleasure  which  I have  enjoyed  for  one  brief 
year  in  my  associations,  especially  with  the 
members  of  the  Council  and  other  officers 
of  this  Society.  Mere  words  are  inadequate 
to  express  my  appreciation,  all  I can  do  is 
to  say  “thank  you” ; or,  perhaps  I may  be 
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allowed  to  quote  Dicken’s  Tiny  Tim,  “God 
bless  us,  every  one”. 

The  topic  of  my  address  tonight  is  not 
the  one  which  I had  chosen  and  which  I 
had  prepared  for  tonight,  but  a topic  which 
was  thrust  upon  me,  just  a few  days  ago,  first 
by  the  force  of  circumstances,  and  secondly 
by  the  earnest  request  of  members  of  this 
Society,  with  whose  wishes  I am  only  too 
glad  to  comply.  And  in  speaking  upon  this 
subject  I feel  it  a great  privilege  to  be  per- 
mitted to  honor  a former  member  of  this 
Society,  a man  whose  name  will  go  down 
the  ages  as  an  immortal,  along  with  Jenner 
and  Long  and  Pasteur  and  Gorgas,  and  the 
other  great  members  of  the  medical  profes- 
sion who  have  not  been  content  to  simply 
follow  in  the  footsteps  of  their  teachers 
and  predecessors,  but  who  have  forged 
ahead  for  themselves  and  given  to  the  pro- 
fession and  to  the  world  original  ideas,  so 
stupendous  that  it  is  hard  to  grasp  their 
significance,  in  their  relationship  to  the  sav- 
fhg  of  human  suffering  and  human  life, 
Ladies  and  Gentlemen  I refer  to  Dr.  Henry 
L.  Coit,  and  my  topic  tonight  will  be  “Cer- 
tified Milk”. 

There  are  a few  of  you  here  who  know 
a great  deal  about  Certified  Milk,  there  are 
some  of  you  who  know  something  about 
Certified  Milk,  but  there  are  a great  many 
here  who  know  nothing  at  all  about  it,  and 
yet  it  was  originated  by  a member  of  this 
Society. 

Bulletin  No.  41,  published  by  the  Public 
Health  Service  of  the  United  States  Gov- 
ernment, says,  “The  term  Certified  Milk 
was  coined  by  Dr.  Henry  L.  Coit,  of  New- 
ark, New  Jersey,  who  in  1892  formulated 
a plan  for  the  production  of  pure  milk,  un- 
der the  auspices  of  Medical  Milk  Commis- 
sions. This  plan  contained  the  following 
general  requirements : 

(1)  That  physicians  give  their  practical 
support  to  an  effort  conducted  by  a Medical 
Milk  Commission,  selected  by  a Medical 
Society,  which  shall  endeavor  to  bring  to 
the  city  a supply  of  milk  produced  under 
such  regulations  that  purity  shall  be  as- 
sured. 


(2)  That  approved  and  trustworthy 
dairymen,  possessing  honor,  financial  abil- 
ity and  dairy  facilities,  shall  be  induced,  by 
reason  of  promised  medical  support  and  the 
increased  price  of  their  milk,  to  conduct 
their  dairies,  collect  and  handle  the  product 
in  conformity  with  the  code  of  require- 
ments, made  by  the  aforesaid  Medical  Milk 
Commission,  and  imposed  by  it  in  due  legal 
form. 

(3)  That  the  duties  of  the  Commission 
shall  be,  first,  to  establish  correct  clinical 
standards  of  purity  for  cows’  milk;  second, 
be  responsible  for  a periodic  and  personal 
inspection  of  the  dairy  or  dairies,  under  its 
patronage ; third,  to  provide  for  bimonthly 
expert  examinations  of  the  dairy  stock  by 
competent  and  approved  veterinarians  and 
for  medical  supervision  of  the  employees 
by  competent  physicians. 

“The  milk  produced  shall  also  be  subject 
to  periodic  chemical  analysis  and  to  bac- 
terial counts,  made  under  the  direction  of 
the  Commission,  as  often  as  in  its  judgment 
is  desirable.  The  experts  employed  by  the 
Commission  shall  render  their  reports  to 
this  body,  which  constitute  the  basis  of  its 
certification  of  the  product.  The  expense 
of  examinations  and  inspections  shall  be  de- 
frayed by  the  dairymen,  but  the  members 
of  the  Commission  shall  receive  no  pay  for 
their  services.  The  findings  of  the  Com- 
mission shall  be  published  to  the  profession 
only,  and  the  milk  thus  produced  shall  be 
known  as  “Certified  Milk”  and  be  sold  in 
quart  containers,  bearing  the  date  of  milk- 
ing and  the  seal  of  the  Commission. 

In  1893,  the  Essex  County  Medical  So- 
ciety adopted  this  plan  and  organized  the 
first  Medical  Milk  Commission  in  the  Uni- 
ted States.  A dairyman  was  found  who 
was  willing  to  undertake  the  production  of 
milk  according  to  the  following  standards 
of  purity  formulated  by  Dr.  Coit,  in  connec- 
tion with  the  original  plan:  (1)  An  absence 
of  large  numbers  of  microorganisms  and  the 
entire  freedom  of  the  milk  from  patho- 
genic varieties.  (2)  Unvarying  resistance 
to  early  fermentative  changes  in  the  milk, 
so  that  it  may  be  kept  under  ordinary  con- 
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ditions  without  extraordinary  care.  (3) 
A constant  nutritive  value  of  known  chemi- 
cal composition  and  a uniform  relation  be- 
tween the  percentage  constituents  of  fat, 
proteid  and  carbohydrate. 

A rigid  contract  was  drawn  up  and 
signed  May  19,  1893,  the  details  of  which 
it  will  be  unnecessary  to  go  into,  except  to 
say  that  it  called  for  periodic  inspections  of 
the  dairy,  veterinary  examinations  of  the 
herd,  chemical  analyses  and  bacterial  counts 
of  the  milk,  besides  a strict  supervision  over 
the  health  of  the  employees.  Nothing  was 
left  to  chance,  the  character  and  location 
of  the  lands,  the  buildings,  the  water  sup- 
ply, the  surroundings,  the  housing  and  care 
of  the  cattle,  the  fodder,  the  collection  and 
handling  of  the  milk,  its  preparation  for 
shipment,  including  its  transportation  and 
delivery  were  all  considered.  After  33 
years  of  operation  this  plan  remains 
unchanged  in  all  of  its  essential  fea- 
tures. The  idea  of  the  Medical  Milk 
Commission  originated  by  Dr.  Coit,  has 
spread  until  now  there  are  more  than  80 
commissions  in  the  United  States  and  Can- 
ada, besides  others  in  Europe. 

The  influence  of  Certified  Milk  has  been 
exerted  over  the  production  of  market  milk 
to  such  an  extent  that  there  has  been  a 
great  improvement  in  almost  all  milks 
coming  into  the  large  cities  of  the  country, 
but  to  say  that  ordinary  milk  is  as  safe  as 
Certified  Milk,  whether  it  be  raw  milk  or 
pasteurized  milk  is  compromising  to  one’s 
intelligence  and  self-respect  and  is  said 
either  through  ignorance,  carelessness,,  or 
viciousness,  and  I am  quite  sure  could  not 
be  said  by  any  honest  man  who  had  per- 
sonally seen  for  himself  the  production  of 
milk  at  a Certified  Milk  Dairy,  where  the 
cows  are  under  the  general  supervision  of 
expert  veterinarians  all  the  time,  and  where 
they  are  guaranteed  to  be  free  from  tuber- 
culosis, both  by  the  Federal  Government 
and  the  State  Board  of  Health  ; where  the 
cows  are  curried  and  groomed  and  vacuum 
cleaned  until  they  shine,  all  utensils  scrub- 
bed and  sterilized,  the  stables  themselves 
clean  and  free  from  odors,  and  the  milkers 
in  their  freshly  sterilized  suits.  Within  a 


very  few  minutes  after  leaving  the  cows 
the  milk  is  chilled,  strained,  bottled  and 
capped,  by  machinery,  crated  and  iced  and 
kept  iced  until  delivered  at  the  customer’s 
door.  This  is  Certified  Milk,  a clean,  pure, 
raw,  natural  milk,  just  as  it  comes  from 
healthy  cows,  unchanged  by  any  process 
which  might  deprive  it  of  its  enzymes  and 
vitamines. 

Certified  Milk  is  the  only  raw  milk  that 
should  be  used  in  large  cities,  according  to 
the  late  Dr.  L.  Emmett  Holt,  and  is  the 
only  raw  milk  permitted  to  be  sold  in  New 
York  City.  All  other  milks  must  be  pas- 
teurized, and  sad  to  relate,  pasteurization 
has  fallen  short  of  many  of  its  claims.  Dr. 
William  H.  Park,  bacteriologist  for  the 
New  York  City  Board  of  Health,  says  that 
his  inspectors  have  found  some  pasteurizing 
machines  so  fixed  that  milk  which  went  in 
on  one  side  came  out  on  the  other  side  ex- 
actly as  it  went  in.  Our  own  State  Board 
of  Health  recently  inspected  42  pasteuriz- 
ing plants  and  found  that  only  2 of  that 
number  held  the  milk  at  142°  F.,  for  30  min- 
utes, which  the  Department  of  Agriculture 
of  the  United  States  Government  says  is 
necessary  for  proper  pasteurization,  and 
that  in  18  of  these  machines  the  milk  came 
through  in  3 minutes,  and  in  12  others  came 
through  in  6 minutes. 

Czerney  and  Keller,  in  their  book  on  In- 
fant Feeding,  state:  “We  have  become 

skeptic  since  we  began  the  investigations 
of  artificial  feeding.  Vitamines  and  acces- 
sory food  products  have  taught  us  that 
there  are  necessary  peculiarities  in  food 
products  which  have,  up  to  the  present 
time,  been  unknown  and  have  as  yet  not 
been  satisfactorily  explained.  We  reject 
the  industrial  pasteurization,  the  chief  pur- 
pose of  which  is  to  preserve  the  milk  a 
longer  time.  We  are  not  in  favor  of  a ster- 
ilized or  pasteurized  infants’  milk  because 
the  milk  when  prepared  at  home  for  the 
infant,  is  generally  warmed  again.  We  de- 
mand for  the  feeding  of  infants  an  un- 
changed, raw  milk,  free  from  disease,  and 
low  in  bacterial  count.” 

Although  in  some  places  an  excellent 
quality  of  Grade  A raw  milk  is  produced 
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by  individual  effort,  it  is  manifestly  im- 
possible to  exercise  the  strict  supervision 
over  its  production  in  quantity,  which  is 
necessary  to  assure  a uniformly,  safe,  raw 
milk.  For  one  thing  it  is  extremely  diffi- 
cult to  get  the  ordinary  dairy  employee  to 
submit  to  the  taking  of  cultures  of  the 
throat  and  nose,  examination  of  the  blood 
and  stools,  for  typhoid,  and  the  strict  physi- 
cal examination  of  each  individual  on  the 
dairy  premises,  so  as  to  eliminate  as  far  as 
is  humanly  possible  the  spreading  of  dis- 
ease in  epidemic  form  wherever  contami- 
nated milk  is  distributed.  That  this  is  a 
real  danger  is  borne  out  by  many  observ- 
ers, of  whom  I will  quote  only  Buensey  and 
Koeber,  who  summarized  the  epidemics 
compiled  by  them  as  follows:  In  138  epi- 
demics of  typhoid  traceable  to  a specific 
pollution  of  the  milk,  the  main  facts  are  as 
follows:  In  109  instances  the  disease  pre- 
vailed at  the  farm  or  dairy.  In  54  epidemics, 
the  germs  reached  the  milk  through  the 
water  with  which  the  utensils  were  wash- 
ed, and  in  13  of  these  instances  it  was  ad- 
mitted that  the  milk  was  intentionally  di- 
luted with  polluted  water.  In  6 cases  the 
infection  was  attributed  to  the  cows  wading 
in  the  drinking  polluted  water.  In  3 in- 
stances the  infection  was  spread  by  ice- 
cream prepared  in  infected  premises.  In 
21  cases  the  employees,  in  addition  to  milk- 
ing the  cows  were  taking  care  of  typhoid 
cases  at  the  same  time.  In  6 instances  em- 
ployees continued  at  work  during  the  first 
week  or  10  days  of  their  illness. 

These  same  men  tabulated  74  epidemics 
of  scarlet  fever  and  28  epidemics  of  diph- 


theria. spread  through  contaminated  milk. 

Just  last  week,  Dr.  McEwen,  Secretary 
of  the  Essex  County  Medical  Milk  Com- 
mission, called  my  attention  to  a statement 
in  a recent  State  Board  of  Health  Bulletin, 
attributing  an  epidemic  of  typhoid,  in  a 
neighboring  town,  to  a dairy  which  was  at 
the  same  time  delivering  Grade  A raw  milk 
to  Newark. 

Dr.  William  H.  Park  stated  a short  time 
ago  that  as  far  as  he  was  aware  no  epi- 
demic of  any  kind  had  as  yet  been  traced  to 
genuine  Certified  Milk. 

Since  Dr.  Coit  first  originated  Certified 
Milk,  the  mortality  from  enteric  diseases, 
tuberculosis,  typhoid,  scarlet,  diphtheria 
have  all  dropped  to  an  almost  unbelievable 
extent  and  while  much  credit  must  be  given 
to  the  more  careful  supervision  of  market 
milk  at  the  present  time,  and  to  the  insist- 
ance  upon  pasteurization  of  all  milk  which 
does  not  meet  the  more  stringent  require- 
ments of  present  day  methods,  yet  after  all 
it  was  the  origination  of  Certified  Milk 
that  started  the  crusade  for  better  and 
safer  milk  and  it  should  be  a matter  of  tre- 
mendous pride  to  us,  as  medical  men,  that 
to  a member  not  only  of  our  profession  but 
of  our  own  Essex  County  Medical  Society, 
goes  the  honor  of  first  producing  a milk 
that  was  uniform  in  composition,  low  in 
bacterial  count,  clean  and  safe. 

It  is  quite  impossible  ever  to  estimate  the 
value  to  humanity  in  the  improvement  of 
health  and  in  lives  saved  by  the  wonderful 
contribution  of  Henry  L.  Coit  to  preventive 
medicine. 


THE  CALL/  TO  THE  OPEN. 


There's  a call  to  go  out  in  the  open 
To  mountains  and  valleys  and  pines: 

I'm  sick  of  four  walls,  and  I’m  hopin’ 

To  be  where  the  sun  really  shines. 

To  go  where  the  blue’s  in  the  heavens. 

Sweet  waters  in  river  and  rill; 

Till  the  ache  leaves  my  heart  which  it  leavens, 
And  I quaff  all  outdoors  to  the  fill. 

I want  to  feel  real  air  around  me, 

To  breath  of  spiced  balsam  and  fir, 

And,  freed  from  the  confines  that  bound  me, 
To  clear  my  tired  eyes  of  life’s  blur. 


I thirst  Tor  the  peace  of  the  valleys, 

I pine  for  the  verdure  clad  hills; 

The  harp  in  the  tree  tops  still  dallies 
To  lure  a sick  mind  from  its  ills. 

The  smell  of  the  wood  fire  at  morning, 

The  drone  of  the  night  winds  at  eve. 

The  vault  with  its  star  gems  adorning 
Bring  balm  as  a blessed  reprieve, 

I would  hold  soul  speech  with  the  mountains, 
And  walk  where  shy,  wild,  deer  have  trod, 

To  find  youth  again  in  cool  fountains 
And  joy  again  in  the  glories  of  God. 

— National  Glass  Budgets 
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INFORM  YOUR  CONGRESSMAN. 

In  our  department  of  National  Medical 
News  you  will  find  a report  concerning  one 
piece  of  pending  legislation  which  calls  for 
your  immediate  consideration  because  it  may 
come  to  vitally  effect  your  practice.  But,  this 
is  not  the  only  legislative  matter  demanding 
similar  attention.  Congress  will  reconvene 
about  the  time  this  copy  of  the  Journal  reaches 
your  desk,  and  the  following  bills  affecting 
the  medical  profession  are  already  upon  the 
calendar  of  the  Senate  or  the  House  of  Repre- 
sentatives : 

( 1 ) The  Harrison  Narcotic  Act.  This  Bill 
not  only  threatens  interference  with  your  pro- 
fessional judgment  in  the  employment  of 
narcotics,  and  refusal  of  registration  upon  an 
unsupported  and  unproved  charge  of  miscon- 
duct, if  made  by  a revenue  officer,  but,  sub- 
jects your  professional  conduct  to  the,  scrutiny 
and  judicial  decision  of  any  pharmacist.  In 
the  House  of  Representatives  this  measure  is 
known  as  TI.  R.  11612;  in  the  Senate  it  is 
S.  4085.  The  former  is  now  in  the  House 
Committee  of  Ways  and  Means,  and  New  Jer- 
sey is  represented  on  that  committee  by  the 
Honorable  Isaac  Bacharach.  It  is  advisable 
that  you  should  write  to  Mr.  Bacharach  at 
once  demanding  the  defeat  of  this  proposed 
legislation,  and  that  you  should  at  the  same 
time  send  a copy  of  that  letter  to  the  con- 
gressional representative  from  your  own  dis- 
trict and  to  both  Senators,  Edwards  and  Edge. 

(2)  Sheppard-Towner  Act.  H.  R.  7555, 
designed  to  prolong  the  life  of  this  law,  and 
S.  2696,  an  original  Senate  Bill  of  the  same 


import,  are  now  in  committee  and  the  first 
named  has  received  a favorable  report.  The 
American  Medical  Association  has  consistent- 
ly opposed  the  Sheppard-Towner  Act  and  the 
principles  underlying  such  legislation,  and  our 
own  State  Society  expressed  opposition  to.  this 
proposed  extension  of  the  law  at  its  last 
Annual  Meeting.  Another  Bill,  H.  R.  10986, 
introduced  in  the  House,  April  6,  1926,,  pro- 
vides for  an  outright  repeal  of  the  Sheppard- 
Towner  Act.  Enactment  of  this  last  Bill 
should  be  urged  by  the  profession. 

You  are  requested  to  write  to  your  congres- 
sional representative,  and  to  both  Senators, 
urging  the  defeat  of  the  2 first  named  Bills 
and  adoption  of  the  repealer. 

(3)  Federal  Lye  Legislation.  S.  2320  is  an 
Act  to  safeguard  the  distribution  and  sale  of 
certain  dangerous  caustic  or  corrosive  acids, 
alkalies,  and  other  substances  in  interstate 
and  foreign  commerce.  It  requires  household 
packages  of  lye  and  other  caustic  substances 
to  be  labelled  so  as  to  give  notice  of  the  in- 
herent danger  of  their  contents,  When  writ- 
ing to  your  congressman  in  protest  about  the 
Narcotic  and  Sheppard-Towner  Acts,  take  oc- 
casion to  express  your  approval  of  this  Bill 
to  safeguard  the  public  against  mishandling 
of  dangerous  caustics. 

The  Editor  has,  in  the  name  of  the  State 
Society,  addressed  each  member  of  Congress 
from  New  Jersey  and  each  of  our  Senators, 
regarding  these  several  Bills,  hut  your  person- 
al message  to  your  own  representative  will 
prove  more  effective  as  coming  from  one  of 
his  own  constituents. 
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MILK  MUST  BE  SAFEGUARDED. 

Milk  is  one  of  the  most  valuable  of  foods. 
McCollum  urges  that  every  child  be  given  a 
quart  of  milk  a day,  and  Emerson  suggests 
that  adults  drink  at  least  half  that  amount. 
As  the  average  consumption  of  milk  is  about 
0.8  pint  per  capita,  the  need  for  greater  edu- 
cational efforts  on  the  part  of  both  practicing 
physicians  and  health  officials  is  evident  if  the 
optimum  consumption  of  milk  is  to  be  real- 
ized. But  what  kind  of  milk?  Certainly  not 
“any  old  kind”,  for  milk  is  an  excellent  culture 
medium  for  bacteria,  and  when  it  is  produced 
and  handled  carelessly  contamination  is  almost 
inevitable. 

The  ideal  milk  would  be  that  produced  by 
clean  cows  known  always  to  be  free  from  dis- 
ease, housed  in  clean  stables,  and  milked  by 
clean  attendants  also  known  to  be  continuous- 
ly free  from  disease.  Obviously  such  perfec- 
tion cannot  be  attained.  The  nearest  approach 
to  it  is  certified  milk,  produced  under  the  su- 
pervision of  the  medical  milk  commissions ; for 
the  cows  are  subjected  to  periodic  inspection 
of  veterinarians  and  the  milkers  to  medical 
examination.  Yet  the  possibility  of  disease 
contamination  cannot  be  excluded  entirely. 

The  next  best  thing  to  this  ideal,  which  can- 
not be  attained,  is  pasteurized  milk.  In  New 
Jersey,  pasteurized  milk  is  milk  heated  to  a 
temperature  of  142°-145°  F.  for  a period  of 
half  an  hour  and  then  cooled  immediately  to 
50°.  The  pasteurizing  plants  of  the  State  are 
subject  to  constant  supervision  by  the  State 
Department  of  Health  and  are  checked  to  see 
that  the  proper  temperature  and  holding  per- 
iods are  maintained.  Clean,  fresh  milk  that 
is  subjected  to  this  process  is  safe  milk,  for 
pathogenic  bacteria  cannot  survive  this  treat- 
ment although  the  souring  organisms  can. 

If  these  are  the  facts,  we  should  expect  that 
cities  would  enact  milk  ordinances  under  the 
authority  of  the  State  law  which  would  pro- 
vide for  the  sale  only  of  certified  and  pas- 
teurized milk,  but  as  a matter  of  fact  only  a 
few  municipalities  do  this.  Many  neglect  to 
enact  any  ordinances,  relying  upon  State  laws 
and  the  State  Health  Department  for  protec- 
tion. Others  have  enacted  complicated  ordin- 
ances providing  for  various  grades  of  pas- 
teurized and  raw  milk,  indicated  by  mysterious 


and  largely  meaningless  symbols,  and  in  some 
instances  based  upon  practically  unenforceable 
requirements. 

Some  of  the  reasons  for  this  confusion  are 
the  desire  of  milk  distributors  to  have  higher 
grades  of  milk  for  which  a premium  may  be 
asked  because  of  some  fancied  superiority; 
the  initial  cost  of  constructing  pasteurizing 
plants;  and  the  still  far  too  prevalent  popular 
belief  that  pasteurized  milk  is  inferior  to  raw 
milk.  The  solution  of  the  problem  is  nine  parts 
education  and  one  part  legislation.  The  gen- 
eral practitioner,  the  pediatrician,  and  the 
health  officer  have  all  a definite  responsibility 
to  teach  each  person  whose  opinion  they  may 
influence  to  appreciate  the  value  of  milk  as  a 
food,  and  the  necessity  for  obtaining  only  safe 
milk. 

Every  intelligent  citizen  in  New  Jersey 
should  know  that  certified  milk  is  raw  milk 
made  as  nearly  safe  as  strict  rules  will  make  it, 
and  that  pasteurized  milk  is  safe,  wholesome, 
and  nutritious.  When  the  public  generally 
realizes  these  facts  and  refuses  to  use  raw 
milk  that  is  not  safe,  the  enactment  and  en- 
forcement of  adequate  milk  ordinances  will  be 
without  administrative  difficulties.  Not  until 
then  can  a “quart  of  milk  a day”  be  advocated 
without  manv  stultifying  qualifications. 


MEDICAL  BOOK  REVIEWS. 

Actuated  by  a desire  to  provide  our  readers 
with  more  useful  and  timely  information  re- 
garding new  medical  hooks,  we  are  attempting 
a departure  from  the  usual  manner  of  pre- 
senting our  hook  reviews,  and  beginning  with 
this  issue  will  set  up  a new  department  in  the 
Journal.  The  leading  publishers  have  prom- 
ised to  help  the  project  and  it  is  our  intention 
to  pursue  the  following  plan. 

Periodically,  at  least  twice,  jierhaps  four 
times,  during  the  year  we  shall  publish  a list 
of  the  newest  medical  books,  and  indicate  the 
publisher’s  opinion  of  their  value.  Monthly, 
we  shall  publish  brief  “reviews”  of  these  books 
by  members  of  our  own  society;  the  funda- 
mental object  of  such  reports  being  to  give  the 
prospective  purchaser  and  reader  sufficient  in- 
formation to  enable  him  to  determine  whether 
he  needs  or  desires  the  book  as  an  addition  to 
his  working  library. 
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Dr.  Royce  Paddock,  of  Newark,  has  kindly 
consented  to  take  charge  of  this  department 
of  the  Journal,  and  we  feel  confident  that 
through  him  we  shall  obtain  honest,  intelligent, 
information  about  each  new  book.  He  is  not 
bound  by  any  obligation  to  the  publishing 
houses  and  has  full  liberty  to  praise  or  criti- 
cize a work  as  he  sees  fit.  Where  the  subject 
is  one  of  technical  scientific  character  outside 
his  own  knowledge  or  experience,  he  will  call 
upon  other  members  for  aid  in  the  reviewing, 
but  his  personal  supervision  will  be  given  to 
the  whole.  We  count  ourselves  fortunate  in 
obtaining  his  assistance  in  this  work. 


AN  ARISTOCRACY  OF  MIND. 

(Reprinted  from  the  Kalends) 

The  possession  of  wealth,  along  with  pride 
of  birth,  as  a criterion  for  determining  the 
value  of  an  individual’s  life,  is  rapidly  being 
thrown  into  the  discard  of  things  obsolete. 
Likewise  is  fast  disappearing  the  belief  that 
this  life  is  a “vale  of  tears”  wherein  one  should 
rigidly  follow  certain  rules  and  regulations  in 
order  to  merit  eternal  bliss  and  achieve  joy 
suprenje.  Rather  there  is  slowly,  but  none 
the  less  surely,  being  given  recognition  to  the 
truth  that  the  good  of  all,  present  and  future, 
is  the  chief  concern  of  life. 

Look  back  on  the  ages  and  learn  from  the 
history  of  science  from  whence  we  came  and 
whither  we  have  arrived.  Compare  the  past 
with  the  present  and  the  potentialities  of  the 
future,  and  it  is  impossible  to  avoid  a certain 
and  wholesome  respect  for  human  beings.  Is 
it  not  due  to  the  contents  of  the  little  skull 
pans  of  worth  while  human  beings  that  we  are 
not  now  living  as  did  our  ancestors  of  tens  of 
thousands  of  years  ago  ? The  human  brain  is 
the  primal,  and  yet  remains,  the  source  of  all 
that  man  has  accomplished — the  most  mar- 
velous mechanism  in  Nature’s  vast  laboratory. 

Consider  what  the  minds  of  men  have 
wrought  within  the  last  one  hundred  years : 
Stevenson  on  land,  Fulton  on  the  water,  and 
the  Wright  brothers  in  the  air  effected  revolu- 
tions in  the  lives  of  mankind  such  as  the  world 
had  never  experienced.  Morse  on  the  land. 
Field  through  the  water,  and  Marconi  over- 
coming the  resistance  of  earth,  sky,  and  sea, 


have  brought  into  contact  the  utmost  parts  of 
the  earth,  and  have  made  possible  the  dissemi- 
nation of  knowledge  wherever  man  is  found. 
Wells,  Morton,  and  Long  with  anesthesia 
provided  a List  with  the  means  by  which  the 
possibilities  of  antisepsis  could  be  demonstrat- 
ed, and  thus  pointed  the  way  to  the  marvels 
of  modern  surgery.  Pasteur  by  his  discovery 
of  bacteria,  Banting  with  insulin,  Abel  with 
adrenalin,  and  hundreds  of  others,  have 
brought  relief  from  pain  and  suffering  to  mil- 
lions of  their  fellows. 

Who  of  intelligence  would  be  so  foolish  as 
to  attempt  to  compare  the  value  of  such 
achievements  with  the  hoarding  of  the  un- 
speakably filthy  counters  of  commerce  or  the 
few  ephemeral  years  of  political  pomp  and 
circumstance?  Truly  have  “The  boast  of 
healdry,  the  pomp  of  power,  and  all  . . . that 
wealth  e’er  gave”  yielding  their  palms  to  an 
aristocracy  of  mind,  whose  princes  have  their 
thrones  in  the  laboratories  of  science,  whose 
mottoes  are  Progress,  Human  Welfare,  and 
Intellectual  Freedom,  and  whose  final  and 
inevitable  victory  will  mean  the  overthrow  of 
the  forces  of  ignorance,  superstition,  intoler- 
ance, bigotry,  and  greed. 


DEPARTMENT  OF  ETHICS. 

We  are  pleased  to  report  that  one  of  our 
members  has  consented  to  contribute  a month- 
ly article  on  “Medical  Ethics”.  As  stated  in 
the  July  Journal,  when  discussing  the  present 
lack  of  collegiate  teaching  concerning  this  sub- 
ject, we  have  long  been  searching  for  some  one 
capable  of  conducting  a systematic  course  of 
instruction  and  able  to  give  the  necessary  time 
to  regular  periodic  presentation  of  the  prin- 
ciples of  this  delicate  department  of  medical 
practice.  At  last  our  efforts  have  been  re- 
warded. 

Dr.  John  Hammond  Bradshaw,  who  scarce- 
ly needs  an  introduction  to  any  member  of 
the  Medical  Society  of  New  Jersey,  and 
whose  accounts  of  hospital  visitations  have 
been  so  entertaining  and  instructive,  has  ac- 
cepted our  invitation  to  conduct  this  depart- 
ment of  the  Journal. 

He  is  one  of  the  recognized  leaders  among 
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the  medical  men  of  this  state;  ethical  in  his 
own  personal  and  professional  conduct;  old 
enough  to  have  learned  by  experience  and  ob- 
servation the  temptations  and  difficulties  that 
beset  the  practitioners  and  which  only  ethical 
conduct  can  overcome ; and  yet  young  enough 
to  retain  that  cheerful  and  optimistic  attitude 
toward  life  that  justifies  one  in  a willingness 
to  counsel  and  advise  his  associates. 

It  is  not  intended  to  make  these  articles  a 
series  of  preachments’  , Sermonizing  is  none 
too  popular  today,  upon  any  subject.  It  is 
meant  only  to  indicate  the  pitfalls  and  snares 
in  the  road  of  the  unwary  professional  man,  to 
show  how  and  why  ethical  conduct  is  an  essen- 
tial element  in  the  truly  successful  practice  of 
medicine,  and  to  suggest  remembrance  at  all 
times  of  those  principles  that  may  guide  one 
safely  through  danger  zones.  We  are  sure 
you  will  find  these  monthly  articles  both  in- 
teresting and  profitable  reading. 


GOVERNMENT  CONTROL  OF 
PRESCRIBING. 

Just  as  we  are  going  to  press  comes  an- 
nouncement of  the  United  States  Supreme 
Court’s  decision  sustaining  the  limitations 
placed  on  whisk)'  prescribing  bv  physicians. 
By  a vote  of  5 to  4,  the  ruling  of  the  Prohi- 
bition Unit — that  a physician  may  not  pre- 
scribe more  than  1 pint  of  spirituous  liquor 
to  any  patient  within  any  given  10  day  per- 
iod— is  upheld.  Justices  Holmes,  Brandeis, 
Van  Devanter  and  Sanford  supported  this 
contention ; Justices  Sutherland,  McReynolds, 
Butler  and  Stone  dissented;  Chief  Justice 
Taft,  apparently,  cast  the  deciding  vote. 

Speaking  editorially  of  this  decision,  the' 
New  York  Evening  Post,  November  30,  says: 
“Of  all  the  unpredictable  consequences  of  the 
prohibition  amendment  and  the  Volstead  act, 
the  attitude  of  the  Supreme  Court  has  proven 
the  least  predictable. 

The  Court  has  uniformly  upheld  the  act  in 
ramifications  which  even  the  stoutest  prohi- 
bitionist would  not  have  claimed  at  is  incep- 
tion. Search  and  seizure,  double  jeopardy, 
liquor  on  American  boats — all  these  points 


have  given  the  Court  occasion  to  extend  the 
prohibitory  powers  in  a way  that  has  been  lit- 
tle short  of  amazing.  It  is  the  more  so  when 
one  remembers  that  no  written  opinion  was 
ever  handed  down  in  the  overruling  of  Mr. 
Elihu  Root’s  argument  on  the  fundamental 
theories  at  issue. 

In  its  latest  decision  the  Court  -follows  its 
established  course.  Dr.  Samuel  W.  Lambert, 
of  New  York,  in  1922  sought  an  injunction  to 
determine  whether  the  Government  had  the 
right,  under  the  Volstead  law,  to  limit  the 
quantity  of  whisky  which  may  be  prescribed 
for  patients  by  physicians.  He  maintained 
through  the  lower  courts  up  to  the  highest 
tiibunal  that  it  is  his  professional  right  and 
duty  toward  his  patients  to  treat  their  disease 
according  to  his  best  skill  and  judgment,  and, 
to  that  end,  to  advise  the  use  of  such  medicine 
as  is  best  calculated  to  effect  a cure.  In  this 
fight  for  principle  Dr.  Lambert  was  formally 
backed  by  the  American  Medical  Association. 

I he  Supreme  Court  now  refuses  to  admit 
this  right  of  a physician.  It  does  so  on  the 
ground  that  limitation  of  the  amount  of  liquor 
which  may  be  prescribed  for  medical  purposes 
is  a provision  adopted  to  promote  the  purposes 
of  the  Eighteenth  Amendment.  This  has  been 
the  standard  which  the  Court  has  held  in  pri- 
mary review  in  previous  rulings  that  seemed 
to  clash  with  established  rights. 

The  country  must  accept  the  verdict,  of 
course.  And  it  may  take  from  it  the  thought 
that  whatever  the  prohibitionists  may  say  they 
can  not  deny  that  the  Supreme  Court  has 
stood  consistently  by  them  in  upholding  a full 
and  free  test  of  this  great  experiment.  But 
that  large  body  of  middle  opinion  which  is 
gradually  forming  may  well  ask  itself  whether 
it  approves  of  the  Federal  Government’s  proms' 
into  the  profession  of  deciding  upon  the  prop- 
er limitations  for  prescriptions  to  the  sick.” 
The  last  clause  of  the  above  quotation  is 
worthy  of  profound  consideration.  If  the  na- 
tional government  may  say  when  and  how  and 
how  much  whisky  we  may  prescribe  for  a sick 
person,  may  it  not  soon  arrogate  to  itself  the 
determination  of  when  and  in  what  amounts 
we  may  use  quinin  or  any  other  remedial 
drug? 
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John  Hammond  Bradshaw,  M.D.,  F.A.C.S. 


STOCK  INVESTMENT. 

Do  we  ever  take  stock  ? Do  we  know 
just  how  much  we  are  worth?  I do  not 
mean  how  much  money  we  possess  or  how 
much  land  we  have  got  or  how  many  high- 
priced  automobiles  we  own.  We  can  have 
an  abundance  of  material  wealth,  but  yet 
be  poor  indeed.  Our  lives  cover  too  short 
a span  for  us  to  afford  to  give  or  allow  too 
much  time  and  attention  to  these  things. 
Of  course  we  must  accpiire  enough  of  this 
world’s  g'oods  to  be  fairly  independent.  If 
we  do  not  have  enough  material  wealth  to 
satisfy  our  material  wants,  we  are  at  a dis- 
advantage and  we  are  handicapped — we 
cannot  do  the  things  that  are  really  worth 
while  and  that  give  us  true  satisfaction. 
But  it  is  not  our  moneys  that  give  us  the 
best  satisfaction.  It  is  sad  to  reflect  how 
many  of  us  are  obliged  to  waste  the  best 
years  of  our  lives  in  the  effort  to  accumu- 
late mere  goods.  Is  the  man  who  has 
scooped  up  the  biggest  pile  the  most  suc- 
cessful ? Does  he  stand  out  as  the  happiest 
among  his  fellows  ? What  constitutes  suc- 
cess ? This  question  was  asked  William 
Osier.  He  gave  one  of  his  wise,  almost 
cryptic,  replies  : “Some  think  it  is  getting 
what  you  want  and  being  contented  with 
it”.  Stop  a moment  and  think  how  com- 
prehensive is  this  answer  from  one  of  the 
world’s  most  successful  physicians.  Get- 
ting what  you  want  is  not  sufficient  for 
happiness.  Yet  we  often  say  to  ourselves 
— If  we  can  only  get  just  so  much  money; 
if  we  can  build  up  our  practice  to  such  and 
such  an  extent ; if  rve  pitch  our  tent  in  the 
places  we  desire ; if  we  can  become  a leader 
(and  an  object  of  envy)  among  our  set;  if 
we  can  have  our  offices  filled  with  the 
wealthy  and  (with  display)  can  show  our- 
selves superior  to  Dr.  Snob ; and  if  we  can 
afford  ourselves  a trip  when  we  wish  to 
Palm  Beach  or  Europe — then  surely  we  will 
be  happy,  and  we  shall  be  considered  among 
the  most  successful  of  men.  Do  these  things 
satisfy  ? Answer,  those  of  you  rvho  have 
them  ! 

But  Osier’s  reply  mentions  contentment. 
We  must  strive  to  attain  those  things  that 
give  contentment.  Now  let  us  ask  our- 
selves what  are  those  things. 

First  of  all,  we  must  have  health.  It  is 
true  that  there  have  lived  those  rare  spirits 
who,  handicapped  by  deformity  or  illness, 
have  made  a success  of  their  lives.  They 
are  uncommon.  We  should  therefore,  if 


we  wish  to  be  a success,  let  nothing,  abso- 
lutely nothing,  interfere  with  our  health, 
our  most  precious  possession.  Of  what  use 
would  a million  dollars  be  to  us  if  we  knew 
we  were  dying?  (And  many  have  begun 
to  die  many,  many  years  ago.)  We  could 
give  our  wealth  away  in  this  case  ; but  as 
far  as  we  ourselves  are  concerned,  we  would 
be  out  of  the  race.  It  is  often  a shock  to 
us  to  see  youth  burn  up  its  health.  One 
often  sees  a young  man  spend  his  health 
as  if  he  had  an  unlimited  supply  of  that 
most  precious  and  limited  of  possessions. 
Later  on  in  life,  when  the  grind  and  tread- 
mill of  existence  overwhelms  him,  his 
health  is  forgotten  and  often  suffers  cruel 
neglect.  Doctors  are  far  from  immune 
from  the  reproach  of  neglecting  their  own 
health.  True,  they  are  too  busy  looking 
after  the  health  of  others  to  look  after 
themselves.  This  is  a lame  excuse.  To  this 
the  wrecked  lives  and  early  deaths  of  many 
doctors  can  testify.  We  see  our  most  bril- 
liant confreres  extremely  stupid  in  this  re- 
spect. You  cannot  be  a success  if  you  are 
dead!  (That  is,  from  your  our  point  of 
view.)  You  can  leave  money  or  a memory 
of  a successful  life.  But  would  not  that 
life  be  more  successful  and  beneficial  if  it 
had  been  extended?  We  all  know  of  many 
instances  where  if  a doctor  had  bestowed 
one-tenth  the  attention  he  gave  to  others 
on  his  own  health,  he  would  still  be  alive 
and  still  giving  the  world  the  benefits  of 
his  incomparable  experience.  So,  there- 
fore, we  cannot  have  true  contentment  if 
we  know  our  own  basic  metabolism  is  at 
fault. 

Besides  our  health,  there  are  other  things 
than  wealth  that  give  a contented  spirit. 
It  sounds  trite  to  make  the  statement  (but 
it  is  one  of  the  world’s  great  truths,  just 
the  same)  that  as  Poor  Richard  put  it,  “Be 
good  if  you  would  be  happy”.  How  many 
doctors  have  gone  on  the  rocks  ? Not  many, 
thank  God ! You  and  I can,  nevertheless, 
recall  instances  where  a most  brilliant  and 
enviable  “prospect”  has  been  forever  blast- 
ed and  lost  not  only  by  the  intemperance 
of  the  stomach  but  also  by  the  letting  down 
of  the  other  bars  of  moral  restraint. 

If  we  get  what  we  want  and  do  not  know 
how  to  use  it,  we  again  fail  to  attain  to  that 
contentment  that  Osier  calls  the  sine  qua  non 
of  true  success. 

If  we  lead  a self  centralized  existence 
(and  are  regardless  of  the  rights  of  our  fel- 
lowmen),  we  will  find  our  stock  is  getting 
low  and  we  will  fail  to  attain  success.  If 
we  are  so  satisfied  with  our  own  attain- 
ments that  we  are  not  constantly  reaching 
out  after  more  and  more  accomplishment, 
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and  especially  if  we  allow  ourselves  to  con- 
tract progeria,  or  premature  senility,  we 
are  surely  and  sadly  slipping.  For  it  is  our 
own  fault  if  we  grow  old  too  soon! 

Our  stock-taking,  therefore,  should  show 
there  is  a higher  life  attainable  by  us  all, 
higher  than  the  acquisition  of  material 
wealth  (necessary  and  agreeable  as  that  is)  ; 
that  our  true  contentment  and  joy  in  life 
depends  not  upon  our  cash  alone  but  on  the 
health  and  wealth  of  the  spirit  that  enables 
us  to  work,  not  for  ourselves  so  much  as 
for  others.  What  we  are  worth,  therefore, 
is  not  what  we  can  count  in  a cubby-hole, 
but  whether  we  are  able  to  add  a contribu- 
tion to  the  knowledge,  the  welfare,  the  joy, 
the  contentment,  and  the  true  happiness  of 
man. 


esthetics 


SEMIPROFESSIONAL  READING. 

So  many  interesting  books  are  appearing 
these  days  that  one  can  scarcely  keep  pace  with 
the  progress  of  literary  events  without  neg- 
lecting his  avocations  other  than  reading,  to 
say  nothing  of  finding  time  to  devote  to  his 
proper  vocation.  The  busy  physician  has  per- 
haps greater  difficulty  than  other  professional 
workers  in  selecting  his  general  reading  mat- 
ter, because  the  space  between  his  scientific 
books  and  the  lighter  imaginative  and  more 
entertaining  literature  is  a sort  of  No  Man’s 
Land  occupied  by  a class  of  books  dealing  with 
the  public  generalized  aspects  of  his  profes- 
sional problems.  It  is  essential  that  he  should 
read  and  become  familiar  with  these  semipro- 
fessional presentations  of  medical  subjects,  be- 
cause they  represent  the  source  of  that  medical 
knowledge  attained  by  the  more  intelligent 
members  of  his  professional  clientele. 

In  the  crossing  of  this  boundary  line  terri- 
tory, recently,  we  met  with  2 publications  that 
seem  worthy  of  introduction  to  those  of  our 
readers  who  may  not  have  had  time  to  browse 
in  that  direction  since  the  return  from  vaca- 
tion. 

In  “The  Doctor  Looks  at  Love  and  Life”, 
Dr.  Joseph  Collins,  one  of  our  most  esteemed 
contemporary  neurologists,  has  given  us  an- 
other of  his  excellent  and  praiseworthy  liter- 
ary contributions ; excellent  in  its  literary  style 
and  character ; praiseworthy  because  it  deals 
honestly,  sanely  and  instructively  with  some 
of  the  most  important  problems  of  the  age. 
The  existence  and  serious  nature  of  these 
problems  is  generally  recognized.  Parents, 
teachers,  and  preachers  shake  their  heads  and 
drop  their  hands  before  the  “younger  genera- 
tion” problem ; or  widely  proclaim  the  need 


for  corrective  measures  and  prohibitive  laws, 
which  every  thinking  persons  know!  would 
not  be  productive  of  the  results  desired.  Cities, 
states  and  nation  are  aghast  before  the  ever- 
growing “crime”  problem,  the  disrespect  for 
all  law  and  the  disregard  of  most  of  the  prin- 
ciples upon  which  this  nation  was  founded; 
various  remedies,  all  more  or  less  futile  in 
character,  art;  suggested  but  very  little  effort 
seems  to  be  made  toward  ascertaining  the 
cause  of  the  existing  sad  state  of  affairs. 

Dr.  Collins,  with  the  instinct  of  the  true 
physician,  attacks  both  problems  by  searching 
for  the  cause  of  the  recognized  facts.  With 
reference  to  the  national  decadent  tendencies, 
he  diagnoses  the  condition  as  one  of  “adult 
infantilism”,  and  we  think  he  very  well  proves 
his  case.  Many  factors  bearing  upon  the 
etiology  are  discussed  and  some  consideration 
is  given  to  treatment,  but  the  condition  is 
recognized  as  one  full  of  complications  and  the 
patient  is  likely  to  be  ill  for  a long  time  before 
complete  recovery  can  be  expected. 

Dealing  with  the  question  of  love.  Dr.  Col- 
lins shows  himself  not  only  to  be  a master  of 
medical  science  but  a sympathetic,  understand- 
ing humanitarian.  In  the  matter  of  sex  edu- 
cation, we  have  all  realized  the  importance  of 
instructing  the  young  people,  and  that  such 
instruction,  generally  speaking,  should  be 
given  through  the  parents ; but  how  few  re- 
liable. authoritative  books  or  essays  have  tfyere 
been  that  we  could  recommend  to  parents  for 
their  own  edification  so  that  they  might  be 
prepared  to  teach  their  children.  The  author 
may  not,  in  this  instance,  have  meant  his  book 
to  be  used  for  that  purpose  but  we  feet  that  it 
meets  the  situation  fairly  well,  and  certainly 
better  than  most  of  the  other  books  which  we 
have  happened  to  see. 

Read  this  book,  by  all  means;  you  will  enjoy 
it ; you  will  profit  by  it ; you  will  almost  surely 
want  to  pass  it  on,  or  at  least  recommend  it  to 
a number  of  your  friends  and  patients. 

Paul  DeKruif,  introducing  the  reading 
world  to  “Microbe  Hunters”,  has  produced 
much  the  best  piece  of  literary  work  we  have 
as  yet  observed  from  his  pen.  If  you  are 
fond  of  romance,  if  you  care  at  all  for  biog- 
raphy,  you  will  enjoy  his  sketches  of  the  most 
famous  bacteriologists,  some  of  the  greatest 
adventurers,  explorers  and  discoverers  the 
world  has  ever  known.  Intimate  details  of  the 
lives  of  Pasteur,  Koch,  Roux,  Behring,  Theo- 
bald Smith,  Metchnikoff,  David  Bruce  and 
Ronald  Ross,  are  entertainly  presented  and  the 
reader  is  made  to  feel  the  suspense  and  the 
thrills  of  victory  as  each  of  these  great  men 
passes  through  the  critical  period  of  his  great- 
est discovery.  Fascinating  as  each  of  the  above 
mentioned  stories  may  be,  however,  the 
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American  physician  will  probably  get  his 
greatest  kick,  indeed  his  longest  series  of 
thrills,  when  reading  the  account  of  the  work 
of  the  Yellow  Fever  Commission  headed  by 
Walter  Reed.  This  masterful  leader,  with  his 
able  assistants,  Carroll,  Lazear  and  Agra- 
monte,  and  the  American  private  soldiers,  who 
so  nobly  volunteered  for  service  and  submitted 
themselves  to  the  most  deadly  risk  conceivable, 
constitute  a band  of  heroic  figures  the  like  of 
which  can  scarcely  be  duplicated  in  all  history. 
No  physicians  can  read  this  story  without  a 
feeling  of  pride  that  he  is  permitted  to  belong 
to  the  same  profession  which  these  men  adorn. 


jHebtcal  economics 

The  Editor  has  on  more  than  one  occasion 
maintained  that,  contrary  to  a generally  ac- 
cepted opinion,  doctors  are  good  business  men. 
It  was,  therefore,  with  a feeling  of  distinct 
joy  that  he  read  some  months  ago  an  article 
(Bulletin  of  the  Medical  Society  of  Kings’ 
County,  Brooklyn,  New  York,  April,  1926) 
supporting  his  contention.  Under  the  so- 
briquet of  “Quaestor”,  a member  of  that  med- 
ical society  offered  his  confreres,  especially 
the  younger  members  of  his  profession,  some 
sage  advice,  and  we  are  taking  the  liberty  of 
republishing,  for  the  benefit  of  our  members, 
the  applicable  portion  of  his  contribution. 

THE  IMPERATIVE  AVOCATION. 

“Physicians  have  long  been  considered  to  be 
poor  business  men.  The  banker  sadly  smiles, 
the  realtor  laughs,  the  broker  and  promoter 
gloat  when  our  financial  follies  are  the  sub- 
jects of  remark.  The  reasons  for  our  short- 
comings in  this  province  are  immediately  evi- 
dent to  any  thinking  man.  The  field  of  our 
chosen  work  is  so  extensive,  the  mastery  of 
general  or  special  subjects  so  difficult  and 
time-consuming,  the  patient  daily  doing  of  ev- 
ery professional  duty  that  presents  itself  so 
absorbing  that  the  study  of  the  dollar  seems 
as  elementary  and  uninteresting  as  the  first 
reader  in  primary  school  to  a professor  of  phil- 
osophy. Moreover  most  physicians  have  such 
a keen  sense  of  responsibility  that  when  the 
safety  of  a life,  the  preservation  of  a family, 
or  the  solidarity  of  a home  are  involved  in 
their  work,  money  becomes  a secondary  con- 
sideration. 

Nevertheless  money  must  be  paid  for  the 
necessities  of  life,  for  a roof  to  cover  the  fam- 
ily, for  supplies,  equipment,  transportation  and 
the  opportunities  to  extend  scientific  knowl- 
edge and  skill.  Therefore  the  physician  must 
recognize  that  he  is  perforce  involved  in  the 
economics  of  the  world  and  the  problems  thus 
presented  should  be  faced  with  the  same  qual- 


ity of  effort  and  the  same  grade  of  mental  acu- 
men with  which  he  makes  diagnoses  and  plans 
treatment.  We  once  heard  a successful  busi- 
ness man  say  that  he  always  wanted  a Doctor 
of  such  a character  that  he  could  have  made 
a success  in  some  other  business.  We  told 
him  that  he  would  be  astonished  if  he  could 
realize  how  large  a percentage  could  qualify. 
He  doubted  our  figures  “because  most  of  them 
die  poor  and  never  have  any  money  for  a good 
cause.” 

The  indictment  of  the  business  man  is  un- 
questionably justly  found.  Undoubtedly  the 
lack  of  standardization  of  fees  is  one  cause  of 
the  economic  difficulties  of  Doctors — but  this 
can  hardly  be  corrected  unless  we  adopt  the 
high-handed  heartless  method  of  certain  of 
the  labor  organizations — which  is  unthinkable. 
This  lack  of  standardization  has  unfortunately 
led  to  the  “cut-throat”  type  of  competition  in 
some  communities  and  this  is  a trying  element 
in  the  problem  of  the  physician  so  located. 
But  our  lack  is  largely  based  upon  the  fact 
that  we  do  not,  as  a group,  concentrate  even 
a few  minutes  per  day  upon  the  consideration 
of  finance,  a matter  that  should  be  easily  mas- 
tered by  minds  so  capable  in  elaborate  scien- 
tific study.  For,  after  all,  our  fiscal  affairs 
are  simple  as  compared  with  those  of  large 
business  organizations. 

The  important  step  in  this  regard  should  be 
taken  by  the  youngest  practitioner  at  the  be- 
ginning of  his  work.  This  step  should  be  the 
adoption  of  some  definite  system  of  business 
conduct  which  can  be  developed,  enlarged,  and 
elaborated  as  his  work  grows.  We  started  as 
ignorant  and  innocent  of  finance  as  any  one  of 
our  brethren  with  no  means  but  that  to  be 
furnished  by  our  work  and  with  no  well  pro- 
portioned sense  of  values.  In  over  25  years 
we  have  learned  much.  We  were  early,  health- 
ily if  not  gently,  prodded  by  some  good  friends 
in  the  business  world  and  so  we  have  come  to 
think  a very  little  every  week,  if  not  every 
day,  of  the  business  side  of  a doctor’s  life. 

A good  simple  method  of  book-keeping  is 
essential — one  that  will  be  legible  and  under- 
standable to  anyone  to  whom  we  may  care  to 
show  the  ledger  page — even  to  the  patient. 
Charges  should  be  standardized  as  far  as  is 
just  to  those  in  restricted  circumstances  or 
temporary  misfortune.  The  ledger  should  he 
constantly  kept  up  to  date.  An  itemized  state- 
ment of  charges  is  usually  appreciated  and  re- 
duces time  wasted  in  explanation.  A monthly 
statement,  rendered  promptly  on  the  first  of 
each  month,  appeals  to  the  business  sense  of 
most  people.  Small  bills  are  often  quickly  paid 
where  large  ones  cannot  so  readily  be  man- 
aged by  the  salaried  man  or  woman.  It  is 
reasonable  to  demand  cash  payment  for  all 
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office  work — as  is  the  custom  of  many  doc- 
tors. Some  consider  that  it  is  just  and  good 
business  to  carry  only  such  accounts  on  the 
books  as  can  furnish  good  business  references. 
Some  of  us  feel  that  a proper  protective  meas- 
ure would  be  the  establishment  of  a credit  bu- 
reau at  the  Medical  Society  offices  and  we 
trust  that  this  may  be  an  early  development. 

When  the  income  begins  to  appear  there 
should  be  some  system  ready  to  proportion  its 
uses.  The  basic  principle  here  should  be 
“Fixed  charge  well  within  the  income.”  An- 
other “Buy  nothing,  except  a desirable  resi- 
dence, until  the  money  is  in  the  bank  against 
which  a check  may  be  written.”  (Every  Doc- 
tor should  own  his  home  free  and  clear  of 
mortgage.)  The  best  fiscal  method  of  course, 
is  to  “budget”  the  expenses,  always  having  as 
a leading  item  that  of  savings.  One  sugges- 
tion is  that  the  first  fifty  or  hundred  or  two 
hundred  collected  each  month  goes  to  the  sav- 
ings bank  or  to  a savings  account  in  a Trust 
Company.  It  is  difficult  for  us  to  save  one- 
third  or  one-half  of  our  income  as  some  busi- 
ness men  do — for  our  income  is  gross  and  our 
professional  as  well  as  our  domestic  expenses 
must  be  subtracted  from  it.  But  something  can 
and  should  be  saved  each  month  or  at  least 
each  quarter — and  we  should  live  contentedly 
on  the  balance — saving  more  if  we  can. 

When  the  savings  account  reaches  $2000, 
one-half  of  this  should  be  carefully  and  safely 
invested  in  a guaranteed  mortgage,  a high  class 
bond,  or  a high  class  stock  with  a long  divi- 
dend record  and  ample  current  earnings.  A 
good  plan  is  to  divide  our  surplus  equally 
among  these  3 classes  of  investment  until  we 
begin  to  age,  then  sell  all  of  the  stock  (when 
the  market  is  high),  and  invest  only  in  mort- 
gage and  high  class  bonds.  None  of  the  in- 
come from  these  investments  should  ever  he 
spent  except  for  reinvestment.  In  case  of 
long  illness  we  may  borrow  from  this  income 
account  but  always  repay  it  after  recovery. 
But  we  should  have  ample  health  and  accident 
insurance  to  prevent  such  needs. 

Opinions  regarding  life  insurance  differ — 
but  it  is  safe  to  say  that  most  married  doctors 
need  it  during  the  early  years.  It  is  not  good 
investment  but  is  good  business  until  the  sav- 
ings and  investment  account  renders  financial 
inde])endence  certain.  We  should  not  list  life 
insurance  policies  as  assets  until  their  terms 
of  payment  are  completed  and  then  only  their 
cash  value.  They  are  liabilities  so  long  as  we 
must  pay. 

The  budget  should  have  set  aside  a certain 
percentage  (say  10%)  for  new  books  and 
equipment. 

If  some  systematic  plan  of  finance  is  thus 
adopted  every  healthy  doctor  should  secure 


financial  independence  before  he  is  50  years 
old.  We  failed  to  do  this  because  our  fixed 
charges  were  too  high  early  and  were  hard  to 
prune  as  time  passed  and  the  demands  of  the 
work  grew.  Also  we  speculated  a little  in 
dangerous  stocks  and  lost  the  savings  of  a year 
or  so.  We  hope  our  expressions  and  sugges- 
tions may  be  helpful  reading  to  some  of  our 
younger  friends. 

Our  real  desire  at  this  moment  is  to  plead 
for  systematic  management  of  the  Doctor’s 
business,  the  little  “side-line”  that  he  must 
"take  on"  or  get  lost  in  the  world.  We  think 
this  can  be  made  easier  for  him  if  he  interests 
himself  in  some  non-medical  organization  with 
an  object  of  community  betterment.  Here  we 
discuss  a common  interest  with  business  men. 
We  should  be  good  citizens  as  well  as  good 
doctors.” 


3)n  Htgfjter  ^em 


Major  Operation. 

“Jack  writes  from  college  that  he  hopes  to  be 
matriculated  soon,”  said  the  fond  mother. 

“Gracious!”  exclaimed  Mrs.  Botts.  “I  hope 
he  comes  out  of  the  ether  easier  than  I did  when 
I had  my  last  operation.” — (Life) 


Urgent! 

“Do  I really  need  brushing  off?”  asked  the 
passenger  in  the  Pullman. 

“Does  you?”  exclaimed  the  porter  with  great 
emphasis.  “Boss,  Ah's  broke.” — (Am.  Leg 
Weekly) 


What  Next. 

Barnum — That  fellow  over  there  has  made  a 
fortune  out  of  turpentine. 

Bailey — Good  heavens!  Are  they  even  drink- 
ing that  now? 


Criticism. 

Two  men  in  London  were  discussing  a certain 
novelist.  “She's  a wonderful  writer”,  said  one. 
“Yes”,  replied  the  other;  “the  mystery  to  me  is 
where  she  gets  her  marvelous  lack  of  knowledge 
of  life”. — (Boston  Transcript) 


What  They  Do  in  Pittsburgh. 

He  was  picked  up  unconscious  and  taken  to 
the  meat  market  near  by. — (Pittsburgh  Chronicle- 
Telegraph.) 

A Sporting  Chance. 

Mother — -“Where  has  Owen  gone?” 

Father — “Well,  if  the  ice  is  as  strong  as  he 
thinks  it  is,  he  has  gone  skating — if  not,  he  has 
gone  swimming!” — The  Passing  Show  (London). 


A New  Version. 

Mary  had  a little  lamb, 

With  green  peas  on  the  side. 

The  check,  it  came  to  sixty  cents. 
And  Mary  nearly  died. 
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MEDICAL  SURVEY  OF  BURLINGTON 
COUNTY. 

Daniel  F.  Remer,  M.D., 

Mount  Holly,  New  Jersey. 


When  we  consider  that  Burlington  County 
was  settled  as  early  as  1600,  we  realize  that  it 
is  hard  now  to  get  much  of  its  early  medical 
history.  The  total  population  of  the  county 
has  reached  about  86,000  only,  and  there  are 
many  square  miles  of  uninhabited  land.  The 
earlier  settlers  were  along  the  shores  of  the 
Delaware  River,  where  they  sought  freedom 
and  safety.  It  was  here,  near  “Bordentown  on 
the  Delaware”,  that  the  exiled  Bonaparte  fam- 
ily, of  France,  found  refuge  and  built  a beauti- 
ful place  which  was  later  used  by  Prince 
Murat,  an  Ex-King  of  Spain.  Underground 
passages  connected  the  river  edge  with  the 
mansion  on  the  bluff. 

Among  the  earliest  doctors  of  record  were 


John  Wills  and  John  Gosling,  both  graduates 
of  English  medical  schools,  who  practiced  in 
Burlington  City  as  early  as  1677.  Burlington 
had  become  quite  a town  by  this  time,  having- 
been  founded  in  1652.  Other  settlements  ap- 
peared inland  from  the  Delaware  on  navigable 
smaller  streams.  On  the  head  water  of  the 
Rancocas  was  located  at  Bridgetown,  later 
called  Mount  Holly.  In  this  village  there  ap- 
peared Dr.  Robert  Dimsdale  in  1683,  also  a 
graduate  of  an  English  school.  These  men  prac- 
ticed amid  great  hardships.  Several  tribes  of 
Indians  inhabited  different  inland  locations  and 
were  not  too  friendly.  Tuckerton,  almost  on 
the  Atlantic  coast,  had  also  been  settled  very 
early  for  in  1745  there  appeared  in  that  town 
a Dr.  John  Baker. 

Burlington  City,  Bordentown  and  Mount 
Hollv  (then  known  as  Bridgetown)  were  the 


earliest  settlements.  Dr.  Stacy  Budd  began 
practicing  medicine  in  Mount  Holly  in  1755 
and  educated  a son,  Benjamin  Say  Budd,  in 
England,  who  succeeded  his  father  in  1785. 
Since  that  time  there  have  been  a succession  of 
“Budds”,  lawyers,  educators,  legislators  and 
men  of  prominence  in  the  affairs  of  the 
county. 

These  men  had  to  lie  educated  abroad,  the 
first  American  medical  school  being  the  Uni- 
versity of  Pennsylvania,  in  Philadelphia, 
founded  by  John  Morgan  in  1765.  Next  came 
the  founding  of  the  New  Jersey  State  Medi- 
cal Society,  in  1766,  and  as  the  University  of 
Pennsylvania  began  to  graduate  physicians  the 
medical  field  in  New  Jersey  began  to  fill. 

Moorestown  was  founded  about  1770  and 
Dr.  John  Stokes,  a Friend,  began  practice  there 
in  1786.  He  has  been  succeeded  by  sons  and 
grandsons  so  that  Moorestown  has  had  one 
of  his  kin  in  practice  steadily  to  the  present 
time. 

Dr.  Edward  Shippen,  who  became  famous 
in  Philadelphia,  was  originally  a physician  of 
Burlington,  in  1795.  New  Jersey  was  becom- 
ing more  thickly  settled  now,  the  Dutch  com- 
ing in  from  the  North  and  the  Friends  in- 
vading the  southern  part  of  the  state.  Agri- 
culture being  the  main  occupation,  Burlington 
County  did  not  grow  very  rapidly. 

The  law  regulating  the  “Practice  of  Physic 
and  Surgery  in  New  Jersey”,  in  1800,  requir- 
ed that  a license  should  be  obtained  from  the 
State  Medical  Society,  whether  the  applicants 
had  diplomas  from  medical  schools  or  not, 
and  imposed  a penalty  of  $25  for  every  pre- 
scription given  by  a nonlicentiate ; and  unless 
such  license  was  properly  recorded,  either  in 
the  office  of  the  County  Clerk  or  the  Chief 
Justice  of  the  state,  no  fee  could  be  legally 
demanded  for  professional  services.  The  year 
previous  to  organization  of  the  Burlington 
Countv  Medical  Society  (1828),  an  incident 
occurred  which  demonstrated  the  efficiency  of 
this  law,  and  led  to  union  of  the  few  physicians 
then  in  the  county,  for  their  own  protection. 
The  scene  was  laid  in  the  little  town  of  Col- 
umbus, at  that  time  known  as  Black  Horse. 
The  parties  immediately  concerned  were  Dr. 
Asabel  Page,  then  a practicing  physician  of 
Columbus,  and  Prince  Murat,  a relative  of 
Joseph  Bonaparte,  then  residing  as  Ex-King 
of  Spain  at  his  beautiful  seat  in  Bordentown. 
The  Prince  and  the  doctor  were  both  fond  of 
horses,  and  each  kept  several  in  training  for 
racing.  They  were  to  have  a race  through 
the  street  of  Columbus ; which  had  been  well 
advertised.  The  prize  for  the  'victor  was  to 
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be  the  losing  horse.  The  Prince  and  the  doc- 
tor appeared  and  the  race  was  run  in  the 
presence  of  a large  crowd.  The  Prince  was 
the  winner  and  demanded  his  prize.  The  doc- 
tor claimed  a foul  and  refused  to  surrender 
his  steed.  The  Prince  was  very  angry,  and 
declared  that  he  would  not  pay  the  doctor  his 
bill  for  professional  services  previously  ren- 
dered. Suit  was  brought  by  the  doctor  to  re- 
cover the  amount  of  his  bill.  The  case  was 
tried,  and  the  doctor  was  non-suited,  the  evi- 
dence in  the  trial  showing  that,  though  the 
doctor  had  passed  an  examination  and  had 
received  a license,  he  had  neglected  to  comply 
with  the  law  which  required  the  filing  of  his 
certificate  in  the  office  of  the  Chief  Justice 
of  the  state;  hence  the  loss  of  the  case.  The 
story  of  this  horse  race  and  trial  created  con- 
siderable excitement  throughout  the  county, 
and  the  discovery  was  made  that  there  were 
but  few  authorized  medical  men  in  the  county. 

Accordingly,  in  1829,  the  District  Medical 
Society  of  Burlington  County,  was  formed 
with  5 members;  Drs.  Nathan  Cole,  John  L. 
Stratton,  Charles  Ellis,  John  C.  Davis  and 
Benjamin  Stratton.  The  state  granted  this 
society  authority  and  the  society  was  legally 
formed  on  May  12,  1829.  The  society  grew 
by  10  men  in  1830,  3 more  in  1833,  2 in  1836, 
and  the  membership  gradually  increased  until 
in  1850  there  were  25  members. 

During  the  early  history  of  medicine  in 
Burlington  we  find  a number  of  medical  men 
interested  in  public  affairs : Dr.  Thomas  Page, 
of  Burlington,  was  a member  of  the  Assembly 
of  1834.  Dr.  Lewis  L.  Sharp,  of  Medford, 
served  in  the  Assembly  of  1890-1891.  He 
was  not  only  a good  physician,  but  a brilliant 
thinker  as  well.  Dr.  Sharp  could  converse 
in  French  and  German,  the  result  of  years  of 
study  of  these  languages,  and  his  librai'y  was 
one  of  the  best  to  lie  found  in  the  country. 
Dr.  John  W.  C.  Evans  was  a member  of  the 
Assembly  in  1845-47-48,  and  was  Speaker  of 
the  House  in  1847-48.  Dr.  William  C.  Parry, 
of  Hainesport,  was  a member  of  the  Senate 
in  1895-98. 

The  first  medical  institution  to  be  chartered 
in  the  county  was  the  Burlington  County  Hos- 
pital, at  Mount  Holly,  in  1880;  mainly  by  the 
efforts  of  Francis  Ashburt,  of  Mount  Holly. 
This  institution  has  served  the  people  of  the 
county  faithfully  and  well,  and,  as  demands 
have  increased,  extra  space  has  been  added  un- 
til at  the  present  time  the  institution  will  ac- 
commodate 35  patients.  It  is  continuously 
crowded,  so  much  so  that  the  Board  of  Man- 
agers and  the  Board  of  Council  launched  a 


drive  in  June  of  this  year  for  a new  hospital, 
and  ■ in  10  days  of  intensive  work,  $450,000 
was  secured  for  the  erection  of  a new  100  bed 
modern  hospital  to  replace  the  old  one. 

In  1890,  the  County  Board  of  Freeholders 
built  an  institution  at  New  Lisbon  for  the 
treatment  and  care  of  the  insane.  This  in- 
stitution now  has  about  200  inmates  and  a 
new  wing  is  in  course  of  construction.  In 
1917,  the  county  built  its  first  institution  for 
the  treatment  and  care  of  chronic  tuberculosis 
at  New  Lisbon.  The  institution  accommo- 
dated about  25  patients  but  has  been  enlarged 
until  it  will  in  a short  time  accommodate  100 
patients. 

There  is  also  a small  hospital  at  Riverside, 
the  gift  of  Zurbugg,  the  “Watch  Case  King”, 
who,  in  his  will,  endowed  this  institution.  It 
has  11  beds. 

At  Brown’s  Mills  there  is  a tuberculosis 
institution  owned  and  operated  by  the  De- 
borah Jewish  Sanatorium  Association  of  New 
York.  The  institution  accommodates-  about 
50  patients  and  being  located  in  the  pine  belt 
is  considered  our  best  private  institution. 

Dr.  Emma  Weeks  Metzer,  of  Riverside,  has 
opened  an  obstetric  hospital  to  accommodate 
10  patients.  This  house  is  very  well  equipped 
and  is  at  the  service  of  the  doctors  of  the 
county  for  private  cases. 

A long  felt  need  has  been  recently  realized 
by  the  opening  of  a private  sanatorium  at 
Vincentown,  by  Mr.  and  Mrs.  Samuel  Martin, 
for  the  care  and  treatment  of  the  aged,  neuro- 
tic, helpless  and  invalid  cases  that  are  so  dif- 
ficult to  find  housing  for  in  other  institutions 
in  the  county.  Its  capacity  at  present  is  10  pa- 
tients. It  is  open  to  the  medical  men  of  the 
county. 

The  Burlington  County  Medical  Society, 
with  about  40  members,  embraces  most  all  of 
the  medical  men  in  the  county.  The  influence 
of  the  society  is  continually  felt  in  the  better- 
ment of  conditions  which  effect  the  health  and 
growth  of  its  population:  The  county  society 

acts  as  a constant  consultant  for  the  Burling- 
ton County  Hospital,  and  it  has  been  mainly 
by  the  efforts  of  its  members,  and  the  cour- 
ageous Board  of  Women  Managers  of  this 
institution,  together  with  its  public  spirited 
citizens,  that  the  new  Burlington  County  Hos- 
pital of  100  beds  is  about  in  process  of  erec- 
tion. The  new  hospital,  centrally  located  at 
Mount  Holly,  the  county  seat,  will  draw  the 
medical  men  closer  together  in  the  future  and 
its  staff  will  be  able  to  accommodate  all  the 
members  of  the  county  society  in  the  care  of 
their  sick. 
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A BIPOLAR  THEOR  Y OF  LIVING  PROCESSES 

George  W.  Crile,  M.D.,  F.A.C.S.,  Cleveland,  Ohio. 

The  Macmillan  Company,  1926. 

The  central  theme  of  Doctor  Crile’s  investiga- 
tions for  the  last  2 6 years  is  presented  under  the 
above  heading  in  the  form  of  a somewhat  ex- 
tended argument,  with  excellent  condensed  sum- 
maries of  the  findings.  \ In  addition,  general  laws 
which  bear  upon  and  support  the  contention  are 
included.  Starting  from  a vivid  incident  as  an 
intern — a view  of  death  from  traumatic  shock — 
the  author’s  attention  has  admittedly  remained 
fixed  upon  the  processes  underlying  such  a ca- 
tastrophy  and  the  life  processes  which  form  the 
background  to  it. 

Ttiis  primal  problem — the  nature  of  living 
processes — Doctor  Crile  has  attacked  in  many 
places  and  with  many  associates,  looking  toward 
knowledge  enough  to  explain  such  mysteries  as 
shock,  anesthesia,  the  nature  of  sleep,  and  re- 
suscitation from  exhaustion.  In  spite  of  the  ap- 
parent hopelessness  of  a real  solution,  in  the  first 
series  of  researches,  those  on  the  circulation  and 
respiration,  three  important  findings,  now  more 
or  less  familiar,  were  established  in  the  face  of 
negative  findings  as  to  the  cause  of  shock.  They 
were  the  technic  of  nerve  blocking,  the  technic 
and  value  of  direct  transfusion  of  blood  (artery 
to  vein)  and  the  lack  of  value  of  the  stimulants 
as  opposed  to  narcotics  in  conditions  of  fatigue 
and  exhaustion.  Out  of  the  second  series  on  the 
chemistry  of  blood  came  the  worker’s  conviction 
as  to  the  fundamental  importance  of  the  acid- 
alkali  balance  in  life  processes,  although  the 
cause  of  shock  was  not  found  in  this.  In  the 
third  series,  the  living  cell  was  attacked  and 
important  histologic  findings  resulted — changes 
in  the  stainability"  of  cells  of  many  organs  in 
many  species  of  animals,  but  particularly  the 
brain,  liver,  thyroid,  adrenal  and  muscles.  Here 
was  developed  the  idea  of  the  “kinetic  system’’, 
an  idea  characterized  by  boldness  and  ingenuity, 
linking  the  above  organs  on  the  grounds  of  ana- 
tomic and  functional  changes  produced  in  ani- 
mals by  fatigue  and  exhaustion.  This  view  of  a 
living  being  as  a dynamic  whole  of  integral  struc- 
ture and  function  gives  the  impression  of  a mark- 
ed advance  over  the  disjointed  and  dissected 
physiology  which  told  its  story  part  by  part 
somewhat  in  the  manner  of  the  anatomy  quiz 
class. 

Doctor  Crile  was  then  led  to  seek  in  biophysic 
studies  of  the  cell  the  true  nature  of  the  life 
process.  The  principal  consideration  was  that 
the  differential  staining  of  nucleus  and  cyto- 
plasm, which  he  interpreted  as  relative  acidity 
and  alkalinity  on  the  nuclear  and  cytoplasmic 
sides  of  the  nuclear  membrane,  could  best  be  in- 
terpreted as  a living  electric  battery,  and  the 
findings  in  exhaustion  as  that  battery  “run  down”. 
These  researches  have  continued  since  1917,  and 
their  findings  are  now  presented  in  this  book. 
Their  essence  is  in  the  analogy  between  the  liv- 
ing cell  and  an  electric  battery;  an  analogy  which 
is  considered  an  identity  by  Doctor  Crile,  and 
used  to  explain  a very  large  range  of  biologic 
phenomena.  That  the  theory  will  “point  to  a 
reasonable  explanation’’  of  the  essential  charac- 


teristics of  living  being  and  life  itself  is  the  hope 
the  author  expresses  in  his  opening  paragraphs. 

That  living  organisms  are  bipolar  electric 
mechanisms  is  proposed  with  the  hypothesis  of 
the  following  mechanism:  “We  may  therefore 

consider  the  cell  as  a bipolar  mechanism,  the 
nucleus  being  the  positive  element,  the  cytoplasm 
the  negative  element.  The  oxidation  in  the  nu- 
cleus appears  to  be  on  a higher  scale  than  the 
oxidation  in  the  cytoplasm;  and  therefore  as  the 
electric  tension  increases  in  the  nucleus,  the  cur- 
rent breaks  through;  the  potential  in  the  nucleus 
falls,  and  in  consequence  the  current  is  inter- 
rupted. Since  the  potential  is  again  immediately 
restored  by  oxidation,  we  conceive  that  an  inter- 
rupted current  passes  continually  from  the  posi- 
tive nucleus  to  the  negative  cytoplasm,  and  in 
consequence  a charge  is  accumulated,  on  the 
surface  films.”  That  these  films  between  nu- 
cleus and  cytoplasm  are  calculated  to  be  about 
four  millionths  of  a millimeter  in  thickness  is 
considerable  aid  to  the  conception,  since  the  thin- 
ner the  nonconducting  lipoid  film,  the  greater 
the  electric  charge  that  it  will  hold. 

In  the  same  way,  the  multicellular  organism 
is  conceived  as  a battery  of  larger  size,  in  which 
the  brain  is  the  positive  pole,  and  the  liver  the 
negative  pole.  The  pathway  of  the  current  is 
assumed  to  be  mainly  by  the  partly  insulated 
nerves,  to  their  terminals,  with  a “leak”  of  ex- 
cess electric  energy  through  semipermeable  tis- 
sues to  the  point  of  lowest  potential,  the  liver. 
This  rather  surprising  hypothesis  is  put  forward 
mainly  on  the  findings  of  electric  conductivity  in 
the  brain  and  liver.  In  the  brain  excitation  by 
emotion  or  adrenalin,  physiologic  doses  of  iodin 
or  thyroid  extract,  or  strychnin,  produce  in- 
creased conductivity  in  the  stage  of  excitation, 
and  diminished  conductivity  in  the  stage  of 
fatigue.  In  the  liver,  the  opposite  results  are 
found.  Likewise,  opposite  changes  in  tempera- 
ture occur  in  these  organs  under  similar  condi- 
tions of  excitation  and  fatigue. 

What  the  theory  will  explain  will  probably  be 
the  first  thought  of  most  of  us  who  are  not  skill- 
ed enough  in  numbers  to  grapple  with  mathe- 
matic treatments  of  electric  conductivity  and 
electric  capacity  or  to  argue  the  propositions  put 
forward  in  the  chapters  on  the  nature  of  cancer, 
the  mechanism  of  memory,  and  the  theory  of 
reproductive  processes.  For  such  as  we  are, 
Chapter  7 gives  an  interpretation  of  clinical  phe- 
nomena. Here,  fever,  anesthesia,  and  hyperthy- 
roidism are  treated  in  a very  interesting  and 
brief  exposition. 

In  the  first  stage  of  ether  anesthesia,  a greatly 
increased  production  of  electric  energy  is  pre- 
sumed, with  a lowered  resistance  in  the  path- 
ways which  result  in  a general  “leak”  of  the  ex- 
citing energy  to  glandular  and  muscular  termi- 
nals. This  produces  a general  incoodinated  activ- 
ity, unless  the  subject  is  held  or  injured,  when 
“the  electric  action  current  is  led  over  the  cor- 
responding facilitated  paths,  and  is  concentrated 
on  the  muscles  required  for  action”.  The  increas- 
ed secretion  of  the  salivary  and  mucous  glands, 
as  well  as  the  increased  sweating,  are  ascribed  to 
this  increase  of  the  exciting  energy,  as  well  as 
the  increased  blood  pressure,  rapid  pulse  (in- 
creased output  of  adrenalin)  and  increased  en- 
ergy output  of  the  body.  This  stage  is  ac- 
companied by  increased  “stainability”  or  differ- 
ential staining  of  the  nucleus  and  cytoplasm  of 
the  brain  cells,  interpreted  as  an  increase  in  elec- 
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trie  potential.  The  electric  conductivity  and  tem- 
perature of  the  brain  are  likewise  increased,  the 
latter  supposedly  by  the  oxidation  which  under- 
lies the  increase  in  electric  potential. 

In  the  second,  relaxed  stage,  physical  injury 
causes  no  marked  muscular  response,  and  the 
electric  conductivity  of  the  brain  is  decreased. 
The  temperature  falls.  The  permeability  of  the 
cells  is  likewise  decreased  in  contradistinction  to 
the  stage  of  excitement. 

The  anesthesia  itself  is  explained  as  a partial 
break  in  the  membranes  of  the  synapse  or  nerve- 
switch,  somewhat  like  that  supposed  to  occur  in 
sleep,  with  the  difference  that  in  sleep  the  break 
can  be  overcome  by  stimuli  such  as  light  and 
noise,  (in  most  cases.)  Nevertheless,  in  anesthe- 
sia the  afferent  impulses  are  supposed  to  reach 
and  exhaust  the  brain,  hence  the  necessity  of 
nerve  block  in  anesthesia.  Experimental  deep 
anesthesia  proceeds  with  increase  in  the  hydro- 
gen ion  concentration  of  the  body  fluids,  accord- 
ing to  Crile,  until  the  neutral  point  is  reached, 
when  death  occurs.  Death  is  assumed  to  be 
caused  by  the  loss  of  difference  in  potential  be- 
tween the  nuclei  and  cytoplasm  of  the  cells 
throughout  the  nervous  system,  without  which 
difference  in  potential  no  exciting  impulses  can 
pass.  After  deep  anesthesia,  (he  cells  of  the 
brain,  liver,  and  adrenals  show  the  same  changes 
that  are  seen  in  other  cases  of  exhaustion.  After 
deep  ether  anesthesia,  then,  the  individual  is  in  a 
“state  of  exhaustion,  requiring  a period  of  time 
for  recovery  about  equal  to  that  required  for  re- 
covery from  an  equal  degree  of  exhaustion  from 
other  causes’’. 

In  regard  to  hyperthyroidism,  the  fact  that 
iodin  increases  the  electric  conductivity  of  living 
tissue,  and  increases  permeability,  increasing  the 
oxidative  capacity  of  the  brain  and  adrenals  in 
its  physiologic  action,  are  invoked  to  bring  forth 
evidence  in  favor  of  the  electric  nature  of  the 
nerve  process.  The  quick  improvement  in  ner- 
vous symptoms  on,  thyroid  removal  is  looked  , up- 
on as  striking  evidence  in  support.  Hyperthy- 
roid subjects  show  signs  of  excessive  reactions  in 
both  the  first  stage  of  ether  anesthesia,  and  in 
infections.  Crile  considers  the  brain,  linked  with 
the  other  organs,  the  important  center  of  re- 
action. 

The  state  of  the  body  which  is  in  defense  against 
an  infective  process  or  an  acute  intoxication,  bac- 
terial or  nonbacterial  is  considered  by  Crile  and 
his  associates  to  be  similar  to  the  reaction  to  ex- 
cessive emotion  or  excessive  muscular  exertion. 
That  is,  there  is  an  increased  output  of  adrenalin, 
a first  stage  of  increased  “stainability”  of  the 
nerve  cells  (interpreted  as  increased  electric  ac- 
tivity), increased  thyroid  activity,  increased  body 
temperature.  As  a result,  the  body  may  by  worn 
down  and  overcome  through  the  reactive  process, 
with  findings  somewhat  similar  to  the  second 
stage  of  ether  anesthesia  and  perhaps  death  at 
the  end.  That  the  brain  is  largely  responsible 
for  the  reactive  process  is  attested  by  the  fact 
that  narcotization  will  prevent  a great  part  of 
it.  When  the  brain-muscle  connection  is  cut, 
there  is  no  febrile  response  to  the  injection  of 
toxins.  “It  would  seem,  therefore,  that  the  brain 
cells  respond  to  the  presence  of  foreign  proteins 
or  of  toxins  by  increased  oxidation,  thus  causing 
an  increased  fabrication  of  electric  energy  which 
in  turn  drives  the  organism  to  make  a febrile  de- 
fense’’. The  author  similarly  points  to  the  part 
played  by  the  muscles,  the  adrenals,  the  thyroid 


in  this  reaction.  The  initial  chill  is  the  most 
dramatic,  sign  of  muscular  involvement,  while 
the  fact  that  iodin  itself  may  cause  most  of  the 
systemic  symptoms  of  an  infection,  as  well  as 
the  frequently  hyperplastic  state  of  the  thyroid 
in  infections,  is  in  favor  of  the  intimate  connec- 
tion of  that  organ  with  the  process.  The  noc- 
turnal fall  of  temperature  in  fever,  is  explained 
as  due  to  , the  necessity  of  “recharging”  the  brain; 
the  same  necessity  which  makes  sleep  essential 
even  in  health,  but  really  essential  for  the  brain 
alone  of  all  bodily  organs. 

Overwhelming  infection,  the  so-called  “ful- 
minant” forms  of  the  infectious  diseases,  are  sup- 
posed to,  produce  trauma  in  the  central  nervous 
system  entirely  similar  to  that  of  “shock”  caused 
by  physical  injury  or  excessive  emotion,  and  are 
aggravated  by  the  same  conditions,  i.e..  .fear,  wor- 
ry, loss  of  sleep,  ether,  muscular  exertion.  In  the 
same  way  the  best  methods  of  counteracting,  them 
are  fluids,  warmth,  rest,  sleep,  and  morphin,  all 
of  which  are  considered  to  , restore  the  electric 
energy  by  supplying  water  to  the  “batteries”,  on 
the  one  hand,  and  promoting  oxidation  and 
“recharging”  by  rest  and  sleep  on  the  other,  with 
the  prevention  of  energy  loss  through  loss  of  heat. 

The  above  gives  only  a' partial  view  of  the  bi- 
ologic scope  of'  this  book,  which  includes  such 
widely  separated  subjects  as  the  neuromotor  ap- 
paratus which  moves  the  cilia  of  certain  unicel- 
lular organisms,  and  the  supposed  function  of 
the  details  of  human  neurohistology,  as  worked 
out  by  Gajal. 

The  work  of  Little  and  Loeb  is  cited,  as  well 
as  that  of  Mathews  and  McClendon,  with  a num- 
ber of  other  well  kown  investigations  such  as 
that  of  Wilson  and  of  Rignano  in  cytology.  The 
author  states  that  the  importance  of  electrochem- 
ical* processes  in  living  phenomena  has  long  been 
recognized.  W h at e v e r the  future  of  his  geneial- 
izations  may  be,  Crile  must  be  given  credit  for  an 
ingenious  synthesis  of  many  scattered  phenomena 
into  a system  which  will  certainly  direct  many 
further  researches,  especially  in  human  clinical 
physiology. 

BACTERIOLOGY  AND  APPLIED  IMMUN- 
OLOGY FOR  NURSES. 

Robert  A.  Kilduffe,  A.B.,  A.M.,  M.D. 

Bruce  Publishing  Company,  Milwaukee,  Wis 

This  small  book  is  complete  and  easy  to  read. 
It  aims  to  supply  in  brief,  the  main  facts  of  bac- 
teriology and  applied  immunology,  covering  the 
wide  range  of  the  known  causes  of  infectious 
disease  and  their  control,  and  may  well  serve  to 
arouse  a more  direct  interest  in  the  many  tests 
and  preventive  measures-  which  concern  the 
nurse  at  the  bedside  or  in  the  clinic  or  doctor’s 
office. 

Two  valuable  and  uncommon  chapters,  under 
the  headings,  “Applied  Sanitation”,  and  “The  Col- 
lection of  Specimens”,  directly  concern  the  nurse  s 
immediate  duties.  This  section  is  full  of  prac- 
tical details  which  are  often  omitted  in  large 
works,  and  emphasizes  \he  prime  duty  of  the 
nurse  in  the  field  of  prophylaxis  and  as  the  direc- 
tor of  small  but  important  steps  which  may  make 
or  destroy  the  laboratory  diagnosis  on  the  pa- 
tient in  her  care.  Beginning  with  a plain  and 
well-illustrated  account  of  the  different  forms  of 
bacteria,  the  author  makes  his  way  through  the 
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methods  used  in  their  study,  not  omitting  an  ac- 
count of  their  destruction  by  the  common  means 
of  heat  and  chemical  disinfection.  The  short 
chapter  on  the  practical  application  of  immun- 
ology in  treatment  gives  an  excellent  explanation 
of  vaccines  and  immune  serums,  and  their  differ- 
ent purposes,  and  preparation.  In  this  we  face 
the  natural  curiosity  of  patients,  sometimes  re- 
strained in  the  presence  of  the  doctor  and  re- 
vealed to  the  nurse. 

The  chapter  on  “Education  of  the  Public" 
forms  with  the  laboratory  exercises,  a fitting  con- 
clusion, showing  the  author's  pains-taking  care 
to  include  the  wider  public  side  of  the  subject 
with  the  narrow  field  of  the  microscope. 

In  general,  the  author  strikes  the  happy  mean 
between  the  naturally  complex  subject  in  hand 
and  the  temptation  to  make  the  text  artificially 
plain  and  simple.  Certain  sections  are  less  suc- 
cessful, perhaps  due  to  the  difficulty  of  the  task. 
The  Wassermann  reaction  is  clearly  explained 
as  regards  its  laboratory  routine,  but  cannot  be 
made  easy  in  principle  to  one  who  is  not  in  daily 
contact  with  the  terms  used.  The  explanation 
of  the  symptoms  of  hay-fever  as  due  to  anaphy- 
laxis, does  not  seem  justified,  since  grave  doubts, 
at  least,  have  been  cast  on  the  supposition  of  the 
anaphylactic  nature  of  diseases  of  this  group  in 
man,  unless  the  term  be  used  in  a very  broad 
sense.  Again,  it  might  seem  advisable  in  a book 
of  this  kind  to  dwell  more  fully  on  the  disastrous 
results  which  rhay  follow?,  for  instance,  the  ac- 
cidental introduction  of  the  Welch  bacillus  with 
a hypodermic  injection.  This  mere  possibility 
is  enough  to  put  added  emphasis  on  the  details 
of  the  care  of  hypodermic  syringes  and  needles. 
But  these  are  exceptions  to  the  complete  and 
practical  trend  of  the  book. 

A systematic  arrangement  with  numerous  head- 
ings, which  does  not  give  too  much  space  to  any 
one  portion,  adds  greatly  to  the  ease  of  reference 
to  any  section.  In  the  chapter  “Applied  Sanita- 
tion”, all  the  important  acute  and  chronic  in- 
fectious diseases  are  listed  with  subheads:  Cause, 
Portal  of  Entry,  Mode  of  Exit,  Transmission  and 
Prophylaxis,  the  last  being  always  expressed  as 
concrete  directions  for  the  nurse  in  the  sick- 
room. In  this  realization  of  the  nurse  as  one 
of  the  most  important  links  in  the  chain  of  co- 
operation against  the  chief  infectious  diseases 
the  book  falls  in  line  with  the  attitude  of  modern 
clinicians. 


Communication. 


V VISIT  TO  BELLEVUE  HOSPITAL.  NEW 
YORK  CITY. 

(Letter  from  John  Hammond  Bradshaw,  M.D., 
F.A.C.S.,  Orange,  New  Jersey.) 

New  York  City  was  a town  of  1000  souls.  Mas- 
ter Jacob  Hendrickszen  Varrevanger,  who  was 
surgeon  to  the  Dutch  West  India  Company,  need- 
ed a place  to  lay  the  head  of  a desperately  ill 
patient.  The  date  was  1658.  The  “Overseers  of 
the  Poor"  offered  the  good  doctor  the  shelter 
of  a house  provided  he  would  accept  under  its 
roof  the  paupers  of  the  village,  the  insane  and 
also  all  the  criminals.  The  doctor  jumped  at 
the  chance  of  this  wonderful  offer.  The  exact 
site  of  this  house,  which  was  the  germ  from 


which  grew  Bellevue  Hospital,  is  not  stated,  but 
it  must  have  been  not  far  from  the  Battery,  as 
one  got  into  the  woods  when  one  journeyed  so 
far  as  Cortland  Street.  Remember  the  date,  as 
it  is  important,  for  in  the  year  of  our  Lord  1658 
was  born  the  first  hospital  in  the  civilized  era 
of  American  history.  Bellevue,  therefore,  is 
famed  as  the  first  hospital  founded  in  the  United 
States.  It  is  true  the  Aztecs,  of  Mexico,  and  the 
Incas,  of  Peru,  antedated  this  in  having  buildings 
for  medical  and  surgical  purposes.  This  has 
been  established.  Yet  nothing  can  take  away 
the  glory  from  Bellevue  that  it  is  the  first  hos- 
pital in  America. 

Almost  a hundred  years  passes.  We  have  lit- 
tle record  of  events  in  a medical  way  except  the 
recording  of  a number  of  epidemics  of  small- 
pox, which  in  those  early  years  scourged  the  rich 
and  the  poor  alike.  The  “Publick  Workhouse 
and  House  of  Correction"  wras  moved  up  town 
and  established  upon  what  is  now  the  site  of  the 
City  Hall.  This  was  in  1735,  and  the  city  then 
had  a population  of  about  8000  including  all  men, 
women  and  children.  Here  was  provided  a room 
25x23  feet,  on  the  upper  floor  on  the  Broadway 
side,  with  6 beds.  Dr.  John  Van  Beuren  was 
placed  in  charge  at  a salary  of  one  hundred 
pounds  a year,  out  of  which  he  was  expected  to 
furnish  all  his  dressings  and  medicines.  Dr.  Van 
Beuren,  the  first  house  physician  in  New  York, 
was  a Dutchman,  but  he  was  no  fool,  and  he  had 
been  graduated  from  Leyden  as  a pupil  of  Boer- 
haave.  As  the  chief  object  and  purpose  of  the 
house  was  corrective,  here  were  sent  refractory 
people,  slaves  and  otherwise,  who  could  be  whip- 
ped for  the  modest  sum  of  one  shilling  sixpence. 
During  the  Revolution  the  inmates  were  hur- 
riedly sent  to  Poughkeepsie  for  safe-keeping. 
The  great  fire  occurred  in  New  York  in  1776  and 
about  3 00  destitute  were  admitted.  The  regular 
inmates  returned  after  the  war.  This  house  in 
City  Hall  Park  was  occupied  until  1796. 

Although  Philadelphia  was  larger  than  New 
York,  the  latter  now  had  a population  of  about 
25,000.  Yellow  fever  and  cholera  made  their 
regular  visitations  and  hospital  facilities  were 
much  strained.  The  streets  were  unpaved  and 
wagons  sank  up  to  their  hubs  in  the  mud  of  low- 
er Broadway.  Many  of  the  inhabitants  fled  to  the 
village  of  Greenwich,  which  was  3 miles  distant 
in  the  country.  A special  meeting  of  the  Com- 
mon Council  was  held  to  consider  changing  the 
site  of  the  almshouse  (which  also  then  included 
the  hospital).  At  $3500  an  acre,  about  5 acres 
of  land  were  purchased.  The  land  was  known 
as  the  Kip  Bay  Farm.  This  farm  extended  from 
what  is  now  Second  Avenue  to  the  East  River 
and  was  bounded  by  what  are  now  Twenty-sixth 
and  Twenty-seventh  Streets.  A building  already 
on  the  farm  and  commanding  a beautiful  view  of 
the  East  River  was  already  called  “Belle  View". 
When  the  predecessors  of  the  present  buildings 
were  erected,  this  name  was  changed  to  “Belle- 
\*ie".  This  date  is  1794.  The  Building  Com- 
mittee were  obliged  to  make  great  haste,  as  the 
good  ship  “Antoinette"  had  just  brought  in  many 
cases  of  yellow  fever,  so  the  first  purpose  of  Belle- 
vue Hospital  on  its  present  site  was  as  a pest- 
house. 

This  brings  us  up  to  the  year  1800,  and  I have 
dwelt  so  long  on  the  history  of  this  famous  hos- 
pital because  backgrounds  are  picturesque.  The 
next  5 0 years  are  not  happy  ones  to  record. 
The  4 wild  horsemen  of  Death, — Yellow  Fever, 
Small-Pox,  Cholera  and  Typhus  Fever  dashed 
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back  and  forth  over  the  young-  institution.  About 
17  acres  had  been  acquired  and  used  as  a truck 
farm;  pigs,  cows  and  chickens  roamed  over  the 
tract  and  even  came  up  on  the  steps  of  the 
buildings.  The  fence  about  the  hospital  was 

only  about  5 ft.  high,  and  bottles  of  whiskey  and 
other  things,  almost  as  beneficial,  were  freely 
passed  to  the  inmates.  It  was  difficult  to  pro- 
cure adequate  nursing.  Insane  patients  were 
nursed  by  the  convicts.  The  male  and  female 
insane  were  housed  in  the  same  room.  At  times 
of  pestilence  it  was  difficult  to  procure  nursing 
dt  any  price.  The  visiting  doctor  in  making  his 
rounds  would  step  over  a score  of  the  dead 
stretched  on  the  floor,  in  order  to  reach  the  bed- 
side of  a patient  often  lying  destitute  of  all 
clothing  under  a rough  blanket  alive  with  ver- 
min. It  is  recorded  that  during  one  of  the  chol- 
era or  typhus  epidemics,  so  many  deaths  occurred 
at  once  that  in  order  to  clear  the  way  for  the 
living,  they  were  so  quickly  boxed  in  the  rude 
pine  coffins  provided,  that  one  day  groans  were 
heard  coming  from  a pile  of  coffins  stacked  on 
one  side  of  the  room.  A hatchet  was  quickly 
taken  in  hand  and  the  sufferer  released.  At  one 
time,  out  of  54  confinements,  2 8 women  died. 
What  do  we  think  of  such  mortality  as  this: 
Phthisis  74%;  delirium , tremens  25%;  puerperal 
fever  81%. 

But  this  state  of  things  could  not  go  on.  There 
arose  at  this  time  a young  man,  aged  34,  Dr. 
James  R.  Wood,  who  saved  the  institution  when 
an  indignant  city  was  about  to  pull  it  down,  first 
by  his  courage  and  then  by  industry.  He  was  a 
good  deal  of  a politician  himself  and  he  best  of 
all  knew  how  to  manage  the  politicians.  Dr. 
Hosack  had  .at  this  time  lived  and  died.  A num- 
ber of  prominent  young  men,  Dr.  Alonzo  Clark, 
Dr.  Fordyce  Barker,  and  others,  ably  backed, 
Dr.  Wood  in  effecting  reforms.  The  island  in 
the  River,  known  as  Blackwell’s  Lsland  be- 
cause of  the  Blackwell  farm,  was  bought  in  182  8 
for  the  sum  of  $32,000.  The  insane  and  the  crim- 
inals were  placed  thereon.  This  relieved  the 
congestion  and  removed  the  most  troublesome 
inmates  and  henceforth  the  institution  became 
purely  a hospital  and  not  an  almshouse  or  peni- 
tentiary. The  next  step  was  removal  of  the  con- 
tagious cases  away  from  the  congested  center. 

The  last  half  of  the  nineteenth  century  show- 
ed steady  progress.  During  this  time  2 epoch- 
making  events  took  place  at  Bellevue  which  alone 
make  this  hospital  celebrated  for  all  time.  The 
first  Training  School  for  Nurses  was  established 
there  in  1873.  The  history  of  this  school,  the 
mother  of  all  the  nurse  training  schools  in  Amer- 
ica, reads  like  a romance.  An  English  woman 
of  a religious  order,  Sister  Helen,  a disciple  of 
Florence  Nightingale,  was  fortunately  secured 
as  its  first  superintendent.  The  year  1873  is  a 
noteworthy  year  in  nursing.  The  Bellevue  Train- 
ing School  for  Nurses  opened  on  May  1,  the  New 
Haven  on  October  1,  and  the  Massachusetts  Gen- 
eral on  November  1.  This  trio  of  schools  educat- 
ed the  first  trained  nurses  in  America.  Bellevue 
led  all  the  rest,  graduating  women  of  high  class, 
like  Isabel  Hampton  Robb,  who  went  from  Belle- 
vue to  Johns  Hopkins  and  started  that  celebrated 
school  for  nursing  about  1890. 

The  other  event  that  is  often  unknown  or  for- 
gotten is  also  a record  maker.  In  1869  was  in- 
augurated at  Bellevue  Hospital  the  first  ambu- 
lance service  for  cities.  The  man  who  brought 
this  honor  to  Bellevue  was  Dr.  Dalton.  A war 


surgeon  (’61)  he  had  done  remarkable  service 
under  Grant  and  had  been  medical  director  in 
charge  of  the  transportation  of  the  wounded  in 
the  Army  of  the  Potomac.  He  had  the  record 
of  transferring  almost  50,000  wounded  or  dying 
soldiers  from  the  field  of  battle  within  the  space 
of  48  hours,  which  in  those  times  was  a great 
achievement.  This  rare  war  experience  he 
brought  to  Bellevue  and  there  started  an  am- 
bulance service  so  perfected  in  discipline  and 
detail  that  it  has  been  but  little  changed  to  this 
day.  The  system  has  been  adopted  by  the  hos- 
pitals of  the  world! 

The  history  of  Bellevue  is  after  all  the  history 
of  the  medical  men  of  New  York  City.  Starting 
in  1658  with  the  name  of  Dr.  Van  Beuren  (a  name 
still  on  the  staff),  we  find  the  names  of  most  of 
the  famous  physicians  and  surgeons:  such  names 
as  David  Hosack,  James  R.  Wood,  Alonzo  Clark, 
Fordyce  Barker,  Valentine  Mott,  Williard  Parker, 
Frank  Hamilton,  Henry  B.  Sands,  E.  L.  Keyes, 
Lewis  A.  Sayre,  E.  L.  Dalton,  Alfred  Loomis,  Ed- 
ward G.  Janeway,  Charles  McBurney,  T.  G.  Thom- 
as, Thomas  M.  Markoe,  Frederick  Lange,  William 
T.  Lusk,  Stephen  Smith,  Ellsworth  Eliot,  E.  L. 
Holt,  Frank  Hartley,  Frederick  L.  Dennis,  Lewis 
A.  Stimson,  William  T.  Bull,  William  S.  Halsted, 
Francis  Kinnicutt,  Charles  Barrows,  William  M. 
Polk,  Abraham  Jacobi,  Robert  F.  Wier,  J.  D. 
Bryant,  Robert  T.  Morris,  Henry  C.  Coe,  E.  L. 
Keyes  Jr.,  J.  L.  Edgar,  James  Little,  Walter 
James,  M.  Allen  Starr,  George  D.  Stewart,  John 
F.  Erdman,  William  C.  Gorgas,  the  three  Lambert 
brothers,  C.  F.  Stokes,  Howard  Lillienthal,  George 
R.  Lockwood,  W.  Gilman  Thompson,  Frederick 
Peterson,  Frank  S.  Meara;  and  besides  these, 
taken  at  random,  are  names  familiar  to  us  in 
our  own  State  of  New  Jersey,  such  as  John  F. 
Hagerty,  Stephen  Pierson,  George  Van  Wagenen, 
Hugh  and  J.  C.  Young.  Many  important  names 
I may  have  carelessly  omitted  because  I do  not 
now  recall  them.  Most  of  these  men  began  their 
career  by  internship  at  Bellevue. 

Bellevue  was  one  of  the  pioneers  in  what  was 
first  called  antiseptic  surgery.  One  of  our  noted 
New  York  surgeons,  Dr.  Robert  T.  Morris,  was 
House  Surgeon  in  18  82.  In  his  little  book,  re- 
markable as  one  of  the  first  on  what  is  now 
aseptic  surgery,  “How  We  Treat  Wounds  Today”, 
Third  Edition,  Putnam,  1887,  on  page  11  we 
read:  “In  April,  18  83,  when  Dr.  Frederick  Lange 
introduced  scientific  antisepsis  into  Bellevue,  a 
very  active  revolution  in  wound  treatment  start- 
ed. * * * In  July,  1883,  Dr.  Lange  went  on  duty  as 
visiting  surgeon  to  the  Fourth  Surgical  Division 
of  Bellevue  Hospital,  and  in  not  one  case  from 
that  time  until  the  end  of  my  service  in  April, 
1S84,  did  septicemia,  pyemia  or  erysipelas  attack 
accidental  wounds”.  Dr.  Lange,  who  in  his  early 
carreer  had  been  first  assistant  to  the  great  Es- 
march, uncle  (by  marriage)  to  Emperor  Wilhelm 
II,  is  still  living  in  Germany. 

We  have  spent  enough  time  telling  of  the  past 
of  Bellevue  Hospital.  We  all  have  “pasts”.  The 
trouble  is,  some  of  us  have  little  “present”  and 
no  “future”,  Bellevue  has  both.  My  visit  to  this 
hospital  filled  me  with  astonishment.  I was  not 
prepared  to  find  today  a hospital  of  over  1600 
beds  with  a new  hospital  wing  almost  ready  for 
occupancy  which  will  add  5 00  beds  to  the  institu- 
tion. This , little  addition  cost  $3,000,000.  It  is 
some  little  “wing”.  Since  the  new  century,  Belle- 
vue has  been  happy  in  its  management,  and  es- 
pecially that  for  17  years  she  commanded  the 
full  services  as  Superintendent  of  Dr.  George  D. 
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Hanlon,  whose  good  work  is  being-  carried  on  to- 
day  so  well  by  Dr.  Mark  L.  Fleming,  the  present 
chief.  Although  I was  a stranger,  he  took  me  in 
There  was  nothing  he  did  not  allow  me  to  see. 
Although  the  politicians  in  the  early  part  of  the 
last  century  had  used  Bellevue  as  a good  thing 
to  exploit,  having  sold  (mostly  to  their  own  ad- 
vantage) the  greater  portion  of  the  wonderful  17 
acres  for  building  lots,  in  these  later  years  some 
of  this  has  .been  recovered,  and  the  original  plot 
of  ground  has  been  increased  in  size  by  filling 
in  hundreds  of  feet  of  East  River.  At  present 
the  site  is  excellent,  flanked  as  it  is  on  the  east 
by  the  breezy  river;  on  the  south  by  the  New 
Y ork  Yacht  Club,  which  probably  has  more  mil- 
lionaire members  than  any  club  in  the  world-  on 
the  west  by  the  skyline  of  the  Metropolitan  Tow- 
el ; and  on  the  north  by  those  huge  structures 
that  furnish  power  for  the  3 billion  electric  globes 
of  light  that  give  the  city  its  artificial  daylight 
and  illuminates  even  the  Great  White  Way. 

Although  it  does  not  belong,  strictly  speaking 
to  Bellevue  Hospital, < the  Metropolitan  Morgue  is 
housed  in  its  basement  and  subcellars.  1 was 
unprepared  to  find  “parlor,  bedroom  and  bath" 
accommodations  for  3000  bodies.  As  one  enters, 
one  thinks  at  once  of  a gigantic  safe  deposit  vault 
in  some  metropolitan  bank,  but  in  whose  thou- 
sands of  boxes  in  their  serried  tiers  from  floor  to 
ceiling  there  is  nothing  that  will  be  stolen  by 
the  modern  bandit.  Each  compartment  with 
nothing  visible  but  its  2x2  ft.  closed  steel  door  has 
its  appropriate  number  and  label.  My  guide  ask- 
ed me  if  I wished  to  see  one  of  the  bodies,  and 
touched  a spring.  With  astonishing  speed  the 
inclining  figure  of  a nude  girl  almost  sprang  into 
view.  As  she  had  been  a suicide  case  found 
floating  in  the  river  after  3 weeks'  submersion, 
she  was  not  a pleasant  object  to  view.  Another 
slight  movement  by  the  attendant  and  she  in- 
stantly slid  back  into  her  own  cold  storage  and 
safe  deposit  bedroom  and  the  door  was  auto- 
matically closed,  leaving  us  standing  in  an  empty, 
beautifully  tiled  chamber,  clean  to  the  eye,  bril- 
liantly illuminated  and  senseless  as  to  odor.  It 
is  mortuary  efficiency  brought  to  the  nth  degree. 

Beginning  thus  with  the  horrors,  1 next  asked 
to  see  the  200  -| — L alcoholics.  The  neuropathic 
wards  were  interesting  and  most  instructive.  Did 
I want  to  see  the  violent  cases?  Yes.  Here  we 
find  cases  so  crazed,  mostly  by  drink  and  drugs, 
that  the  attendants  often  cannot  keep  clothes  on 
the  patients.  I asked — where  are  the  straight- 
jacket  cases?  My  guide  replied — “There  are  no 
straight-jackets  used  in  Bellevue”.  Delirium 
tremens,  in  this  place,  the  morbid-minded  visitor 
can  drink  in  great  big  draughts.  There  is  noth- 
ing worse  (usually)  to  see,  to  treat  or  to  nurse 
in  all  the  range  of  medicine.  Imagine  a room 
with  large  numbers  of  such  patients  all  “going” 
at  once!  Again  I was  astonished.  Yes,  1 was 
astonished  not  at  the  bedlam  (I  was  expecting) 
but  at  the  order  and  decency  and  the  mild  and 
gentle  arrangements  and  methods  of  restraint. 
Totally  without  straight-jackets,  by  skillful  ar- 
1 angment  of  the  sheets  of  the  bed  those  patients 
who  were  too  violent,  dangerous,  or  active,  were 
absolutely  restrained.  Paraldehyde  is  the  sheet 
anchor  as  to  medication  in  these  “D.  T.”  cases. 

Of  course  a long  confirmed  whiskey  drinker  gets 
for  a time  a certain  amount  of  whiskey.  Without 
it  he  would  die.  But  on  an  average,  after  10  days 
these  cases  can  be  discharged,  and  then  their 
future  welfare  or  sudden  return  is  “up  to  them”. 

I next  wanted  something  pleasant.  I got  it.  I 
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went  out  upon  the  river  on  the  “Bellevue  Hospi- 
tal Day  Camp  Boat”.  Here  is  room  for  hundreds 
of  little  children.  They  are  tuberculosis  “con- 
tact’ cases.  Some  were  being  taught  in  the 
rooms  (always  with  wide  open  windows  and 
screened  decks)  which  are  part  and  parcel  of 
the  Public  School  System  of  New  York.  The 
good  hot  lunches  that  were  being  served  to  these 
poor  little  wards  of  a humane  city,  almost  excited 
those  secretions  known  as  making  the  mouth 
water.  Remember,  these  children  are  not  sick; 
they  are  “contacts”.  Imagine  what  it  is  for 
a child  of  the  slums  to  come  here  and  romp  and 
Play  on  these  wide,  sunny,  safely  screened  decks, 
where  without  money  and  without  price  they  can 
get  Nature’s  ultraviolet  rays. 

But  time  was  passing.  By  11  o'clock  I wanted 
to  see  Dr.  George  D.  Stewart’s  famous  clinic. 
Here,  in  the  amphitheatre,  were  ranged,  tier  upon 
tiei , students  of  Bullevue  Medical  School  waiting 
the  arrival  of  the  great  surgeon.  It  was  in  a 
similar  room  in  this  hospital  that  Dr.  James  R. 
Wood  ( Jimmy  Wood”)  used  to  put  on  his  long 
black  gown  over  his  street  clothes;  this  gown 
was  black  so  as  not  to  show  former  splashes  of 
blood,  and  buttoned  tight  about  his  neck  and 
wrist.  On  this  gown,  above  his  heart  Dr.  Wood 
pinned  a red  rose  or  carnation.  Cheers  always 
welcomed^  his  dramatic  appearance.  Dr.  Wood 
"’ashed  his  hands  after  his  operations. 

One  must  attend  one  of  Stewart’s  clinics  fully 
to  appreciate  it.  The  day  I was  there  was  given 
up  to  a symposium  on  the  gall-bladder.  Case 
atter  case  had  been  reserved  for  this  clinic.  Dr. 
Stewart  is  Professor  of  Surgery  in  the  Bellevue 
Medical  School,  and  while  this  was  an  operating 
clinic,  it  was  also  one  for  teaching.  I think  I 
listened  to  one  of  the  clearest  expositions  on  this 
subject  while  the  patients  were  on  the  table.  This 
did  not  interfere  in  the  least  w-ith  the  progress 
of  the  operation.  The  hundred  or  more  students 
had  no  chance  to  go  to  sleep  and  their  tense  at- 
tention was  shown  by  their  quick  response  to 
questions  asked.  Aside  from  the  serious  pur- 
pose of  each  subject,  Dr.  Stewart  invested  it  with 
a peculiar  charm  by  a quiet  and  steady  under- 
current of  wit  and  humor.  His  side  talk  on  sub- 
jects philosophic  or  historical  as  well  as  surgical 
reminded  me  much  of  the  clinics  of  the  Mayo 
Brothers,  which  gives  them  the  fame  that  is 
world-wide.  While  sewing  up  one  case,  I remem- 
ber Dr.  Stewart  droned:  “Stitch,  stitch,  stitch,  in 
poverty,  hunger  and  dirt”,  and  suddenly  looking 
up,  he  pointed  a long  finger  at  a student  and  ask- 
ed “Who  wrote  that?”  Instantly  came  the  reply, 
“Thomas  Hood.”  The  quick  answer  evidently 
pleased  the  Professor,  as,  stopping  his  work,  he 
smiled  at  the  boy  and  said,  “If  1 w'ere  teaching 
literature,  I would  pass  you  without  an  examina- 
tion.” But  the  very  next  moment  came  a serious 
and  carefully  detailed  description  of  the  ductus 
communis  choledochus. 

But  my  letter  is  getting  long.  We  were  getting 
hungry  and  soon  sat  down  in  the  busy  doctors' 
hospital  dining  room.  The  food  furnished  by  the 
City  of  New  York  now'  filled  my  stomach!  but 
my  head  was  more  full  of  what  I had  seen  and 
heard  during  my  short  visit  to  Bellevue  Hospital. 


Her  Tjong  Suit. 

You  can't  blame  a spinster  for  being  particu- 
lar; if  she  hadn't  been  particular  she  wouldn't 
be  one. — (Birmingham  Press.) 
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the  toxemias  of  pregnancy. 

One  of  the  very  interesting  symposiums  pre- 
sented at  the  Dallas  session  of  the  American 
Medical  Association  consisted  of  4 papers  read 
before  the  Section  of  Obstetrics  and  Gynecology 
upon  the  general  topic  of  toxemia  accompanying 
pregnancy.  These  were  all  by  men  of  large  ex- 
perience and  each  of  whom  could  speak  with 
authority  upon  certain  aspects  of  the  problem. 
Since  that  meeting  several  other  important  papers 
bearing  upon  the  same  topic  have  appeared  in 
medical  literature  and  we  present  them  here  in 
abstract  form. 

present  status  of  the  toxemias  of 

PREGNANCY. 

Under  the  above  title,  J.  O.  Polak,  (J.  A.  M.  A., 
S7:226,  July  24,  192  6)  wrote  as  follows: 

The  types  of  toxemia  to  be  considered  in  this 
discussion  are  hyperemesis,  the  preeclamptic 
toxemias  and  eclampsia. 

LTntil  recently  the  etiology  of  the  excessive  vom- 
iting of  pregnancy  has  been  a question  of  great 
dispute.  At  present  all  clinical  evidence  tends  to 
substantiate  the  theory  that  hyperemesis  is  the 
result  of  a vicious  cycle  beginning  with  a car- 
bohydrate deficiency,  as  suggested  by  Duncan. 
Harding  and  Titus,  and  that  the  pathologic 
changes  found  in  the  liver,  kidneys  and  blood 
are  the  result  of  starvation  and  dehydration. 
That  pernicious  vomiting  is  a serious  complica- 
tion of  pregnancy  is  evidenced  by  the  fact  that 
it  has  a mortality  of  more  than  20%. 

The  very  fact  that  mild  cases  of  nausea  and 
vomiting  of  greater  or  less  degree  occur  in  more 
than  50%  of  pregnant  women  and  are  held  to  be 
almost  inevitable  is  evidence  that  there  is  a 
temporary  disturbance  of  the  physiologic  balance 
in  the  majority  of  women  who  become  pregnant, 
and,  furthermore,  that  there  is  a relative  car- 
bohydrate deficiency  due  to  the  unexpected  de- 
mand for  glycogen  on  the  part  of  the  fetus  and 
growing  uterus,  and  an  actual  deficiency  due  to 
the  nausea  and  vomiting  and  the  consequent  les- 
sened intake. 

The  amount  of  fluid  lost  by  vomiting  will  vary 
with  the  particular  case.  I have  frequently 
measured  the  quantity  of  this  vomitus  and  found 
that  it  ranges  between  500  and  1500  c.c.  daily. 
Such  a fluid  loss  repeated  day  after  day  quickly 
dehydrates  the  woman  and  produces  the  clinical 
picture  of  dehydration  with  the  dry  skin,  dry 
coated  tongue  and  dry,  cracked  lips. 

Continuous  vomiting  likewise  produces  rapid 
emaciation  by  starvation;  lowers  the  blood 
pressure;  gradually  increases  the  rapidity  of  the 
pulse;  diminishes  urinary  output;  increases  the 
concentration  of  the  body  fluids,  and  allows  the 
development  of  general  toxic  symptoms,  similar 
to  those  found  in  extreme  starvation.  These 
cases,  furthermore,  almost  invariably  show  a low 
leukocyte  count,  which  is  further  evidence  of 
poor  resistance. 

In  the  mild  cases,  certain  hygienic  and  dietetic 
principles  must  be  impressed  on  the  patient. 
First,  there  must  be  insistence  on  marital  ab- 
stinence, for  pelvic  reflexes  always  increase  the 
gastric  irritability.  Second,  to  combat  the  de- 
hydration and  consequent  toxicity  there  must  be  a 
copious  ingestion  of  water,  usually  in  the  form 


of  some  alkaline  water.  Third,  to  meet  the  car- 
bohydrate deficiency  we  must  insist  on  an  in- 
creased intake  of  carbohydrate  in  the  form  of 
cereals,  fruit  juices  with  sugar,  puddings,  cus- 
tards, chocolate  or  candy. 

These  general  principles  should  be  supple- 
mented by  rest  in  bed  after  meals,  and  the  in- 
ternal administration  of  small  doses  of  thyroid 
extract.  Should  the  vomiting  persist  and  the  pa- 
tient lose  weight,  rest  in  bed  with  absolute  iso- 
lation is  to  be  insisted  on;  and  the  fluid  loss  made 
up  by  hypodermoclysis,  enteroclysis  and  the  in- 
travenous injection  of  glucose  solutions,  amount- 
ing to  1000  c.c.  daily  of  10%  solution,  until  diu- 
resis is  produced. 

When  glucose  alone  or  in  combination  with 
insulin  fails  to  produce  this  movement,  I have 
employed  transfusions  of  300  c.c.  of  human  blood 
by  the  direct  method,  to  which  is  added  500  c.c. 
of  physiologic  sodium  chloride  solution.  The 
success  of  these  procedures  has  been  so  satis- 
factory that  I have  not  had  to  empty  the  uterus 
for  vomiting  in  a period  of  nearly  5 years. 

It  must,  however,  be  impressed  on  the  atten- 
dant that  if,  under  this  plan  of  treatment  prop- 
erly carried  out  for  a period  of  a week,  diuresis  is 
not  produced  and  the  vomiting  continues,  the 
uterus  should  be  emptied.  As  soon  as  vomiting 
ceases,  the  patient  should  be  given  solid  food  with 
a high  carbohydrate  content.  Should  no  im- 
provement take  place  after  transfusion,  the  uter- 
us should  be  emptied. 

Preeclamptic  Toxemias. 

The  situation  in  preeclamptic  toxemias  is  not 
the  same  as  in  pernicious  vomiting,  except  that 
they  both  occur  in  pregnant  women,  and  that  in 
fatal  cases  the  liver  is  always  seriously  involved. 

In  the  study  made  by  Herrick  at  the  Sloan 
Hospital,  where  every  toxemia  of  the  later 
months  is  studied  by  the  internist  as  well  as  ny 
the  biochemist  and  the  obstetrician,  they  have 
come  to  the  conclusion  that  the  woman  who  de- 
velops a preeclamptic  toxemia  or  an  eclampsia  is 
the  woman  who  starts  on  her  pregnancy  with  de- 
fective emunctories  or  an  unbalanced  endocrine 
system.  It, is  the  result  of  a dysfunction  and  im- 
proper correlation  of  the  eliminative  system  and 
endocrine  control  in  the  individual  woman.  My 
own  study  tends  to  confirm  this  theory,  which 
has  a definite  clinical  backing. 

The  preeclamptic  toxemias  are  usually  con- 
sidered under: 

(1)  The  hepatic  type,  which  is  commonly  of 
sudden  development  with  a nephrosis,  as  the 
kidney  lesion  without  any  preexisting  history  of 
renal  disease. 

(2)  The  renal  type,  in  which  nephritis  is  a 
contributing  etiologic  factor.  The  clinical  distinc- 
tion between  these  two  types  in  antepartum  toxe- 
mia is  difficult  to  make,  though  in  the  former 
there  js  a previous  history  of  renal  disease,  while 
in  the  latter  there  is  always  some  clinical  evi- 
dence of  preexisting  kidney  lesion.  However,  af- 
ter the  labor  is  terminated  the  hepatic  type  is 
shown  by  the  relatively  quick  return  of  the  blood 
pressure  and  kidney  function  to  normal,  while 
in  the  renal  type  it  may  take  months  to  clear  the 
urine  of  albumin  and  casts,  and  the  blood  press- 
ure never  ranges  below  140. 

The  earliest  evidences  of  toxemia  are:  (1)  A 
rise  in  the  systolic  blood  pressure.  (2)  The  ap- 
pearance of  an  albuminuria  coincident  with  or 
appearing  soon  after  the  occurrence  of  hyperten- 
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sion.  (3)  Diminished  urinary  output — the  quan- 
tity of  urine  eliminated  falling  below  1000  c.c. 
(4)  An  increase  in  the  body  weight  beyond  the 
normal  25  pounds  (11  kg.).  (5)  The  appearance 
of  edema  in  the  face,  hands  and  feet.  (6)  Con- 
stipation associated  with  •■heartburn”  and  epi- 
gastric distress.  (7)  Frontal  headache.  (8)  Eve 
symptoms,  ranging  from  spots  before  the  eyes  to 
amaurosis. 


The  treatment  of  the  preeclamptic  state  and 
ol  eclampsia  is  essentially  medical.  The  ob 
stetric  problem  comes  in  for  consideration  only 
when  labor  is  established  by  the  convulsive 
seizures.  Notwithstanding  the  fact  that  convul- 
sions cease  in  52%  of  the  cases  when  the  uterus 
is  empty,  we  are  not  justified  by  the  results  in 
any  extensive  series  of  clinical  observations  in 
making  delivery  the  first  consideration  in  view 
of  the  poor  surgical  risk. 


Naturally,  the  treatment  of  the  latter  month 
toxemias  resolves  itself  into:  (1)  Prevention.  One 
o the  greatest  strides  in  preventive  medicine  has 
been  the  antepartum  care  given  to  the  pregnant 
woman.  It  has  resulted,  in  many  clinics,  in  the 
passing  of  eclampsia.  (2)  The  control  of  the 
convulsion.  (3)  The  management  of  labor  in  the 
presence  of  convulsions  when  labor  has  started. 

The  preeclamptic  toxic  patient  should  be  in 
lied.  She  should  have  her  nitrogenous  intake  limit- 
ed to  just  enough  to  sustain  life— milk  and  fruit 
juices  with  sugar  make  up  the  foundation  of  her 
diet.  Stimulation  of  her  emunctories  should  be 
done  by  producing  diuresis.  This  may  be  done 
with  water  and  the  intravenous  use  of  glucose 
solutions,  except  in  the  cases  of  edema  when  the 
exhibition  of  fluids  should  be  restricted  and  diu- 
resis  stimulated  by  lumbar  cupping,  ammonium 
chloride  and  calcium  chloride.  The  skin  must  be 
kept  active.  This  effect  may  be  secured  by  having 
the  woman  rest  between  blankets  or  with  the  elec- 
tric baker.  To  favor  surface  relaxation,  the  nitrites 
will  add  to  its  efficiency.  When  no  improvement 
is  shown,  pregnancy  must  be  terminated  by  ob- 
stetric procedure.  The  method  should  be  deter- 
mined by  the  existing  obstetric  condition,  always 
keeping  in  mind  that  the  toxic  patient  is  a poor 
suigical  risk,  bearing  anesthesia  poorly,  liable  to 
shock,  and  more  susceptible  to  infection  than  her 
better  equipped  sister.  Haste  and  trauma  must 


In  the  presence  of  convulsions,  the  indications 
are  never  surgical.  With  the  appearance  of  the 
first  convulsion,  the  woman  should  be  given  (hy- 
podermically) 14  gr.  of  morphin  sulphate;  placed 
in  bed  in  the  Trendelenburg  posture,  and  turned 
on  the  side  to  allow  the  mucus  to  drool  from  the 
mouth.  The  tongue  must  be  protected  by  a 
”gag  ";  the  bladder  emptied  by  catheterization. 
If  the  pressure  is  150  or  more,  1000  c.c.  of  blood 
should  be  withdrawn.  This  may  be  replaced  by 
500  c.c.  of  a 10%  glucose  solution.  The  morphin 
is  repeated  in  an  hour,  and  nothing  else  is  done. 

Unless  the  convulsions  recur  and  the  super- 
vening coma  increases  to  a degree  that  the  pa- 
tient remains  comatose  between  convulsions,  this 
condition  is  an  indication  for  the  intravenous 
use  of  magnesium  sulphate  in  quantities  of  100 
c.c.  of  a 25%  solution,  which  has  had  a most 
kindly  effect,  diminishing  the  cerebral  edema  and 
controlling  the  occurrence  of  subsequent  convul- 
sions. 


The  management  of  labor  in  the  presence  of 
eclamptic  convulsions  is  based  on  the  3 princi- 
ples of:  (l)  avoiding  trauma:  (2)  preventing  in- 
fection, and  (3)  diminishing  the  shock. 


ECLAMPSIA  AT  Till:  CHICAGO  IAING-IN 
HOSPITAL. 

I n this  report,  J.  p.  Greenhill  (J.  A.  M.  A.,  87:- 
228,  July  24,  1926)  analyzes  the  cases  of  eclamp- 
sia at  the  Chicago  Lying-In  Hospital  from  July  1, 
191  ‘ (when  the  new  hospital  was  opened),  to 
January  1,  1926.  During  these  8%  years  there 
were  29,587  obstetric  patients.  Of  this  number 
20,226  were  delivered  in  the  hospital  and  9361 
yveie  delivered  at  home  by  our  dispensary  serv- 
icq.  Among  these  29,587  patients  there  were  83 
who  had  eclampsia,  an  incidence  of  0.28%.  Five 
of  these  women  who  were  delivered  at  home  were 
colored  and  were  sent  to  other  institutions.  The 
1 emaining  ,8  patients  with  eclampsia  were  ad- 
mitted to  the  Chicago  Lying-In  Hospital,  and  a 
study  of  these  cases  forms  the  basis  of  this  paper. 

Among  the  78  cases  of  eclampsia  analyzed 
there  were  6 maternal  deaths  (7.7%).  If  we  de- 
duct one  moribund,  untreated  patient,  the  mor- 
tality is  6.0%.  In  50%,  the  convulsions  began 
before  labor;  in  20.5%,  during  labor,  and  in 
29.5%,  after  delivery.  The  maternal  mortality 
for  these  groups  was  10.3,  0 and  8,7%,  respec- 
tively, and  the  fetal  mortality  was  41,  18.8  and 
17.4%,  respectively. 

The  incidence  of  operative  deliveries  was  62.5% 
However,  while  36.3%  of  all  the  labors  terminat- 
ed spontaneously,  labor  had  been  induced  in 
11.3%  of  them.  Hence,  only  25%  of  the  patients 
had  both  a spontaneous  onset  and  spontaneous 
termination  of  labor. 

Convulsions  ceased  after  delivery  in  78.2%  of 
the  cases  in  which  they  began  ante  or  intra  par- 
turn.  Among  the  15  abdominal  cesarean  sections, 
convulsions  began  before  operation  in  12,  and  in 
all  of  these  cases  the  convulsions  ceased  after 
operation. 

The  maternal  mortality  for  the  various  forms 
of  delivery  was:  spontaneous,  3.4%;  cesarean 

section,  6.7%;  forceps,  9.5%,  and  version  and  ex- 
traction, 14.3%.  The  fetal  mortality  for  these 
groups  was:  forceps,  9.5%;  abdominal  cesarean 
section,  17.6%;  version  and  extraction,  28.6%; 
spontaneous,  30%,  and  vaginal  cesarean  section 
100%. 

(>f  the  78  patients,  59%  had  no  prenatal  care, 
23%  had  very  poor  observation  during  pregnancy, 
and  18%  had  good  prenatal  care. 

There  were  5 pairs  of  twins  (6.4%).  Among 
the  83  babies  there  were  23  deaths  (27.7%). 
However,  the  fetal  mortality  of  the  babies  that 
were  alive  when  their  mothers  entered  the  hos- 
pital was  only  20%.  Of  the  15  dead  babies  that 
constituted  this  20%,  only  1 weighed  more  than 
2000  gm.  (4  pounds  7 oz.).  Only  62.7%  of  all 
the  babies  weighed  2000  gm.  or  more. 

Of  the  72  patients  who  left  the  hospital  alive, 
60  (83.3  %)  were  traced.  Of  this  number,  2 died 
of  chronic  nephritis,  3 now  have  chronic  nephri- 
tis, and  55  (91.7%)  are  well.  Among  18  subse- 
quent pregnancies,  10  ended  normally  and  one 
is  in  pi  ogress  now.  One  patient  had  another 
attack  of  eclampsia,  and  3 had  preeclamptic 
symptoms  for  which  the  pregnancies  were  ended. 
Hence,  among  the  patients  who  completely  re- 
covered after  the  attack  of  eclampsia,  26.7%  of 
those  who  subsequently  became  pregnant  de- 
veloped signs  and  symptoms  of  toxemia.  These 
patients  again  recovered  completely. 

As  a result  of  this  study  we  feel  that  the  treat- 
ment of  antepartum  and  intrapartum  eclampsia 
should  not  be  entirely  conservative  nor  entirely 
radical.  However,  in  experienced  hands  we  favor 
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emptying  the  uterus  in  most  cases,  and  the  meth- 
od selected  depends  on  the  condition  of  the  pa- 
tient, the  size  of  the  baby  and  the  state  of  the 
-cervix.  Where  the  patient  is  a primipara  with  a 
viable  baby  and  the  cervix  is  undilated,  we  pre- 
fer to  terminate  pregnancy  by  a low  or  cervical 
eeserean  section  under  local  anesthesia  as  soon 
after  the  first  convulsion  as  possible.  We  believe 
that  all  patients  with  eclampsia  should  be  sent  to 
a hospital.  When  a patient  must  remain  at  home 
the  treatment  should  be  conservative.  It  should 
also  be  conservative  in  a hospital  when  the  at- 
tending physician  is  not  skilled  in  operative  ob- 
stetrics. 

REPORT  FROM  THE  NEW  YORK  DYING-IN 
HOSPITAL. 

Asa  B.  Davis  and  James  A.  Harrar  (J.  A.  M.  A., 
87:233,  July  24,  1926)  say:  It  has  been  our  priv- 
lege  during  the  last  30  years  at  the  New  York 
Lying-In  Hospital  to  study  and  in  part  to  treat 
879  .cases  of  toxemia  of  pregnancy  of  the  con- 
vulsive type,  commonly  known  a,s  eclampsia. 
These  cases  have  consecutively  occurred  in  a 
series  of  152,248  confinements  in  the  combined 
indoor  and  outdoor  services.  Included,  there  are 
414  cases  with  convulsions  beginning  before  la- 
bor; 74  cases  in  which  the  time  of  onset  was  not 
definitely  noted,  but  the  majority  of  which  evi- 
dently began  antepartum;  118  cases  in  which 
convulsions  began  during  labor;  234  cases  in 
which  convulsions  began  during  the  puerperium; 
2 3 cases  in  which  the  patients  died  undelivered 
shortly  after  being  admitted  in  a moribund  con- 
dition, and  16  in  which  the  patients  were  dis- 
charged undelivered,  pregnancy  continuing. 

During  this  time  our  conception  of  the  control 
and  treatment  of  the  disease  has  varied  greatly. 
The  pendulum  of  procedure  has  swung  back  and 
forth,  and  while  we  may  be/  still  far  from  a scien- 
tific treatment  based  on  an  accurate  etiology,  we 
at  least  have  come  to  believe  that  the  eclamp- 
tic patient  .is  as  much  a medical  as  an  obstetric 
problem,  and  with  the  accompanying  corollary, 
that  obstetric  intervention  should  be  for  obstetric 
indications  only,  and  not  for  the  convulsions. 

We  feel  that  we  must  remain  content  for  the 
present  with  this  principle  of  treatment,  even 
though  we  also  fluid  statistically  that  the  sooner 
the  woman  comes  to  delivery  after  the  first  con- 
vulsion the  better  are  her  chances  for  recovery. 

There  are  undoubtedly  2 distinct  types  of  toxe- 
mia of  pregnancy,  not  always  easy  to  differ- 
entiate in  the  emergency  patient  just  admitted  in 
convulsions.  One,  the  so-called  true  toxemia  of 
pregnancy  which,  although  it  may  be  severe,  is 
transitory  in  character.  When  visual  distur- 
bances appear  in  this  class,  they  are  usually  due 
to  edema  and  promptly  subside  after  delivery, 
leaving  no  permanent  injury.  The  other  is  found 
in  patients  already  handicapped  by  an  under- 
lying cardiovascular  nephritic  condition  prior  to 
conception.  Pregnancy,  adding  its  extra  demands 
on  such  kidneys,  not  infrequently  develops  a 
toxemia  which  is  rather  akin  to  uremia.  When 
symptoms  of  toxemia  appear  in  this  class,  there 
is  great  danger  of  retinal  hemorrhage  and  sepa- 
ration resulting  in  partial  or  complete  permanent 
blindness. 

Apparently  we  must  be  more  apprehensive  of 
the  convulsive  type  of  toxemia  developing  in  our 
pregnant  patients  during  the  spring  months  than 
at  any  other  time.  In  1905,  one  of  us  (,T.  A.  H.) 
was  able  to  point  this  out  in  a graph,  charting 
150  cases.  A similar  group  of  853  listed  cases  of 


eclampsia  occurring  over  a period  of  30  years 
shows  a similar  curve  of  incidence  increasing 
from  January  to  a high  point  in  April,  and 
reaching  its  lowest  in  July;  again  rising  during 
the  autumn  to  the  January  point.  So  we  might 
be  especially  watchful  for  albumin  and  rising 
blood  pressure  readings  during  March,  April  and 
May. 

We  are  gratified  to  note  that  comparatively  few 
patients  develop  eclampsia  who  have  received 
antepartum  care.  The  majority  of  those'  ad- 
mitted are  emergency  patients  who  have  lacked 
such  care.  As  to  the  treatment  of  the  convul- 
sive type  when  it  occurs,  we  have  not  yet  arrived 
at  an  entirely  routine  standard  method,  but  must 
continue  to  be  guided  by  the  circumstances  in 
each  case.  Practically  every  eclamptic  patient 
admitted  is  given  % gr.  morphin  hypodermically, 
at  once.  This  can  be  done  quickly,  and  soon 
holds  or  controls  the  convulsions.  The  alimen- 
tary tract  is  emptied  by  means  of  colonic  irriga- 
tions and  lavage,  followed  by  2 oz.  of  magnesium 
sulphate  through  the  stomach  tube  in  situ.  The 
free  use  of  morphin  is  then  continued  in  % gr. 
doses  hypodermically,  its  physiologic  effects  be- 
ing kept  well  in  evidence.  We  rarely  induce  la- 
bor for  the  convulsions,  and  many  patients  fall 
in  labor  spontaneously.  Labor  should  be  en- 
couraged and  may  be  shortened  safely  by  easy 
low  forceps. 

As  to  the  employment  of  phlebotomy  in  the 
treatment  of  eclampsia,  it  is  no  new  departure. 
For  many  years  we  have  bled  in  certain  cases, 
in  some  of  which  the  improvement  was  almost 
startling.  In  plethoric  women,  bleeding  at  de- 
livery is  encouraged.  Often  eclamptic  patients 
bleed  very  little.  In  the  type  in  which  convul- 
sions continue  after  labor,  jrhlebotomy  is  of  the 
greatest  value.  It  is  a mistake  to  bleed  every 
patient,  especially  before  delivery.  We  occasion- 
ally see  a patient  have  a sudden  fall  of  blood 
pressure  and  the  appearance  of  cardiac  failure 
after  delivery.  This  is  likely  to  be  accompanied 
by  pulmonary  edema,  a common  cause  of  death 
in  eclampsia.  Such  patients  are  saved,  if  at  all, 
by  the  prompt  use  of  cardiac  stimulants,  dry 
cupping  the  chest,  and  some  effort  at  drainage  of 
the  trachea.  Turning  on  the  side  may  aid.  Two 
patients  were  apparently  carried  through  their 
acute  pulmonary  edema  by  courageous  house 
surgeons  aspirating  the  trachea  frequently  with  a 
tracheal  catheter  until  the  cardiac  stimulants 
had  a chance  to  get  in  their  effect.  Moore  of 
Philadelphia  has  revised  an  aspiration  apparatus 
operating  through  a bronchoscope  that  should 
be  of  signal  service  in  such  emergencies.  Of  64 
patients  on  whom  phlebotomy  was  done,  16  died; 
a 24%  mortality.  It  must  be  evident  that  a large, 
robust,  full  blooded  woman  can  under  such  cir- 
cumstances well  afford  a.,  considerable  loss  of 
blood.  This  does  not  hold  if  the  patient  is  small, 
ill  nourished  and  anemic. 

While  rather  recently  the  use  of  magnesium 
sulphate  intravenously  has  been  proposed  and 
tried  with  apparently  good  results,  our  experi- 
ence has  been  too  limited  thus  far  to  allow  us  to 
pass  judgment  on  its  value.  In  5 cases  during  the 
past  year,  4 c.c.  of  a 50%  solution  of  magnesium 
sulphate  injected  2 or  3 times  intravenously, 
given  very  slowly,  has  been  of  signal  success  in 
controlling  the  convulsions.  All  5 patients  re- 
covered. We  use  the  same  ampules  that  we  em- 
ploy in  the  magnesium  sulphate,  morphin  and 
rectal  ether  analgesia  for  the  relief  of  pain  in 
labor. 
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MAGNESIl  M SULPHATE  INTRAVENOUSLY. 

This  form  of  treatment  in  the  care  of  pre- 
eclampsia  and  eclampia  cases  is  strongly  advo- 
cated by  Lyle  G.  McNeile  and  John  Vruwink 
<J.  A.  M.  A.,  87:236,  July  24,  1926):  We  are 
frankly  aware  ot  the  fact  that  from  time  to  time 
enthusiastic  measures  have  been  advocated  for 
the  care  and  treatment  of  eclampsia.  We  also 
know  that  the  etiology  of  eclampsia  is  yet  un- 
known  and  that  rational  therapy  depends  on 
definite  knowledge  of  causation.  No  empiric 
treatment  can  be  dogmatic,  and  we  offer  this 
study  of  magnesium  sulphate  intravenously  only 
as  a valuable  adjunct  for  the  care  of  the  acute 
toxemias  of  pregnancy.  It  may  not  always  ac- 
complish satisfactory  results  alone,  but  we  are 
convinced  that,  in  conjunction  with  other  recog- 
nized measures,  it  will  give  better  and  more 
definite  relief.  Our  own  first  efforts  included  the 
established  procedures  for  the  care  of  eclampsia- 
but.  as  our  experience  with  the  salt  increased,  our 
timidity  ceased,  until  now  we  very  frankly  be- 
heve  that  we  can  usually  depend  on  intravenous 
medication  to  prevent  and  control  convulsions. 

In  the  preeclamptic  type  of  toxemia,  the  in- 
travenous injection  of  20  c.c.  of  a 10%  solution 
ot  magnesium  sulphate  nearly  always  gives  im- 
mediate relief  from  subjective  symptoms.  The 
patient  frequently  comments  on  the  immediate 
disappearance  of  the  sense  of  “constriction”  or 
impending  disaster”.  We  believe  this  immediate 
com  tort  primarily  due  to  the  anesthetic  proper- 
ties of  magnesium  sulphate.  Administration  of 
the  drug  is  usually  followed  by  some  reduction 
o edema  (probably  including-  cerebral  edema) 
and  an  increased  output  of  urine. 

During  the  convulsive  stage  of  a toxemia  of 
pregnancy,  the  intravenous  injection  of  20  c.c. 
of  a 10%  solution  of  magnesium  sulphate  will 
generally  stop,  or  at  least  limit,  the  number  of 
convulsions.  It  may  be,  and  usually  is  necessary 
to  repeat  the  injection,  both  for  the  control  of 
convulsions  and  for  the  relief  of  other  toxic 
symptoms.  The  use  of  this  drug  apparently  not 
only  controls  the  convulsions  but  exercises  a fa- 
vorable influence  on  other  symptoms  due 'to  acute 
lesions  in  the  parenchymatous  organs. 


practice.  Eighty-nine  patients  recovered  and  14 
died  from  all  causes,  giving  mortality  of  13.6%. 
Of  these  deaths,  l occurred  3 weeks  postpartum 
from  sepsis,  after  the  patient  had  definitely  re- 
covered from  her  eclampsia.  One  died  6 days 
after  her  last  convulsion  on  the  operating  room 
table  during  cesarean  section,  from  shock;  the 
uterus  was  eventrated.  One  patient  had  bron- 
chopneumonia and  pulmonary  edema,  and  was 
moribund  when  admitted  to  the  hospital.  Two,  as 
proved  by  necroposy,  had  no  liver  changes'  of 
eclampsia  and  presented  true  cases  of  nephritis. 
A correction  for  these  deaths  is  unquestionably 
permitted  in  a discussion  of  the  effect  of  mag- 
nesium sulphate  in  eclampsia,  and  we  have  100 
cases  with  9 deaths  with  a mortality  of  9%. 
There  were  7 deaths  from  toxemia  at  the  General 
Hospital  in  patients  poorly  qualified  to  withstand 
the  shock  of  toxemia.  There  were  75  babies  born 
in  antepartum  or  intrapartum  eclamptic  mothers. 
Six  patients  died  undelivered.  In  each  instance, 
operative  intervention  would  only  have  increased 
the  already  grave  prognosis.  There  were  48  liv- 
ing babies,  16  premature  stillborn  and  10  full 
term  stillborn  infants. 

It  was  a little  difficult  to  adjust  ourselves  and 
give  only  this  intravenous  medication;  but,  as  our 
results  improved  with  decreased  handling  and 
less  medication,  the  following  scheme  of  treat- 
ment for  all  the  General  Hospital  patients  was 
advised. 

I reatment  of  preeclamptic  toxemia:  (1)  Usual 
restriction  of  diet  (nonprotein  salt  free).  (2) 
Pushing  of  fluids.  (3)  Bowels  kept  active  with 
magnesium  sulphate,  Vz  oz.  daily.  (4)  Daily  out- 
put of  urine  measured  (chemical  and  microscopic 
examination  daily).  (5)  Blood  pressure  taken 
twice  daily.  (6)  Twenty  c.c.  of  10%  solution  of 
magnesium  sulphate  to  be  administered  intra- 
venously when  systolic  blood  pressure  is  150 
or  over,  repeated  if  indicated  (by  rise  of  blood 
pressure  or  increase  in  other  symptoms  of  toxe- 
mia). (7)  Interruption  of  pregnancy-  only  to  be 
done  with  consent  of  senior  attending  obstetrician. 
(Termination  of  pregnancy  is  indicated  only  when 
symptoms  persistently  recur  and  do  not  respond 
to  treatment.) 


The  Los  Angeles  Obstetrical  Society,  2 years 
ago.  appointed  a committee  (Lazard,  Irwin  and 
Vruwink)  to  study,  collect  and  report  on  the  re- 
sults  ot  magnesium  intravenously  in  eclampsia. 
This  extended  report  with  case  records  has  been 
prepared  for  publication,  and  the  startlingly  good 
results  have  verified  the  earlier  predictions  re- 
garding its  use.  This  report  includes  all  the 
known  instances  in  which  magnesium  sulphate 
has  been  used  intravenously  in  concentrated  sol- 
ution  for  the  prevention  and  control  of  eclampsia 
Most  of  such  cases  were  collected  in  and  around 
Los  Angeles.  The  series  consists  of  142  records 
45  of  preeclamptic  and  103  of  eclamptic  patients’ 
Of  the  preeclamptic  patients,  23  were  at  the  Los 
Angeles  General  Hospital  and  22  were  private 
patients.  Six  of  the  preeclamptic  patients  de- 
veloped convulsions  and  were  therefore  classified 
as  eclamptic.  Thirty-eight  delivered  spontane- 
ously, 3 labors  were  induced,  and  5 were  assisted 
m labor  by  forceps  or  version  and  extraction. 
There  were  7 elective  cesarean  sections,  all  in 
private  practice.  There  were  24  living  babies,  6 
premature  stillborn  and  3 full  term  stillborn 
babies. 

In  the  eclamptic  series,  there  were  103  cases, 
54  at  the  General  Hospital  and  49  in  private 


Treatment  of  eclampsia:  (1)  Give  20  c.c.  of 
10%  magnesium  sulphate  intravenously  as  soon 
after  first  convulsion  as  possible;  repeated  every 
hour  after  until  convulsions  are  controlled.  (2) 
Blood  pressure  taken  every  hour  after  convul- 
sions are  controlled,  and  if  blood  pressure  be- 
gins to  rise  nearing  its  height  at  time  of  convul- 
sions, magenesium  sulphate  repeated;  also  re- 
peated if  convulsions  recur.  (3)  Patients  who 
are  comatose  or  very  restless  in  a semicomatose 
delirium  and  whose  blood  pressure  is  falling 
should  receive  chloral  hydrate,  20  gr.  and  sod- 
ium bromide,  60  gr.  by  rectum.  (4)  Utmost 
quiet  to  be  observed  and  nurse  to  be  constantly 
with  patient  until  latter  is  out  of  coma.  (5)  Oxy- 
gen inhalations  to  be  given  after  each  convulsion 
until  breathing  is  normal.  (6)  All  patients  to  be 
prepared  for  delivery  as  soon  as  they  are  quiet 
enough.  (7)  If  patient  is  in  labor,  nitrous  oxide 
gas  for  pains.  (8)  If  in  second  stage  of  labor 
and  proper  progress  is  not  being  made,  low  for- 
ceps extraction  or  version,  with  the  consent  of 
attending  obstetrician.  (9)  No  cesarean  section 
to  be  done  without  consent  of  the  senior  attend- 
ing obstetrician.  (10)  Attending  obstetrician  to 
be  notified  as  soon  as  any  eclamptic  patient  is 
received  in  the  ward. 
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Hap  Jfflirror  Reflections! 


At  the  last  annual  meeting  of  the  State  So- 
ciety the  Executive  Secretary  was  authorized 
to  purchase  a moving  picture  outfit  for  use  in 
the  general  education  campaign  being  con- 
ducted from  his  office — a program-  which,  as 
explained  in  his  annual  report,  embraces  the 
exhibition  of  scientific  films  at  medical  society 
meetings,  and  public  presentation  of  films 
specially  prepared  for  lay  audiences.  This 
purchase  has  been  made  and  steps  have  been 
taken  toward  the  development  of  a program 
of  public  education  in  medical  matters.  It  is 
interesting  to  note  that  the  College  of  Surgeons 
devoted  one  session  of  its  recent  Congress  to 
consideration  of  the  moving  picture  in  rela- 
tion to  medical  education.  The  general  spokes- 
man for  the  motion  picture  industry  addressed 
the  meeting  and  a report  of  his  speech  and  the 
general  proceedings  is  herewith  given,  as  it 
appeared  in  the  Newark  Evening  News,  Octo- 
ber 29.  1926. 

WIDER  MEDICAL  KNOWLEDGE  OF- 
FERED  WORLD  THROUGH 
“LIBRARY  OF  FILMS”. 


American  College  of  Surgeons  Adopts  Plan  After 

Hearing  Will  H.  Hays  Tell  How  Far  Oft  Cor- 
ners Would  Benefit  by  Proposal. 

MONTREAL,  Oct.  29. — American  motion  pic- 
tures entered  a new  scientific  field  today,  that  of 
medicine  and  surgery,  sponsored  by  one  of  the 
world’s  leading  medical  societies,  the  American 
College  of  Surgeons.  Will  H.  Hays,  head  of  the 
picture  industry,  joined  with  the  scientific  men 
in  the  plans  to  give  the  entire  world  the  benefit 
of  medical  and  surgical  pictures. 

The  board  of  regents  of  the  college  adopted  the 
report  of  a special  committee  advocating  the 
use  of  movies.  Mr.  Hays,  who  spoke  at  the 
meeting,  expressed  the  belief  that  motion  pic- 
tures could  be  made  a factor  in  developing  a 
stronger  race.  He  also  was  on  the  speakers’  pro- 
gram of  the  convention  of  the  college  which  con- 
vened after  the  regents’  meeting. 

The  special  committee  suggested  that  a bureau 
of  information  be  established  at  the  headquarters 
of  the  College  of  Surgeons,  in  Chicago,  to  make 
available  information  as  to  what  films  are  ob- 
tainable. 

Part  of  the  committee’s  work  would  be  to  de- 
termine and  develop  the  demand  for  such  films 
by  communication  with  universities,  medical 
schools,  public  health  organizations  and  various 
medical  or  surgical  societies. 

Suggestion  that  definite  action  be  taken  im- 
mediately was  made  by  the  committee,  the  mem- 
bers of  which  are:  Dr.  J.  Bentley  Squier  of  New 
York  City,  chairman:  Dr.  W.  W.  Chipman  of 

Montreal,  president  of  the  American  College  of 
Surgeons;  Dr.  Franklin  Martin,  Chicago,  direc- 
tor general  of  the  college;  Dr.  C.  H.  Mayo, 


Rochester,  Minn.;  Dr.  Allen  Craig,  Chicago;  Dr. 
George  W.  Crile,  Cleveland;  Dr.  Bowman  Crowell 
and  Dr.  Malcolm  Maceachern.  Mr.  Hays  was 

made  an  honorary  n;ember. 

Mr.  Hays,  in  his  address  before  the  regents, 
said  in  part: 

“As  I look  upon  it  today,  the  motion  picture  is 
simply  another  great  instrument  in  the  service 
bag  of  the  doctor. 

“In  addition  the  moving  picture  can  and  will 
help  the  doctor  teach  the  value  of  health,  the  im- 
portance of  proper  living,  and  the  need  for  per- 
sonal attention  to  details  of  hygiene  and  con- 
tagion. 

“I  also  see  the  motion  picture  in  the  hands  of 
the  diagnostician,  who  is  studying  it  for  the  sub- 
tle movements  and  phases  of  a case  which  the 
camera  alone  can  bring  out.  I see  it  being  used 
in  hospital  wards  where  recreation  and  amuse- 
ment are  essential  but  where  only  the  film  can 
go. 

“Moreover,  the  motion  picture  can  and  will 
preserve  for  future  generations  of  medical  men — 
especially  the  surgeons — the  technic  and  opera- 
tive skill  of  the  eminent  surgeons  of  the  day,  so 
that  these  great  men  of  science  will  continue  to 
‘operate’  even  after  their  deaths.  * * * 

“Does  it  not  sound  like  a miracle — the  story  of 
a few  hundred  feet  of  film,  small  enough  to  be 
put  into  an  overcoat  pocket,  taking  the  work  of 
the  masters  of  technic  to  the  most  remote  parts 
of  the  earth,  where  students  by  the  thousands 
and  tens  of  thousands  may  sit  at  their  feet  and 
learn.  The  provincial  medical  man,  handicapped 
by  distance,  by  lack  of  funds  and  opportunity, 
acquires  a knowledge  that  otherwise  he  could 
never  attain.” 


THE  TRUTH  WILL  PREVAIL. 

An  understanding  of  the  conditions  attend- 
ant upon  scientific  annual  experimentation  is 
so  unusual,  and  voluntary  explanation,  or  de- 
fence, of  the  experimenter’s  work,  by  an  in- 
telligent layman  is  so  rare  that  the  following- 
editorial  from  the  Evening  Post,  New  York 
October  20,  1926,  seems  deserving  of  repro- 
duction for  our  readers: 

A good  deal  of  misapprehension  still  exists  on 
the  subject  of  vivisection.  It  has  been  hard  to 
realize  the  truth  of  the  situation  regarding  scien- 
tific experiments  on  animals,  because  the  op- 
ponents of  this  method  of  adding  to  the  sum 
total  of  human  knowledge  have  been  inclined  to 
be  more  than  a little  unreasonable.  Dark  hints 
about  the  terrible  things  that  go  on  behind  the 
tightly  closed  and  locked  doors  of  laboratories 
have  given  many  a sentimental  lover  of  animals 
nightmares,  but  there  is  no  longer  any  necessity 
for  innuendo  and  suspicion.  The  worst  may  be 
known  at  first  hand.  Most  medical  laboratories, 
including  the  animal  rooms,  have  been  discover- 
ed by  the  American  Association  for  Medical  Prog- 
ress to  be  open  to  the  public,  and  in  many  in- 
stances special  invitations  are  sent  regularly  to 
the  officers  of  humane  societies  to  attend  experi- 
ments or  to  investigate  the  conditions  under  which 
animals  are  kept.  Here  and  there  a laboratory 
imposes  slight  restrictions,  but  the  general  rule 
is  that  a responsible  person  may,  if  he  wishes, 
find  out  for  himself  the  exact  status  of  the  matter. 
The  rules  regarding  animals,  now  in  vogue  in 
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medical  schools  and  research  laboratories  all  over 
the  country,  are  as  thoroughly  humane  as  any 
one  could  ask — any  one  except  the  extremist  who 
opposes  on  principle  the  use  of  any  animal  for 
experimentation.  A'nd  the  open  privilege  of  in- 
spection gives  every  assurance  that  the  rules  are 
carefully  observed. 


ESSEX  COUNTY  PLAYGROUNDS. 

The  Essex  Park  Commission  has  done  such 
excellent  work  as  to  attract  the  attention  of 
nature  lovers  and  those  who  have  the  welfare 
of  humanity  at  heart,  even  outside  the  boun- 
daries of  this  state.  The  New  York  Times 
of  October  24,  1926,  commented  upon  the  mar- 
velous development  of  the  public  park  system 
of  Essex  as  follows : 

ESSEX  PARK.  PLAYGROUNDS. 

When  Ney  Jersey  in  1895  authorized  perman- 
ent Park  Commissions  there  were  only  25  acres 
of  park  land  in  Essex  County.  The  lover  of  na- 
ture, the  hiker,  the  picnicker,  had  no  woods  to 
range  through.  Newark  and  the  suburban  towns 
had  no  rustic  breathing  spots  for  their  people,  no 
playgrounds  for  the  children.  There  was  no  water 
for  a boy  to  sail  a boat  in,  hardly  a place  where 
a band  concert  could  be  given.  Trespass  signs 
were  posted  in  every  woodland.  The  people  had 
no  land  for  recreation.  Newark  was  an  ugly 
city;  a city,  too,  of  dull  work  and  few  oppor- 
tunities for  play.  The  county’s  permanent  Park 
Commission  entered  upon  its  duties  with  the  sup- 
port of  only  the  idealists.  Taxpayers  were 
alarmed  lest  large  sums  of  money  would  be  squan- 
dered. Last  year  the  25  acres  of  park  land  had 
grown  to  37  64,  and  the  people  were  seeking 
recreation  in  the  wild  South  Mountain  reservation 
of  205  6 acres  in  the  townships  of  West  Orange, 
South  Orange  and  Millburn;  in  the  Eagle  Rock 
reservation,  408  acres,  easy  of  access  from  Mont- 
clair, Verona  a'nd  West  Orange;  and  in  15  parks 
in  Newark,  Orange,  East  Orange,  Bloomfield, 
Verona,  Caldwell,  Belleville,  Nutley,  Irvington 
and  Upper  Montclair.  These  were  the  people’s 
lands,  dedicated  to  their  use. 

When  the  Park  Commission  proposed  to  ac- 
quire the  forests  now  known  as  the  South  Moun- 
tain and  Eagle  Rock  reservations  it  was  pre- 
dicted that  such  large  tracts  would  be  wasted  on 
the  indifferent  people  of  Essex.  The  tax  burden 
would  be  oppressive.  But  the  park  lands  are 
paying  for  themselves  in  revenue  derived  from 
taxation  of  property  which  they  improve.  Thirty 
years  ago  Essex  had  a population  of  300,000. 
Now  it  exceeds  7 50,000.  The  assessed  valuation 
in  the  county,  was  $181,665,000  in  1895;  now  it 
is  $1,310,592,203.  Impressively  has  the  judg- 
ment of  the  first  commission  been  vindicated. 
Looking  to  the  future,  the  present  commission 
asked  the  Legislature  of  1926  to  enact  a law 
authorizing  the  issue  of  park  bonds  to  the  amount 
of  $5,000,000,  to  be  issued  from  time  to  time  “as 
may  be  required”.  The  people  of  Essex  will  vote 
on  the  proposals  a week  from  Tuesday.  Surely 
no  one  who  realizes  what  a boon  the  county 
parks  have  been  will  vote  against  it. 

From  Spring  to  Fall  hikers,  equestrians  and 
walkers  troop  into  the  reservations  on  every  Sat- 
urday afternoon.  Sunday  and  holiday.  There  are 
springs  to  drink  from  and  stone  fireplaces 
for  picnicking.  In  May  and  June  masses 
of  azalea,  laurel  and  rhododendron  enchant 


the  visitor.  Dogwood  whitens  every  vista.  The 
forest  floor  is  gemmed  with  flowers.  Through 
the  valley  of  South  Mountain  flows  a sparkling 
stream  in  which  trout  may  be  taken.  Wooded 
slopes  rise,  tier  on  tier.  The  forest  growth,  main- 
ly of  oak,  but  interspersed  with  tulip,  beech,  hick- 
ory, elm,  hemlock,  pine  and  cedar,  contains  su- 
perb specimens.  Washington  Rock  at  the  south 
e'nd  of  the  mountain  reservation  has  Revolution- 
ary memories  that  attract  thousands  to  it.  As  the 
commissions  report  of  1925  says,  “this  is  one 
of  the  finest  reservation  heritages  with  which 
any  community  was  ever  blessed.”  But  the  city 
and  town  parks,  particularly  areas  like  Weequahic 
(315  acres)  and  Branch  Brook  (280  acres)  in 
Newark,  minister  to  the  pleasure  of  more  thou- 
sands with  their  gardens,  baseball  and  football, 
fields,  athletic  tracks,  tennis  courts,  golf  links, 
wading  pools  and  playgrounds  for  children,  and 
waters  for  canoeing  and  miniature  yacht  racing. 
Formerly  most  of  these  parks  were  waste  land 
disfigured  with  rubbish,  weeds  and  shacks.  The 
transformation,  as  pictures  show,  has  been  magi- 
cal. No  public  body  is  doing  a greater  work  for 
the  happiness  of  the  people  of  Essex  than  the 
Park  Commission. 


Rational  Jflebtcal 


LIQUOR  PRESCRIPTIONS. 

In  writing  prescriptions  for  medicinal  liquor, 
a physician  shall  not  name  therein  the  name  of 
a pharmacist  who  may  fill  the  prescription,  and 
the  space  provided  in  form  1403  for  such  infor- 
mation shall  now  be  left  blank.  This  is  an  im- 
portant alteration  of  the  regulations  previously 
issued  by  the  Treasury  Department,  and  has  been 
mandatory  since  October  15,  1926.  Concerning 
this  'new  order,  the  J.  A.  M.  A.,  of  November  6, 
says  editorially: 

“Heretofore  a physician  who  omitted  from  a 
prescription  for  liquor  the  name  of  the  pharma- 
cist who  was  to  fill  it  violated  a regulation  made 
under  authority  of  the  National  Prohibition  Act. 
Since  October  16,  a physician  who  inserts  that 
name  violates  the  regulation.  Over  night  what 
was  lawful  became  unlawful.  On  the  day  when 
the  change  took  effect,  the  news  columns  of  the 
daily  press  carried  more  or  less  inconspicuous 
items  concerning  it.  Later,  mimeograph  copies 
of  the  treasury  decision  by  which  the  change 
was  brought  about  were  sent  to  a selected  mail- 
ing list.  But  if  the  decision  has  ever  been  pub- 
lished so  as  to  reach  in  an  official  form,  through 
the  newspapers  or  otherwise,  the  80,000  physi- 
cians holding  permits  under  the  National  Pro- 
hibition Act,  the  evidence  as  to  the  fact  is  not 
apparent. 

Regardless  of  the  manner  in  which  the  change 
has  been  made  public,  the  medical  profession 
will  welcome  the  relief  that  this  treasury  decision 
brings.  When  the  Prohibition  Commissioner,  in 
1923,  proposed  to  make  the  physician  name  on 
each  prescription  the  pharmacist  who  is  to  fill 
it,  the  American  Medical  Association  urged  that 
such  a requirement  would  impose  unnecessary 
difficulties  on  the  physician,  might  cause  dan- 
gerous delay  in  filling  the  prescription,  could  ac- 
complish no  good,  and  would  facilitate  collusion 
between  certain  types  of  physician  and  pharma- 
cist. The  regulation  was  nevertheless  promul- 
gated. That  the  prohibition  unit  seems  now  to 
have  seen  the  error  of  its  way,  and  that  the  Com- 
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missioner  of  Internal  Revenue  corrected  the  mis- 
take heretofore  made,  so  far  as  correction  is 
jmssible,  is  therefore  gratifying. 

Congress  can  not  prescribe  every  administra- 
tive detail  of  legislation.  Usually  it  can  only 
point  out  by  statute  the  objective  to  be  attained 
and  empower  some  department  head,  bureau 
chief,  board  or  commission  to  fill  in  the  details 
by  regulation.  In  the  present  instance,  officers 
entrusted  with  such  power  have  formulated  regu- 
lations in  the  privacy  of  their  Washington  offices 
without  notice  to  interested  persons,  and  have 
issued  them  to  take  effect  before  the  physicians 
and  druggists  who  must  live  under  them  have 
had  an  opportunity  to  adjust  themselves  to  the 
new  conditions.  Here  is  a fine  example  of  the 
danger  inherent  in  legislative  power  vested  in 
administrative  boards  and  officers.  Representa- 
tives of  druggists  and  pharmacists,  who  fill  pre- 
scriptions for  liquor,  had,  it  is  said,  a potent  voice 
in  framing  the  regulaton  now  under  discussion. 
That,  however,  is  only  the  more  reason  why  rep- 
resentatives of  physicians,  who  write  such  pre- 
scriptions, should  have  been  consulted. 

Any  physician  can  today  lawfully  tell  his  pa- 
tient, orally  or  in  writing,  the  name  of  the  phar- 
macist to  whom  it  had  better  be  taken,  provided 
only  that  he  does  not  write  that  name  on  the 
prescription  in  the  space  originally  provided  for 
that  purpose.  Why  he  should  not  be  allowed  to 
give  such  advice,  if  he  wants  to,  frankly  and 
openly  on  the  prescription,  is  not  apparent. 

Under  our  democratic  form  of  government,  the 
people  who  must  live  u.nder  regulations  have 
the  right  morally,  if  not  legally,  to  be  heard  while 
such  regulations  are  being  formulated.  They 
are  entitled  to  sufficient  notice  of  the  promulga- 
tion of  such  regulations,  to  enable  them  to  ad- 
just their  affairs  to  the  new  conditions.  Authen- 
tic copies  of  regulations  should  be  available 
promptly  after  the  promulgation.  The  very  ease 
with  which  regulations  may  now  be  promulgated 
constitutes  the  strongest  temptation  to  hasty  and 
illconsidered  policies.  Our  government,  we  are 
told,  is  a government  of  law,  not  of  men.  But  if 
a man  happens  now  to  be  vested  by  Act  of  Con- 
gress with  authority  to  promulgate  regulations 
having  the  force  of  law,  that  man  may  be  the 
law — at  least  it  is  difficult  to  tell  the  difference 
between  them.  Within  certain  limits  and  prop- 
erly regulated,  such  autocracy  may  be  necessary; 
beyond  those  limits  and  regulations,  it  is  tyranny. 


MAKING  A BAD  DAW  WORSE. 

If  there  has  ever  been  a more  foolish  piece  of 
national  medical  legislation,  a law  more  burden- 
some and  more  obnoxious  to  the  honest  physi- 
cian, than  the  Harrison  Narcotic  Act,  we  cannot 
at  the  moment  give  it  a name.  In  face  of  the 
demonstrated  futility  of  this  law,  in  face  of  the 
fact  that  it  has  not  only  failed  of  its  alleged  pur- 
pose but  has  proved  itself  an  infernal  nuisance 
to  innocent  practitioners  of  the  healing  art,  it 
is  now  seriously  proposed  in  Congress  that  the 
worst  features  of  this  law  shall  be  developed  into 
something  even  more  offensive  and  odious  than 
they  are  at  present.  There  is  no  reason  to  be- 
lieve the  proposed  changes  will  achieve  any  more 
effective  results  as  regards  control  of  the  use  of 
narcotic  drugs;  there  is  very  patent  reason  to 
conclude,  that  these  changes  will  subject  physi- 
cians to  a series  of  nuisances,  dangers  and  pos- 
sible blackmailings. 

The  profession  should  act — quickly  and  forci- 


bly— to  prevent  enactment  of  the  proposed 
amendments.  As  the  prohibition  amendment  was 
in  a sense  “put  over"  on  an  unsuspecting  public, 
so  the  original  Harrison  Act  was  perpetrated 
upon  a profession  that  had  no  suspicion  of  what 
it  would  actually  do;  we  favored  control  of  the 
use  of  narcotics,  would  have  favored  any  honest 
effort  to  save  or  protect  the  lives  of  unfortunate 
beings  that  had  fallen  victims  to  drugs,  but  we 
little  dreamed  that  we  were  jn  the  same  act  sub- 
jecting our  professional  conduct  to  the  control 
of  government  officials  utterly  incompetent  to 
supervise  our  work.  It  was  “put  over’’  on  us 
once;  it  will  be  our  own  faults  if  we  permit  repe- 
tition of  such  a thing. 

That  you  may  understand  what  is  being  at- 
tempted, and  thus  prepare  to  assist  in  defeat  of 
such  efforts,  we  reproduce  here  part  of  a pam- 
phlet recently  prepared  and  issued  by  the  A.  M. 
A.  under  the  title  “Strengthening  the  Harrison 
Narcotic  Act”: 

“A  bill  to  strengthen  the  Harrison  Narcotic 
Act  of  December  17,  1914,  as  amended,  and  for 
other  purposes,  S.  4085,  was  introduced  in  Con- 
gress, April  24,  at  the  instance  of  the  Treasury 
Department.  The  purpose  of  this  bill,  says  As- 
sistant Secretary  of  the  Treasury  Andrews,  is 
“to  clear  up  certain  points  which  have  been  raised 
in  certain  courts  to  the  disadvantage  of  the  gov- 
ernment”. These  points  are  to  be  cleared  up  (1) 
by  requiring  collectors  of  internal  revenue  to  re- 
fuse registration  to  physicians  whom  they  be- 
lieve narcotic  addicts;  (2)  by  requiring  pharma- 
cists to  determine  whether  physicians’  prescrip- 
tions were  or  were  not  issued  in  the  course  of 
professional  practice,  and  to  refuse  to  fill  such 
as  the  pharmacist  may  reasonably  suspect  of  not 
having  been  so  issued;  (3)  by  compelling  physi- 
cians to  keep  records  of  every  dose  of  any  nar- 
cotic dispensed  by  them,  except  such  as  may  be 
dispensed  in  emergency  cases;  (4)  by  forbidding 
everywhere  the  ambulatory  treatment  of  narcotic 
addicts;  (5)  by  requiring  physicians  to  keep  rec- 
ords of  all  purchases  of  so-called  exempt  nar- 
cotic preparations;  (6)  by  denying  registration 
for  a period  of  from  1 to  2 years  to  any  physician 
convicted  of  any  violation  of  the  Harrison  Nar- 
cotic Act.” 

Any  collector  of  internal  revenue,  if  this  bill 
is  enacted,  must  refuse  to  register  under  the  Har- 
rison Narcotic  Act  any  narcotic  addict.  No  pre- 
liminary notice  and  hearing  are  required.  No 
grace  is  granted  the  unfortunate  addict  under- 
going treatment  in  the  hope  of  cure.  Discretion 
is  not  allow’ed  the  collector.  A narcotic  addict 
can  not  register,  and  the  collector  must  act  on 
such  evidence  as  he  has.  The  physician  refused 
registration  is  left  to  redress  in  court,  with  all 
the  publicity  and  loss  of  professional  prestige 
which  that  procedure  entails; 

The  law  of  many  states  already  provides  that 
licenses  to  practice  medicine  may  be  revoked  if 
the  licentiate  is  a narcotic  addict.  The  Treasury 
Department  presumably  has  knowledge  of  ad- 
dicts holding  such  licenses,  or  it  would  not  have 
asked  the  right  to  refuse  registration  to  such 
persons.  Its  field  officers,  however,  instead  of 
being  charged  with  the  duty  of  initiating  action 
before  state  licensing  boards  looking  toward  the 
revocation  of  such  licenses,  are  expressly  in- 
structed not  to  do  so.  That  the  disclosure  of 
the  information  they  possess  is  >not  unlawful  is 
shown  by  the  fact  that  they  may  disclose  it  on 
request  of  a state  licensing  board.  But  the  Treas- 
ury Department  keeps  these  boards  in  darkness. 
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Why  it  thus  refuses  to  avail  itself  of  existing 
agencies  effectually  to  bar  narcotic  addicts  from 
practice,  while  it  seeks  authority  to  accomplish 
the  same  end  to  a limited  extent  through  this 
legislation,  is  difficult  to  understand.  The  only 
guess  that  can  be  hazarded  is  that  while  the  evi- 
dence of  addiction  in  possession  of  the  Treasury 
Department  may  satisfy  some  lay  collector  of 
internal  revenue,  vested  with  arbitrary  power, 
as  to  the  habits  of  would-be  registrants,  it  would 
be  of  doubtful  value  if  submitted  to  an  impartial 
tribunal  of  physicians,  when  the  registrant  could 
introduce  evidence  on  his  own  behalf. 

The  fact  that  Congress  may  not  have  authority 
to  confer  on  the  Treasury  Department  the  power 
it  here  seeks  does  not  seem  to  have  occurred  to 
those  who  drafted  this  bill.  To  determine  who 
is  and  who  is  not  fit  to  prescribe,  administer  and 
dispense  narcotic  drugs  is  to  regulate  the  prac- 
tice of  medicine  whether  that  determination  is 
based  on  supposed  narcotic  addiction  or  on  any 
other  grounds;  and  the  regulation  of  the  prac- 
tice of  medicine  within  a state  is  beyond  the 
power  of  Congress. 

Every  prescription  issued  by  a physician  for 
a narcotic  drug  will  be  subject  to  review  by  any 
pharmacist  who  may  be  called  on  to  fill  it,  if 
the  pending  bill  is  passed.  If  there  are  present 
“circumstances  from  which  the  dealer  might  rea- 
sonably deduce  that  the  prescription  was  not  is- 
sued by  the  physician,  dentist  or  veterinary  sur- 
geon in  the  course  of  his  professional  practice 
only",  the  pharmacist  can  not  lawfully  fill  it.  It 
is  not  necessary  that  the  pharmacist  actually  de- 
duce that  the  prescription  was  not  issued  in  the 
course  of  professional  practice;  it  is  sufficient 
that  he  might  reasonably  do  so.  What  consti- 
tutes “the  course  of  professional  practice  only’’, 
the  bill  does  not  state.  It  presumes  apparently 
that  any  pharmacist  can  determine  in  his  phar- 
macy what  took  place  in  the  sickroom  or  in  the 
physician's  office,  and  that  he  is  sufficiently  ac- 
quainted with  the  normal  course  of  professional 
practice  to  be  entrusted  safely  with  statutory  au- 
thority to  refuse  to  any  sick  person  medicine  that 
the  attending  physician  has  prescribed. 

The  pending  bill  provides  that  every  physician 
shall  keep  a record  of  all  narcotic  drugs  he  dis- 
penses or  distributes,  ’no  manner  how  small  the 
amount  may  be,  except  in  emergency  cases.  The 
law  now  does  not  require  the  physician  to  keep 
a record  of  the  narcotic  drugs  he  dispenses  or 
distributes  in  the  course  of  his  professional  prac- 
tice to  patients  on  whom  he  is  in  personal  at- 
tendance, except  the  so-called  exempt  narcotic 
preparations.  The  Treasury  Department,  it  is 
true,  undertook  at  one  time  by  regulation  to  re- 
quire physicians  to  keep  records  of  narcotic 
drugs  dispensed  to  office  patients.  The  United 
States  Circuit  Court  of  Appeals,  Eighth  Circuit, 
however,  April  14,  1922,  denied  the  right  of  the 
department  to  impose  any  such  requirement 
(Hurwitz  v.  United  States.  280  Fed.  Rep.  109). 

A physician  can  not,  if  the  pending  bill  is  en- 
acted, dispense  or  distribute  narcotic  drugs  pur- 
suant to  the  so-called  ambulatory  treatment  of 
narcotic  drug  addiction.  Here  again,  apparently, 
the  proponents  of  this  bill  have  overlooked  the 
right  of  each  state  to  regulate  the  practice  of 
medicine  within  its  own  borders.  If  the  federal 
government  can  through  its  taxing  power  deter- 
mine who  may  and  who  may  not  prescribe  nar- 
cotic drugs,  by  eliminating  narcotic  addicts  or 
otherwise,  it  may  in  like  manner  determine  who 
may  and  who  may  not  prescribe  drugs  of  any 


other  kind.  If,  under  its  taxing  power,  the  fed- 
eral government  can  determine  how  narcotic  ad- 
diction shall  not  be  treated  in  the  states,  it  may 
in  like  manner  determine  how  every  other  dis- 
ease may  and  may  not  be  treated.  If,  then,  the 
federal  government  can  tell  the  people  of  the 
states  who  shall  and  who  shall  not  treat  them, 
and  how  they  may  and  how  they  may  not  be 
treated,  our  state  medical  practice  acts  may  soon 
be  superseded  by  federal  statutes. 

Physicians  who  dispense  the  so-called  exempt 
narcotic  preparations  must,  if  this  bill  is  enacted, 
keep  records  of  all  purchases  of  such  prepara- 
tions, in  addition  to  the  records  of  sales,  ex- 
changes and  gifts,  which  they  are  now  required 
to  keep.  The  additional  burden  of  keeping  a 
record  of  purchases  may  not  be  great.  It  may 
well  be  asked,  however,  what  good  is  to  be  ac- 
complished by  such  a record  so  long  as  the  law 
allows  any  one  to  buy  the  exempt  preparations 
without  physicians’  prescriptions  and  without 
identification. 

Probably  the  most  objectionable  feature  in  the 
pending  bill  is  the  provision  that  any  physician 
convicted  of  having  violated  any  of  its  terms  or 
any  provisions  of  the  Harrison  Narcotic  Act  as 
it  now  stands  will  be  absolutely  denied  registra- 
tion for  a period  of  1 year  from  the  first  day  of 
July  next  following  the  date  of  such  conviction. 
This  is  in  addition  to  the  penalties  now  author- 
ized by  law,  a fine  not  exceeding  $2000,  imprison- 
ment not  exceeding  5 years,  or  both,  in  the  dis- 
cretion of  the  court.  Fine  and  imprisonment 
are  discretionary.  The  refusal  of  registration  is 
not.  If  a physician  overlooks  the  renewal  of 
his  registration  on  or  before  July  1,  and  without 
reregistration  prescribes  a narcotic  on  the  follow- 
ing day,  he  has  violated  the  Harrison  Narcotic 
Act.  If  some  narcotic  field  officer  prosecutes  the 
physician  for  this  lapse,  the  physician  may  be 
convicted.  The  court  may  impose  a minimum 
fine,  or  even  suspend  sentence.  But  under  the 
proposed  law,  registration  could  not  be  granted 
to  that  physician  for  from  1 to  2 years  after  con- 
viction. This  proposed  deprivation  of  the  right 
to  prescribe  narcotics  for  from  1 to  2 years  has 
greater  significance  than  appears  on  the  surface. 
It  would  vest  in  the  Treasury  Department  almost 
unlimited  power  to  force  compromises  of  cases 
by  physicians  supposed  by  the  department  to 
have  violated  the  law,  no  matter  how  flimsy  the 
evidence  of  such  violation  might  be.  Physicians 
threatened  with  prosecutions  and  informed  as  to 
the  uncertainties  of  court  procedure,  rather  than 
face  the  possibilities  of  conviction,  of  depriva- 
tion of  the  right  to  use  narcotic  drugs  in  their 
practices  for  a year  or  2,  would  readly  pay  large 
amounts  to  the  Treasury  Department  by  way  of 
compromise,  as  is  authorized  by  law.  By  so  do- 
ing they  would  avoid  the  possibility  of  conviction 
and  the  loss  of  the  right  to  use  narcotics.  And 
the  Treasury  Department  would  thus  avoid  the 
necessity  of  having  to  prove  its  cases  in  court  to 
the  satisfaction  of  impartial  juries. 

Oln  the  whole,  this  legislation  seems  to  have 
been  conceived  in  disregard  of  the  fact  that  the 
“certain  points  which  have  been  raised  in  certain 
courts  to  the  disadvantage  of  the  government" 
have  been  based  on  the  constitution,  which  an 
act  of  Congress  can  not  alter.  It  seems  to  dis- 
regard the  fact  that  the  keeping  of  records  by 
physicians  will  not  automatically  enforce  the 
Harrison  Narcotic  Act,  but  that  it  can  be  en- 
forced only  through  the  energy  and  intelligence 
of  the  officers  and  employees  of  the  Treasury  De- 
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partment  assigned  to  that  duty.  It  seems  to  dis- 
regard the  fact  that  registrants  who  would  un- 
lawfully dispense  or  administer  narcotic  drugs 
would  without  compunction  falsify  their  records. 
The  medical  profession  yields  to  no  class  i'n  its 
willingness  to  submit  to  burdens  calculated  to 
diminish  narcotic  drug  addiction.  Evidence  is 
not  available,  however,  to  show  that  the  burdens 
proposed  by  this  bill  would  do  so.  Until  snch 
evidence  is  forthcoming,  the  medical  profession 
may  be  expected  to  oppose  the  enactment  of  this 
bill. 

State  medical  associations,  county  medical  so- 
cieties, and  physicians  may  well  communicate 
their  views  with  respect  to  this  bill  to  the  Presi- 
dent, the  Secretary  of  the  Treasury,  the  Com- 
mittee on  Finance  of  the  Senate,  a'nd  the  Com- 
mittee on  Ways  and  Means  of  the  House  of  Rep- 
resentatives, and  to  their  respective  senators  and 
representatives. 


Current  Cbentg. 


TESTIMONIAL  DINNER  TO  DR.  NORTON 
L.  WILSON. 

Upon  the  occasion  of  his  retirement  from  the 
presidency  of  the  Staff  of  the  Elizabeth  General 
Hospital,  Dr.  Norton  L.  Wilson  was  the  guest 
of  honor  as  a surprise  testimonial  dinner  Satur- 
day evening,  November  2 0,  at  the  Waldorf-As- 
toria Hotel,  New  York,  by  fifty  of  his*  colleagues. 
Dr.  Wilson  this  month  reached  his  sixty-fifth 
birthday  anniversary,  at  which  time  active  ser- 
vice on  the  hospital  staff  ceases  under  a ruling 
of  the  institution. 

Dr.  James  S.  Green  was  toastmaster,  and  Dr. 
Arthur  Stern  presented  to  Dr.  Wilson  a Hamil- 
ton “Masterpiece”  watch,  engraved  with  a trib- 
ute from  the  doctors  with  whom  he  had  been 
associated.  Testimonial  jspeeches,  lauding  Dr. 
Wilson's  works  in  the  profession,  his  relations 
with  other  physicians  with  whom  he  dealt,  his 
scientific  achievements,  his  personal  character 
and  the  high  reputation  he  has  attained  as  evi- 
denced by  the  offices  which  he  has  held,  were 
made  by  Drs.  Green,  Stern,  YVells  P.  Eagleton, 
of  Newark;  Alvin  R.  Eaton,  Stephen  T.  Quinn, 
Charles  H.  Schlichter,  Michael  Vinciguerra,  Otto 
Wagner,  George  T.  Banker,  Irving  Lerman,  Z. 
Lawrence  Griesemer,  Milton  A.  Shangle,  Jacob 
Reiner  and  others. 

Dr.  Wilson  was  taken  by  surprise,  having  gone 
to  New  York  with  a small  company  of  doctors 
under  the  impression  that  he  was  to  attend  a 
dinner  and  theatre  party.  Not  until  he  stepped 
into  the  dining-room  did  he  suspect  the  nature 
of  the  gathering.  He  was  affected  and  responded 
to  the  presentation  with  difficulty.  He  declared 
that  to  his  colleagues  belonged  the  credit  for  any 
degree  of  excellence  to  which  the  hospital  staff 
had  attained,  and  thanked  them  warmly  for  the 
honor  done  him. 

Dr.  Wilson  concludes  forty-three  years  of  ser- 
vice at  the  hospital,  which  he  entered  in  1883, 
while  still  a student  in  Bellevue  Hospital  Medical 
College.  He  acted  as  house  physician  from  May 
to  October,  1883.  On  his  graduation  in  March, 
1884,  he  was  appointed  to  the  dispensary  staff 
and  in  1887  was  made  a visiting  physician,  a 
position  he  held  until  1889.  He  then  was  desig- 
nated the  first  attending  physician  in  the  new 
department  of  opthalmology,  otology,  and  laryn- 
gology, which  he  helped  to  organize.  Previous 
to  the  founding  of  the  department,  Dr.  Wilson 
had  been  doing  his  work  in  the  dispensary  and 


in  the  hospital  in  addition  to  his  duties  as  at- 
tending physician.  In  19  05  the  late  Dr.  Alonzo 
Pettit,  owing  to  poor  health  asked  to  be  relieved 
as  attending  surgeon  and  resigned  from  the  staff, 
of  which  he  had  been  president.  Dr.  Wilson  was 
named  his  successor,  and  served  ever  since. 

Among  the  offices  he  has  held  are  the  presi- 
dencies of  the  Union  County  Medical  and  Clini- 
cal Societies,  and  of  the  New  Jersey  State  Medi- 
cal Society.  He  now  is  the  chairman  of  the 
board  of  trustees  of  the  State  body.  He  was 
head  of  the  medical  advisory  board  for  Union 
County  during  the  World  War,  and  is  now  chair- 
man of  the  board  of  censors  for  the  Union  Coun- 
ty Medical  Society.  Other  professional  connec- 
tions are  his  membership  in  the  American  Medi- 
cal Association,  in  the  American  Daryngological, 
Rhinological  and  Otological  Society,  and  the  New 
York  Academy  of  Medicine.  He  is  a fellow  of 
the  American  College  of  Surgeons. 

Watch  Engraved. 

The  watch  presented  to  Dr.  Wilson  was  en- 
graved as  follows: 

“Presented  to  Norton  L.  Wilson,  M.  D.,  by  his 
colleagues  of  the  staffs  of  the  Elizabeth  General 
Hospital  and  Dispensary  upon  his  retirement 
from  active  service  on  the  attending  staff,  No- 
vember 20,  1926.  Verum  amicum  qui  intuetur, 
exemplar  aliquod  intuetur  sui.”  The  Latin  text 
is  from  Cicero’s  essay  on  friendship,  and  may 
freely  be  translated,  “He  who  looks  upon  a true 
friend,  looks  as  it  were  on  a sort  of  image  of 
himself”. 

Saturday  evening  after  Dr.  Wilson  had  left 
home,  a box  of  flowers  was  delivered  to  Mrs. 
Wilson,  with  the  explanation  of  what  had  been 
planned  for  the  evening.  The  committee  in 
charge  of  arrangements  wes  headed  by  Dr. 
Schlicter,  and  included  Dr.  Horace  R.  Livengood 
and  Dr.  Eaton. 

Others  persent  were: 

Drs.  Edgar  Oppenheimer,  of  New  York; 
George  YV.  H.  Horre,  Harry  Bloch,  Emil  Stein, 
John  E.  Runnels,  of  New  Providence;  Henry  B. 
Orton,  of  Newark;  Thomas  J.  Walsh,  R.  M.  Nit- 
toli,  P.  duBois  Bunting,  S.  Franklin  Wade,  A.  R. 
Casilli,  Joseph  Funk,  George  W.  Strickland, 
George  Knauer,  Charles  F.  Jones,  G.  S.  Laird, 
of  Westfield;  Friend  B.  Gilpin,  of  Cranford; 
Frank  A.  Williams,  S.  A.  Oleynick,  Herbert  Vo- 
gel, Thomas  Prout,  of  Summit;  Frank  H. 
Warncke,  Joseph  W.  Dennin,  F.  W.  Sell,  Christo- 
pher A.  Brokaw,  Isadore  Stein,  Alfred  E.  Oakes, 
Lawrence  G.  Beisler,  of  Hillside;  Thomas  F.  Hig- 
gins, Anthony  W.  Lamy,  Sherwin  B.  Haseltine, 
G.  A.  Seymour,  L.  C.  Victor  du  Busc  and  Julius 
Gerendasy. 


A SOLILOQUY. 

The  following  contribution  to  the  gaiety  of 
nations  came  from  one  of  our  members  who  has 
recently  suffered  from  the  distressing  calamity 
mentioned  last  in  his  poetic  effusion,  and  the  fact 
that  he  could  compose  verse  at  such  a time  that 
he  is,  at  least,  not  a quitter. 

“If  two  little  lumps  can  give  you  the  dumps, 

Tucked  away  with  care  in  a neat  little  lair; 

And  two  little  corns,  like  cute  budding  horns. 

Project  from  your  toes  like  thorns  on  a rose; 

And  one  little  stye  on  the  lid  of  your  eye 

Makes  the  world  awry  and  a great  big  sigh; 

A boil  on  your  nose  will  surely  disclose 

You’re  a saint  or  a sinner,  a quitter  or  win- 
ner.” 

E.  S.  Corson,  Bridgeton,  New  Jersey. 
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County  Society  Reports. 


ATLANTIC  COUNTY. 

Joseph  H.  Marcus,  M.  D.,  Reporter. 

The  stated  monthly  meeting  of  the  Atlantic 
County  Medical  Society  was  held  at  the  Hotel 
Chalfonte,  Friday,  November  18,  1926.  The 

meeting  was  called  to  order  by  the  President, 
Dr.  D.  Ward  Scanlan. 

The  scientific  program  was  inaugurated  by 
Dr.  W.  Hex-sey  Thomas,  Professor  of  Genito- 
Urinary  Surgery  at  Temple  Medical  College, 
Philadelphia,  his  subject  being  "Chronic  Urinary 
Obstruction".  Dr.  Randle  C.  Rosenbei’ger,  Pro- 
fessor of  Hygiene  and  Bacteriology  at  Jefferson 
College,  concluded  the  program  with  his  topic, 
"Infections  of  the  Heart". 

Dr.  Thomas,  discussing  chronic  urinary  ob- 
struction, feels  that  there  is  existing  at  present 
insufficient  time  and  opportunity  in  the  various 
institutions  for  stressing  and  teaching  the  im- 
portance of  this  subject,  unlike  conditions  such 
as  acute  and  chronic  intestinal  obstruction  and 
acute  urinary  obstruction,  all  of  which  states 
are  well  discussed  and  diagnosed  with  more  or 
less  ease,  while  in  the  chronic  type  of  urinary 
obstruction  the  diagnosis  is  not  infrequently 
missed.  The  speaker  stressed  the  importance 
of  observing  phimotic  obstruction  in  the  new- 
born and  iix  the  stage  of  infancy,  and  that  one 
should  not  overlook  a small  meatus  as  this  con- 
dition is  quite  easily  corrected.  It  is  quite  im- 
portant to  have  the  patient  urinate  in  the  pres- 
ence. of  the  physician,  as  the  chai'acter  of  the 
stream  very  often  aids  in  diagnosis.  As  a rule, 
this  procedure  is  not  advisable  upon  the  patient's 
first  visit,  because  there  is  a certain  amount  of 
embarrassment,  which  disappears  oix  following 
visits.  The  author  stated  that  the  results  on  the 
kidney  were  the  same,  regardless  of  the  type  of 
urinary  obstruction,  and  not  infrequently  a 
chronic  urinary  obstruction  can  simulate  a 
chronic  nephritis,  and  no  laboratory  test  can 
differentiate  these  conditions. 

Dr.  Thomas  divided  the  causes  of  chronic 
urinary  obstruction  into  those  situated  above 
and  those  below  the  bladder.  The  common  in- 
l'ravesicular  causes  are  phimosis,  small  meatus, 
strictxire  of  the  urethi'a,  and  enlarged  prostate 
gland.  In  these  conditions,  hypertrophy  of  the 
bladder  will  eventually  occur,  but  the  urinary 
stream  is  well  ejected  with  force  as  long  as  the 
bladder  retains  its  muscular  tone.  The  sequence 
of  findings  are  dilation  of  the  ureter,  then  the 
pelvis  of  the  kidney  is  involved  mechanically, 
followed  by  hydronephrosis;  at  this  time,  the 
circulatoi'y  element  enters  into  the  picture,  with 
resultant  atrophy  of  the  kidney  and  an  infected 
pyelonephritis.  In  obstruction  below  the  blad- 
der, the  bladder  saves  the  patient,  presenting 
functional  symptoms  for  a time,  and  at  this  stage 
the  speaker  stressed  the  value  of  early  treat- 
ment, which  in  most  instances  will  be  provoca- 
tive of  splendid  results.  In  obstruction  above 
the  bladder  (supravesicular  anatomic  changes 
promptly  occur,  but  the  symptoms  in  the  be- 
ginning are  not  very  marked.  In  an  examina- 
tion of  the  genital  oi'gans,  don't  overlook  search- 
ing for  para-urethral  sinuses  in  the  vicinity  of 
the  meatus.  The  most  common  types  presenting 
chronic  urinary  obstruction  are:  (1)  Stricture; 

(2)  prostatic  enlargement. 

(1)  Stricture.  Dr.  Thomas  stated  that  this 
condition  is  prevalent  in  85%  of  those  patients 
who  have  been  infected  with  gonorrhea,  making 


it  a necessai-y  and  invaluable  procedure  to  treat 
properly  the  terminal  stage  of  this  widely  spread 
venereal  disease.  In  the  treatment,  the  stage 
of  decline  is  most  important  and  the  instrument 
of  choice  is  a urethral  sound.  He  cautioned  the 
physician  in  using  the  proper  technic  and  es- 
pecially in  cultivating  a gentleness  in  this  pro- 
cedure. Dr.  Thomas’  dictum  is  that  a patient 
should  never  be  discharged  until  sounds  have 
been  passed.  It  is  advisable  to  discuss  with  the 
patient  in  a thorough  manner  the  exact  situation 
of  this  condition  with  its  frequent  disastrous 
end-results  if  the  patient  is  not  cooperative;  as 
is  obvious  to  all,  the  preventive  treatment  is 
most  important.  In  the  treatment  of  stricture, 
Dr.  Thomas  advocates  gradual  dilation,  which 
he  feels,  surpasses  all  other  methods;  and  even 
when  sui-gical  interference  has  been  instituted 
the  sounds,  nevertheless,  should  be  passed  at 
stated  intervals,  following  the  opei-ation.  As  a 
rule,  the  old  strictures  present  themselves  4 to  6 
years  after  infection. 

(2)  Prostatic  enlargement.  The  speaker  main- 
tained that  a prostatectomy  should  never  be  an 
emergency  procedure,  and  the  necessax-y  clinical 
and  laboratoi-y  procedures  should  at  all  times 
be  instituted  before  operation.  This  statement 
holds  true,  regarding  stricture  as  well.  In  quot- 
ing Hunt’s  statistics,  from  the  Mayo  Clinic,  Dr. 
Thomas  said:  Of  a series  of  43  7 cases  treated  by 
preliminary  cystotomy,  there  was  a resultant 
mortality  of  7.5%.  In  a second  series  that  em- 
bodied 666  c’ases  in  good  condition  and  in  which 
no  preparation  was  necessai-y,  there  was  a mor- 
tality of  6.6%.  In  a third  series  of  680  cases  in 
which  the  patient  was  prepared  and  the  kidney 
function  stabilized,  the  resultant  mortality  was 
3.2%.  The  fatal  results  produced  by  pulmonary 
embolism  should  always  be  kept  in  mind.  In 
113  deaths  in  a series  of  prostatic  operations  at 
the  Mayo  clinic  there  were  13  due  to  pulmonary 
embolus,  of  which  number  11  had  been  con- 
sidered good  surgical  risks.  In  his  closing  re- 
marks, he  maintained  that  it  was  always  ad- 
visable in  emptying  the  bladder  with  a catheter 
in  retention  caused  by  obstruction,  to  leave  some 
contents  remaining  within,  and  to  empty  the 
bladder  gradually. 

Dr.  Thomas’  subject  was  discussed  by  Drs. 
Karl  M.  Scott  and  Edgar  Durnall. 

The  program  was  continued  by  Dr.  Randle 
C.  Rosenberger,  who  stated  clearly  and  em- 
phatically that  we  owe  it  to  the  public  and  to 
ourselves  and  colleagues,  to  make  a more  ac- 
curate diagnosis  in  the  type  of  case  of  which  we 
read  so  often  in  the  press  as  "Heart  Failure’’, 
“Acute  Indigestion”,  etc.  He  further  urged  a 
more  specific  character  of  diagnosis  and  especi- 
ally emphasized  the  types  of  heart  disease  caused 
by  the  toxins  of  diphtheria,  syphilis,  and  the 
acute  bacterial  disease.  We  should  constantly 
bear  in  mind  the  end-results  caused  by  focal  in- 
fections, infected  tonsils,  rheumatism  and  chorea. 
All  of  these  above  mentioned  conditions  should 
at  all  times  be  kept  in  mind  as  these  toxins  not 
infrequently  produce  a degenerative  or  necrotic 
change  in  the  heart  muscle,  thus  making  obvious 
the  importance  of  considering  the  diseases  of 
childhood  when  called  upon  to  attend  a patient 
suffering  from  certain  mairifestatiohs  of  the 
heart. 

In  considering  the  pathology  of  heart  lesions, 
Dr.  Rosenbei-ger  includes  these  structures:  The 
myocardium,  the  valves,  the  mural  endocardium 
and  pericardium. 

The  myocardium,  as  a rule,  is  infected  as  a re- 
sult of  pyemia  or  by  infective  emboli;  by  exten- 
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sion  of  pyogenic  valvular  lesion  and  infection 
directly  from  the  pericardium,  diphtheria,  scar- 
let fever  and  typhoid  will  often  give  rise  to  ne- 
crosis or  hyaline  degeneration  of  the  heart  mus- 
cle; less  rarely  from  tuberculosis. 

Syphilis  of  the  heart  muscle  may  be  evident 
in  the  formation  of  gummas,  which  may  be 
small  or  large,  and  also  may  manifest  itself  as 
a disease  of  the  small  vessels  of  the  heart,  lead- 
ing to  occlusion  of  the  vessels  and  subsequent 
degenerative  changes  in  the  myocardium. 

Actinomycosis  has  been  noted  in  the  myocar- 
dium but  it  is  rare.  It  is  not  uncommon  to  have 
a bacterial  infection  as  a result  of  the  lodging 
of  pyogenic  bacteria.  Dr.  Rosenberger  maintains 
that  acute  articular  rheumatism  and  chorea  are 
the  causes  in  the  majority  of  cases,  of  simple  en- 
docarditis and  further  stated  that  rhertmatism  is 
of  an  infective  origin,  though  a specific  organism 
has  not  been  isolated.  He  mentioned  the  experi- 
ments of  Poynton  and  Payne  and  also  of  Walker, 
in  which  they  isolated  in  a number  of  cases  of 
this  infection  an  organism  and  injected  it  in- 
travenously into  rabbits,  in  due  time  presenting 
joint  lesions  and  valvular  vegetations. 

Streptococci  have  also  been  isolated.  In  the 
infective  form  of  the  disease,  bacteria,  gaining 
a foothold  upon  the  valve,  immediately  multiply, 
and  in  a short  time  a lesion  is  formed.  When 
portions  of  these  valve  leaflets  or  growths  there- 
on are  swept  off  into  the  circulation  the  result 
is  pyemia  and  possibly  death.  During  the  prog- 
ress of  infection,  if  a blood  culture  is  made,  the 
causative  organism  can  occasionally  be  isolated. 
Dr.  Rosenberger  inoculates  the  blood  obtained 
on  agar  or  mixes  the  blood  with  previously 
melted  agar  at  a temperature  of  40  to  42°  C. 
When  there  are  not  bacterial  growths  within  24 
hours,  he  deems  it  necessary  to  keep  the  prepa- 
ration under  observation  for  a number  of  days 
until  a positive  or  negative  result  is  recorded. 
He  stated  that  the  mitral  valve  is  the  one  most 
commonly  involved.  Regarding  the  subacute 
form  of  endocarditis,  he  quotes  Libman  as  stat- 
ing that  the  streptococcus  viridans  is  responsi- 
ble for  95%  of  all  such  cases,  while  the  bacillus 
of  influenza  is  responsible  for  the  remaining  5%. 

Rosenberger  feels  that  the  gonococcus  may 
produce  subacute  endocarditis.  The  well  known 
focal  infections  he  mentioned  as,  infected  ton- 
sils, mastoid  disease,  broken  down  glands,  os- 
teomyelitis, and  gonorrhea.  In  327  cases  of  in- 
fective endocarditis,  11%  were  due  to  the  gono- 
coccus. 

Infective  endocarditis  also  may  be  caused  by 
the  pneumococcus,  either  as  a complication  of 
pneumonia  or  independent  of  pulmonary  dis- 
ease. It  is  a well  known  fact  that  this  organism 
is  found  in  a large  number  of  primary  infections, 
such  as  peritonitis.  meningitis,  pseudomem- 
braneous  angina  and  conjunctivitis.  When  due 
to  the  pneumococcus  the  subsequent  endocardi- 
tis is  severe  and  generally  runs  a rapid  course. 

Organisms  less  commonly  met  with  than  those 
already  mentioned  comprise  the  Bacillus  tuber- 
culosis, Bacillus  pyocyaneous,  meningococcus, 
Bacillus  influenza,  Bacillus  diphtheria  and  Micro- 
coccus zymogenes.  The  colon  bacillus  may  oc- 
casionally be  found  but  usually  represents  a ter- 
minal infection. 

In  summing  up,  therefore,  the  bacteriology  of 
diseases  of  the  heart  the  most  outstanding  fea- 
tures are  the  involvement  especially  of  the  val- 
vula!r  endocardium  by  direct  implantation  of 
bacteria;  the  excessive  degree  of  vegetation 
formation:  the  likelihood  of  infective  or  septic 
emboli;  development  of  pyemia  and  thrombosis 
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of  the  coronary  or  other  arteries;  extension  of 
the  infective  process  to  the  myocardium;  de- 
struction of  the  heart  wall  .by  pyogenic  process; 
presence  in  the  blood  stream  and  vegetation  of 
the  causative  organism;  and  making  the  diag- 
nosis by  blood  culture  imperative  in  suspected  or 
suspicious  cases  of  this  type  of  infection. 

Dr.  Rosenberger’s  presentation  was  discussed 
by  Dr.  R.  A.  Kilduffe,  Director  of  the  Atlantic 
City  Hospital  Laboratories,  and  Dr.  W.  J.  Car- 
rington. A rising  vote  of  thanks  was  tendered 
to  the  2 speakers  for  their  practical  presenta- 
tions, which  were  replete  with  valuable  sugges- 
tions. 

Following  the  scientific  part  of  the  meeting, 
the  business  procedure  of  the  society  was  in- 
itiated. Dr.  C.  B.  Kaighn,  secretary  pro-tem, 
read  the  minutes  of  the  previous  meeting,  which 
were  approved.  Drs.  Charles  Bates,  and  W.  B. 
Stewart,  Jr.,  were  accepted  as  members  to  the 
county  medical  society.  Dr.  J.  A.  Bradley  was 
transferred  from  the  Philadelphia  County  Medi- 
cal Society,  and  W.  B.  Olmstead  from  the  Mer- 
cer County  Medical  Society;  both  physicians  be- 
ing in  good  standing  in  their  respective  societies 
were  admitted  to  the  Atlantic  County  Medical 
Society. 

Dr.  W.  J.  Carrington  offered  an  amendment 
to  the  constitution,  which  has  for  its  purpose 
“that  the  officers  be  elected  at  the  November 
meeting,  but  commence  their  official  duties  with 
the  January  meeting;  that  the  president  be  em- 
powered to  appoint  a nominating  committee, 
which  committee  shall  present  before  the  mem- 
bers the  candidates  for  office;  that  other  nomina- 
tions for  officers  may  be  made  by  members  ir- 
respective of  the  nominating  committee’s  report: 
that  because  of  the  large  number  of  prospective 
candidates  for  the  presidency  in  the  future,  the 
term  of  this  office  be  limited  to  1 year.” 

Dr.  W.  Blair  Stewart,  as  Chairman  of  the 
Public  Health  and  Legislation  Committee,  with 
Drs.  E.  H.  Harvey  and  W.  J.  Carrington,  re- 
counted the  past  activities  of  this  body.  Dr. 
Stewart’s  report,  which  embodied  a period  of  15 
years,  was  extremely  interesting  and  afforded  the 
members  a splendid  visual  picture  of  the  extreme 
activity  of  this  highly  important  body. 

The  election  of  officers  followed:  President, 

Charles  B.  Kaighn;  Vice-President,  Charles  Cun- 
ningham; Secretary,  Edward  Uzzell;  Reporter, 
Harold  S.  Davidson;  Annual  Delegates — John  F. 
Massey,  Leland  Madden,  E.  L.  Harley,  J.  H. 
Marcus,  Norman  Quinn;  Alternate  Delegates — 
H.  S.  Davidson,  John  Pennington,  Karl  Scott,  S. 
L.  Winn  and  J.  Stalberg. 

Dr.  Joseph  H.  Marcus  extended  the  apprecia- 
tive thanks  of  the  society  to  its  President,  Dr. 
D.  Ward  Scanlan,  who  has  served  in  a most 
laudable  manner  and  who  was  instrumental  in 
obtaining  highly  educational  and  instructive  pre- 
sentations for  the  society.  Dr.  Scanlan  re- 
plied that  the  task  alloted  him  was  a thoroughly 
enjoyable  one  and  he  was  very  happy  in  being 
able  to  serve. 

Dr.  Edgar  Darnall  presented  his  annual  report 
as  Chairman  of  the  Library  Committee. 

Following  a vote  of  thanks  by  members  of  the 
society  to  the  Chalfonte  Hotel  for  courtesies  ex- 
tended, the  meeting  adjourned. 


Atlantic  City  Hospital  Staff 
Joseph  H.  Marcus,  M.  D.,  Secretary. 

The  monthly  meeting  of  the  Atlantic  City  Hos- 
pital Staff  was  held  in  the  auditorium  of  the 
Nurses’  Home  on  November  19,  1926.  The  meet- 
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ing  was  called  to  order  by  Dr.  Richard  Bew, 
President.  The  members  in  attendance  were: 
Drs.  Bew,  Stewart,  Jr.,  Filer,  Chew,  Silvers,  Sense- 
man,  Andrews,  Barbash,  Kilduft'e,  Harley,  Charl- 
ton, Winn,  Reyner,  Rosenberger,  Marcus,  David- 
son, Scanlan,  Carrington,  Ratelift'e,  McGeehan, 
Poland,  Marvel,  Jr.,  Hyman,  Ireland,  Subin, 
Shivers,  Quinn,  Uzzell,  Rosenblatt,  Kaighn, 
Brown,  Conaway,  and  Walker. 

The  minutes  of  the  previous  meeting  were 
read  and  approved.  Dr.  Theodore  Senseman, 
submitting  his  report  for  the  Training  School 
Committee,  stated  that  there  has  been  a marked 
increase  in  the  number  of  students,  and  that  the 
quality  and  character  of  the  pupils  ranked  very 
high. 

Dr.  Senseman  presented  the  following  motion, 
which  was  unanimously  adopted:  Due  to  indis- 
criminate parking  and  severe  congestion  on  Ohio 
between  Atlantic  and  Pacific  Avenues,  certain 
hardships  are  constantly  experienced  by  mem- 
bers of  the  Hospital  Staff  in  finding  nearby  and 
convenient  locations  for  their  automobiles.  It  is 
the  earnest  desire  of  this  Staff  that  certain  space 
be  reserved  for  at  least  12  automobiles,  such  a 
designated  area  to  be  marked  specifically  for 
physicians,  in  whatever  manner  you  deem  best 
and  in  the  immediate  vicinity  of  the  main  en- 
trance on  Ohio  Avenue. 

The  secretary  was  instructed  to  present  this 
resolution,  in  letter  form,  to  the  Mayor.  Dis- 
pensing with  other  routine  business  procedures 
and  committee  reports,  the  Scientific  Program 
was  instituted. 

Dr.  Robert  A.  Kilduft'e,  Director  of  the  Atlan- 
tic City  Hospital  Laboratories,  prefaced  his  talk 
on  ‘ Chemotherapy  of  Streptococcemia”  by  stat- 
ing that  in  recent  years  a great  deal  of  study 
has  been  directed  toward  an  efficient  method  for 
the  treatment  of  blood  stream  infection  by  the 
intravenous  administration  of  various  dye  com- 
pounds. He  directed  this  discussion  particularly 
to  mercurochrome — 220  soluble,  a product  form- 
ed by  the  combination  of  mercury  and  a fluo- 
rescent dye.  Conflicting  reports  exist  at  the 
present  time  regarding  the  use  of  this  drug. 

Quoting  Walker’s  experience,  he  finds  no  in- 
crease in  bactericidal  activity  toward  the  colon 
bacillus  in  mercurochrome  solution  as  strong  as 
1:400,  but  that  concentrations  of  1:200  cause  the 
bactericidal  activity  of  the  blood  to  be  destroyed. 

Dr.  Kilduft'e  seemed  certain  of  the  following: 
(1)  Mercurochrome  may  be  bactericidal  for  cer- 
tain bacteria.  (2)  For  certain  other  organisms 
mercurochrome  may  be  bacteriostatic;  capable  of 
inhabiting  their  growth  without  necessarily  en- 
compassing their  destruction.  (3)  Chemotherapy 
can  not  be  disassociated  from  the  possibility  of 
chemopathology,  which  may  be  cumulative,  dan- 
gerous, and  even  fatal.  He  concisely  and  briefly- 
reviewed  the  most  important  experimental  works 
of  Young,  Scott  and  Hill;  Hill  and  Bidgood;  St. 
George;  Corper  and  Churchman. 

The  indications  for  usage  and  the  ultimate  re- 
sults from  the  use  of  dye  therapy,  especially  mer- 
curchrome,  were  stressed  by  the  author  as  de- 
pending upon  4 factors:  (a)  Tfie  virulence  of 

the  invading  organism;  (b)  accessibility  to  treat- 
ment of  their  source,  e.g.  focus  of  infection;  (c) 
resistance  of  the  patient;  (d)  the  site  and  grav- 
ity of  the  secondary  lesions  in  various  tissues  or 
organs  resulting  from  bacterial  localization. 

In  the  report  of  the  following  case,  Dr.  Kil- 
duffe  kept  in  mind  the  above  mentioned  factors, 
and  endeavored  to  determine  the  frequency  and 
amount  of  dye  given  by  a study  of  the  blood 
count,  in  order  to  elicit  information  not  made 


obvious  in  the  clinical  picture.  This  case  report 
was  made  possible  by  the  courtesy  of  Dr.  Theo- 
dore Senseman  and  Dr.  James  H.  Mason.  The 
history  is  as  follows: 

Truck  driver,  aged  40  was  struck  by  an  auto- 
mobile on  March  13,  1926.  He  was  admitted  to 
the  hospital  suffering  from  shock  and  complain- 
ing of  pain  and  loss  of  function  in  the  left  leg 
and  thigh.  Physical  examination  revealed  a 
compound,  comminuted  fracture  of  the  left 
femur;  small  puncture  wound  in  the  posterior 
aspect  of  the  left  thigh;  with  multiple  abrasions. 
The  roentgenogram  showed  an  ‘ oblique  fracture 
of  the  femur  just  above  the  condyle,  with  a step 
fracture  about  3 in.  above  the  knee”.  Another 
view  taken  on  March  15,  demonstrated  a ‘‘dish- 
ing” of  the  femur,  the  middle  fragments  being 
above  the  upper  and  lower  fragments,  with 
marked  comminution  of  all.  The  fracture  was 
again  reduced,  the  leg  placed  on  double  inclined 
plane,  but  due  to  the  difficulty  experienced  in 
maintaining  good  position,  an  open  reduction  was 
performed  on  March  25,  and  a Lane  plate  in- 
serted. 

March  2 7.  Sudden  rise  of  temperature  to 
101.5°  F.  without  accompanying  symptoms. 
March  2 8.  Temperature  normal,  patient  com- 
plaining of  much  pain  in  the  leg,  which  has  been 
more  or  less  constant.  April  10.  Considerable 
amount  of  drainage  from  the  wound,  tempera- 
ture rising  and  patient  complaining  of  pain  and 
drowsiness.  April  16.  Three  weeks  after  opera- 
tion. Temperature  suddenly  arose  to  103°  ac- 
companied by  a chill.  Large  amount  of  sero- 
purulent  drainage.  Temperature  next  few  days 
ranged  from  9 9°  to  102°.  Restless,  irritable,  no 
appetite. 

April  21.  Temperature  105°,  pain  in  the  leg 
not  as  marked,  patient  more  toxic,  drainage 
greatly  reduced. 

April  22.  Temperature  range  105°  to  106°; 
patient  delirious.  Leukocytes  16,400;  neutro- 
phils 80%;  leukocytic  index  6.8.  Blood  culture 
revealed  a nonhemolytic  streptococcus. 

April  23.  Dr.  Kilduffe  first  saw  patient.  Tem- 
perature range  103°  to  104°;  delirious,  pallid, 
covered  with  a clammy  sweat,  in  very  poor  con- 
dition. Patient  was  in  a desperate  state  and 
prognosis  grave.  It  was  decided  to. use  mercuro- 
chrome— 220  soluble.  Dr.  Kilduffe  determined 
treatment  with  a definite  departure,  in  view  of 
the  strength  and  frequency  usually  advocated, 
believing  that  an  attempt  to  sterilize  the  blood 
stream  by  chemotherapy  constitutes  only  a part 
of  the  story  and  that  sudden,  massive  steriliza- 
tion is  not  in  itself  necessarily  desirable.  The 
object  in  view  to  produce,  if  possible,  a definite 
degree  of  bacteriostasis,  rather  than  bacterioly- 
sis, and  to  produce  a minimum  of  reaction.  Ac- 
cordingly, 5 c.c.  of  1 % mercurochrome  was  in- 
jected intravenously,  immediately  following  the 
taking  of  a blood  culture.  Three  hours  later  the 
patient  had  a severe  chill,  temperature  rising 
to  103°:  April  24.  At  4 a.  m.  the  temperature 
fell  to  97°F.,  patient  sweating  profusely,  pulse 
weak,  general  condition  that  of  collapse.  Dr. 
Kilduffe  maintained  that  this  sequence  of  events 
was  due  to  the  liberation  and  absorption  of 
streptococcal  endotoxin.  April  24,  11  a.  m.  The 
general  appearance  of  the  patient  was  quite 
startling;  his  mind  was  clear  and  he  was  reading 
a newspaper.  Temperature  at  9 a.  m.  was  99° 
but  soon  commenced  to  rise.  At  11:30  a.  m. 
blood  culture  was  taken  and  5 c.c.  of  0.5%  mer- 
curochrome was  injected  through  the  same 
needle.  By  midnight  the  temperature  had  risen 
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to  105°  accompanied  by  transient  spells  of  de- 
lirium and  numerous  chills. 

April  25.  At  6 a.  m.  temperature  had  fallen 
to  100°,  accompanied  by  profuse  sweating. 
Leukocytes  15,150,  neutrophiles  97%  and  a 
leukocytic  index  of  32.5.  April  26,  leukocytes 
11,250,  neutrophiles  84%,  leukocytic  index  5.  The 
drainage  from  the  wound  was  scanty,  seropuru- 
lent  and  upon  culture,  nonhemolytic  streptococci, 
staphylococcus  aureus,  and  bacilli  of  Friedlander 
type  were  found.  The  wound  was  frequently  ir- 
rigated with  mercurochrome-acetone  solution, 
diluted  to  half  strength. 

April  27.  Leukocyte  index  3.6;  leukocytes 
11.2  76;  neutrophiles  76%.  Temperature  range 
99°  to  101°  F.  April  28.  Leukocytes  12,100; 
neutrophiles  73%;  and  leukocytic  index  3.  Men- 
tal condition  somewhat  hazy,  general  condition 
good,  temperature  9 9°.  In  the  afternoon,  tem- 
perature arose  to  103°.  Leukocytes  at  this  time 
12,650;  neutrophiles  86%;  leukocytic  index  6.6. 
Intravenous  injection  of  3.5  c.c.  of  0.5%  mer- 
curochrome  were  given.  Few  hours  later  tem- 
perature rose  to  104°  and  dropped  to  9 7.5°  at 
5 a.  m.  the  following  morning.  Blood  culture  at 
this  time  gave  2 colonies  of  streptococci.  April 
29.  Leukocytes  12,250;  neutrophiles  69%; 
leukocytic  index  2.6.  Blood  culture  was  sterile, 
general  condition  remained  satisfactory.  Free 
drainage  from  the  wound  and  Carel-Dakin  drip 
was  inserted. 

May  5.  Culture  from  wound  showed  few 
staphylococci.  General  progress  very  satisfac- 
tory. May  13.  At  5:30  a.  m.  and  at  2 p.  m. 
patient  had  a chill.  Temperature  103.2°  and 
3.5  c.c.  of  0.5%  mercuroehrome  were  injected 
intravenously  after  taking  a blood  culture.  Four 
days  later  streptococci  were  recovered  in  small 
numbers.  On  the  same  day,  8 hour  after  the  in- 
jection, temperature  was  98°  and  on  the  follow- 
ing day,  blood  count  was  leukocytes  10,450, 
neutrophiles  87%;  with  a leukocytic  index  of  7. 
May  15.  Leukocytes  9 300;  neutrophiles  74%; 
leukocytic  index  2.9.  Drainage  very  slight  and 
Dakin  solution  replaced  by  a saline  drip.  Ro- 
entgenographic  examination  at  this  time  showed 
extensive  erosion  of  the  femur  in  the  neighbor- 
hood of  the  plate,  the  upper  screw  of  which  ap- 
peared to  have  become  loosened.  The  lower 
portion  of  the  upper  fragment  showed  an  area 
of  absorption  suggesting  the  presence  of  a pocket 
of  infection. 

June  8.  General  condition  good;  plate  re- 
moved under  gas  anesthesia;  no  pockets  of  in- 
fection found.  The  wound  healed  nicely  and  the 
patient  discharged  June  26,  and  is  at  the  present 
time  at  work  with  very  good  functional  results. 
Dr.  Kilduffe  emphasized  that  the  total  volume 
of  mercuroehrome  injected  was  17  c.c.,  the  total 
mercuroehrome  content  being  0.11  gm.;  all  quan- 
titites  being  much  below  the  amounts  usually 
given  in  a single  dose.  He  further  states  that 
the  frequency  of  dosage  was  determined  by  the 
leukocytic  as  well  as  the  clinical  picture  as  in- 
dicating the  progress  of  the  battle  between  the 
patient  and  his  bacterial  antagonists. 

Dr.  Kilduffe  formulated  the  following  conclu- 
sions as  interpreted  by  him  from  his  experience. 

(1)  The  treatment  of  bacteriemia  by  the  in- 
travenous injection  of  mercuroehrome — 220  solu- 
ble should  not  be  directed  solely  toward  the  im- 
mediate production  of  a therapia  sterilans 
magna. 

(2)  The  bacteriostatic  effect  of  the  drug  is  of 
equal  importance  with  its  bacterial  activity. 

(3)  From  these  premises  it  follows  that  the 
strength  and  amount  of  solution  injected  are  not 


to  be  arbitrarily  selected  on  the  basis  of  the  de- 
gree of  bactericidal  effect  it  may  be  possible  to 
produce  but  should  be  determined  by  the  clini- 
cal and  bacteriologic  picture  of  the  particular 
case. 

(4)  The  frequency  of  dosage  should  be  de- 
termined by  the  leukocytic  index  as  indicating 
the  progress  of  the  battle  between  the  patient 
and  the  invading  bacteria. 

(5)  Massive  and  frequent  intravenous  doses 
of  mercuroehrome — 220  soluble  are  not  necessary 
as  a routine  method  of  treatment. 

(6)  The  sudden  absorption  of  massive  doses 
of  endotoxin  as  a result  of  sudden  and  massive 
bacterial  destruction  in  the  blood  stream  pos- 
sesses elements  of  danger  and  should  be  avoided. 

(7)  The  production  of  some  degree  of  reaction 
is  to  be  sought  for  because  of  the  therapeutic 
value  of  protein  shock. 

(8)  It  is  possible  to  sterilize  the  blood  stream 
in  the  presence  of  streptococcemia  by  the  injec- 
tion of  small  amounts  of  mercuroehrome  at  ir- 
regular intervals,  the  sterilization  being  proba- 
bly due  to  the  opportunity  afforded  by  the  in- 
duced bacteriostasis  for  the  moblization  of  the 
resisting  powers  of  the  patient  rather  than  to  the 
bactericidal  effect  of  the  drug. 

(9)  Treatment  of  an  accessible  focus  of  in- 
fection is  an  important  element  and  should  not 
be  neglected. 

(10)  In  view  of  the  above  premises  both  the 
strength  of  the  dose  and  the  frequency  of  ad- 
ministration of  mercurichrome  solutions  should 
be  modified. 

Discussions. 

Dr.  W.  J.  G.  Carrington  questioned  the  use  of 
chemotherapy  in  puerperal  sepsis,  briefly  stating 
his  experience  with  quinin  salvarsan,  formalin 
and  urotropin. 

Dr.  Samuel  Barbash  has  never  used  chemo- 
therapy in  the  smaller  doses,  as  outlined  by  Dr. 
Kilduffe.  His  previous  experiences  were  with 
large  doses  in  which  mercuroehrome  was  used. 
The  conditions  were  lobar  pneumonia,  broncho- 
pneumonia, and  acute  articular  rheumatism. 
His  opinion  is  that  beneficial  results  were  ob- 
tained by  the  use  of  chemotherapy  and  he  com- 
mended Dr.  Kilduffe  for  his  scientific  and  ac- 
curate observations. 

Dr.  Walt  P.  Conaway  reported  a case  of  gen- 
eral septic  infection  following  a pelvic  infection, 
in  which  no  results  were  obtained  by  the  use  of 
chemotherapy,  probably  due  to  the  fact  that  the 
patient  was  in  such  a desperate  condition. 

Dr.  Harold  S.  Davidson  stated  that  conclusions 
should  be  drawn  not  from  a few  cases,  but  from 
scientific  observations  and  deductions  resulting 
from  a large  number  of  cases. 

Dr.  Clarence  L.  Andrews.  In  a case  of  pan- 
carditis with  infection  of  the  blood  stream,  there- 
was  temporary  benefit  derived  from  chemothe- 
rapy. In  cases  of  severe  endocarditis,  he  felt  that 
the  usual  sequence  of  events  very  often  typify  a 
reinfection  from  a primary  focus. 

Dr.  W.  B.  Stewart,  Jr.,  stated  that  Dr.  Young, 
of  Baltimore,  is  now  inclined  to  favor  the  smaller 
dosage,  and  that  the  bacteriostatic  effect  is  what 
is  hoped  for  primarily. 

Dr.  Theodore  Sense-man  emphatically  main- 
tained that  chemotherapy  should  be  used  by  an 
expert  and  given  with  utmost  precision,  the  use 
of  chemotherapy  being  a highly  specialized  jtro- 
cedure. 

Dr.  Richard  Bew  recommended  mercuro- 
chrome  in  smaller  doses  than  formerly  used. 
He  emphasized  the  active  treatment  of  the  prim- 
ary focus  and  that  chemotherapy  must  be  used 


JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Dec.,  1926. 


660 


in  a scrupulously  careful  manner;  conclusions 
should  be  drawn  only  from  a series  of  cases. 

Dr.  Kilduffe,  in  closing  the  discussions,  again 
outlined  briefly  the  true  scope  of  the  chemothe- 
rapy as  set  forth  in  the  conclusions  before  men- 
tioned. He  again  emphasized  the  importance  of 
treating  the  patient  as  an  individual,  ascertaining 
the  organism  that  it  to  be  attacked;  use  chemo- 
therapy early  and  not  when  the  patient  is  on  the 
verge  of  dissolution;  trying  to  institute  treat- 
ment when  patient  is  able  to  respond.  Never  use 
drugs  arbitrarily,  but  treat  the  infection  and  pa- 
tient as  distinct  relative  entities. 

The  program  was  continued  by  Dr.  H.  L.  Har- 
ley, with  the  report  of  the  Ophthalmologic  Ser- 
vice extending  from  May  to  October,  1926.  The 
total  number  of  cases  treated  were  168,  this 
smaller  number  than  under  normal  conditions 
being  due  to  the  rebuilding  of  the  hospital. 
Speaking  of  punctured  wounds  of  the  globe,  there 
were  9 in  number,  4 of  which  were  not  enu- 
cleated; the  remaining  5 were  so  badly  trauma- 
tized that  they  required  enucleation.  The  fol- 
lowing report  of  quinin  amaurosis  was  presented. 
In  an  exhaustive  search  of  the  literature  Dr. 
Harley  concluded  that  blindness  due  to  quinin 
poisoning  is  very  unusual  and  most  frequently 
presents  total  blindness.  There  are  some  40 
drugs,  producing  toxic  amblyopias,  some  of  which 
are;  tobacco,  lead,  carbon-dioxid,  coffee,  tea, 
mercury,  salvarsan  (old  types)  optochin,  carbon 
bisulphide. 

Patient  admitted  January,  1926,  complaining 
of  sudden  and  complete  loss  of  vision.  Four  days 
after  admission,  examination  of  the  eye  revealed 
very  small  vessels,  slight  haze  of  the  retina,  pale 
disk,  in  conjunction  with  a diminution  of  the 
light  sense  and  color  sense.  Six  months  later 
the  salient  features  were,  restriction  of  the  field 
of  vision,  atrophy  of  the  nerve  ends,  good  cen- 
tral vision,  20/2.0  in  each  eye. 

September  22.  Patient  unable  to  see.  Hot 
baths  and  potassium  iodide  in  large  doses,  re- 
sulted in  slight  return  of  vision.  It  was  later 
learned  that  120  gr.  of  quinin  had  been  taken 
with  suicidal  attempt.  In  discussing  the  ophthal- 
moscopic signs  Dr.  Harley  stated  that  there  may 
be  no  signs  present  for  the  first  few  days  after 
which  the  characteristic  signs,  as  mentioned 
above,  may  be  noted;  in  addition  a cherry  red 
spot  in  the  macula  may  be  observed.  In  dis- 
cussing the  differential  diagnosis  between  methyl 
alcohol  and  quinin  poisoning  the  history  of  poi- 
soning, odor  of  the  breath,  suddeness  of  blind- 
ness, formaldehyde  and  formic  acid  in  the  urine, 
all  favor  a diagnosis  of  alcohol  toxicity. 

Discussion. 

Dr.  Clarence  L.  Andrews  stressed  the  impor- 
tance of  the  urinary  findings,  and  a careful  his- 
tory being  very  important  in  arriving  at  differ- 
ential diagnosis.  He  outlined  in  brief  a series  of 
9 cases  of  methyl  alcohol  poisoning  in  which 
the  following  treatment  was  instituted,  with  re- 
coveries in  all  cases:  Respiratory  and  cardiac 

stimulation,  stomach  lavage,  and  the  adminis- 
tration of  sodium  bicarbonate  by  bowel,  by 
mouth  and  intravenously.  One  case  presented 
the  clinical  manifestations  of  neurosyphilis, 
which  symptoms  diminished  in  intensity  and 
finally  disappeared  after  thorough  alkalization. 

Dr.  Theodore  Senseman  stressed  the  impor- 
tance of  careful  interpretation  in  head  injuries; 
felt  that  clinical  manifestations  of  the  patient 
were  to  be  regared  primarily  in  influencing  sur- 
gical intervention. 


Dr.  Richard  Bew  outlined  the  treatment  of 
45  cases  of  methyl  alcohol  poisoning,  which  in- 
cidence of  cases  occurred  shortly  after  the  pass- 
ing of  the  Volstead  Act.  In  all  cases  the  alkali 
treatment  was  given.  Dr.  Bew  warned  against 
using  an  excessive  amount  of  sodium  bicarbon- 
ate, as  a more  or  less  serious  alkalosis  can  be 
produced. 


BERGEN  COUNTY. 

H.  B.  Wolowitz,  M.  D.,  Reporter. 

On  November  9 the  regular  meeting  of  the 
Bergen  County  Society  was  held  at  the  Hacken- 
sack Hospital,  Dr.  M.  J.  Sullivan  presiding. 

The  transfer  of  Dr.  Enrico  Gnasso,  Cliffside, 
from  the  Essex  County  Society  was  accepted. 

Applications  for  membership  were  received 
from  Drs.  Bickner,  Rutherford,  and  D’Agostin, 
Cliffside. 

The  speaker  of  the  evening,  Dr.  Louis  Carp, 
dealt  with  the  “Diagnosis  and  Treatment  of 
Branchial  Fistula”.  A few  notes  follow: 

Branchial  fistulas  are  uncommon,  as  is  shown 
by  the  fact  that  at  the  Presbyterian  Hospital  in 
New  l’ork  there  have  been  only  18  cases  operated 
on  and  pathologically  prove>n  since  1915.  All 
complete  branchial  fistulas  open  into  the  pharynx 
at  one  spot,  the  supratonsillar  fossa.  The  ex- 
ternal opening  varies  in  position  relative  to  the 
midltne;  it  is  dependent  upon  the  growth  of  the 
second  branchial  arch  in  the  embryo  and  may 
be  anywhere  from  the  mandible  to  the  clavicle. 
In  making  a diagnosis  it  must  at  times  be  dif- 
ferentiated from  a cold  abscess.  Aspirated  fluid 
•will  show  no  mononuclears,  as  are  fou-nd  in  T.  B. 
glands:  the  latter  show  some  degree  of  calcifica- 
tion so  an  x-ray  may  be  of  value.  The  passage 
of  a probe  or  the  injection  of  methylene-blue  is 
helpful  in  complete  fistula.  In  time  there  is  a 
foul  discharge  into  the  pharynx  due  to  infection 
of  the  tract. 

A trick  in  operating  on  these  cases  is  to  dis- 
sect the  tract  almost  to  the  pharynx,  then  insert 
a probe  along  the  remaining  sinus  into  the 
pharynx,  tie  the  end  of  the  sinus  wall  to  the  probe, 
and  pull  the  probe  through  into  the  pharynx,  thus 
inverting  the  sinus.  All  of  the  tract  must  be  re- 
moved or  a recurrence  is  had  in  about  6 months. 
Conservative  treatment  is  useless.  To  actually 
determine  a cure  patients  must  be  followed  for 
several  years.  The  reported  cures  after  con- 
servative methods  were  -not  followed  up  long 
enough. 

Heredity  plays  a part  in  this  condition,  as  is 
apparent  in  the  case  of  a woman  who  had  a 
right  branchial  fistula  and  whose  daughter  and 
the  daughter’s  four  children  all  had  right  bran- 
chial fistulas. 

The  tract  usually  secretes  a glairy,  mucoid 
fluid,  though  there  may  be  no  secretio-n.  Con- 
tinuous deglutition,  as  in  nursing,  the  taking  of 
hot  drinks,  fevers,  alcohol,  all  may  cause  an  in- 
crease in  the  amount  of  secretion.  Two-thirds 
of  the  patients  were  females;  14  patients  had 
cysts,  5 had  fistulas.  Whether  the  right  or  left 
side  was  involved  was  about  even.  Some  are 
easy  to  remove,  some  very  difficult  especially  if 
there  has  been  inflammation,  for  then  the  tract 
becomes  adherent  to  the  large  vessels  in  the 
neck  and  at  times  to  the  vagus.  There  is  such  a 
thing  as  a branchial  ranula;  there  was  1 case 
in  which  a cyst  of  the  neck  connected  with  a 
ranula,  forming  a dumbbell  shaped  affair. 

By  request,  Dr.  Carp  spoke  about  his  recent 
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development  in  the  treatment  of  carbuncles,  the 
substance  of  which  follows: 

Red  hot,  spreading  carbuncles,  which  surgeons 
agree  should  be  incised,  were  taken  in  this  work. 
The  patient  was  given  an  anesthetic.  Blood 
was  drawn  from  a median  basilic  vein  and  im- 
mediately injected  just  beyond  the  areas  of  in- 
duration at  points  where  the  carbuncle  seemed 
to  be  advancing;  3 to  5 injections  were  made, 
using  up  to  about  7 5 c.c.  of  blood.  There  was 
immediate  relief  from  pain.  Spreading  stopped. 
In  a day  or  two  the  center  began  to  soften,  ne- 
crose, and  the  pus  flowed  out.  The  period  of 
convalescence  was  greatly  shortened,  averaging  21 
days  in  the  cases  followed  from  the  time  of  in- 
jection to  the  time  of  complete  healing.  The 
resulting  scars  were  much  smaller  and  finer 
than  is  usual.  Nothing  but  dry  dressings  were 
used  in  conjunction  with  this  treatment.  Only 
the  one  injection  was  given.  This  same  treatment 
can  probably  also  be  used  with  success  in  erysipe- 
las. 


The  Medical  Club  of  Hackensack. 

Spencer  T.  Snedecor,  M.  D.,  Historian. 

The  Medical  Club  of  Hackensack  is  a group  of 
the  younger  physicians  who  have  banded  them- 
selves together  with  under  tenets  expressed  as 
follows: 

(1)  The  purpose  of  the  club  shall  be  two- 
fold; first,  to  extend  the  spirit  of  friendship 
among  its  members;  secondly,  to  broaden  their 
knowledge  of  medicine. 

(2)  Membership  shall  be  limited  to  15  mem- 
bers and  no  one  over  40  years  of  age  may  be 
elected. 

(3)  Meetings  shall  be  held  twice  a month,  for 
dinner  at  8:30  in  the  evening,  at  some  club  or 
restaurant  where  good  food  and  a private  room 
may  be  had. 

(4)  At  eacn  meeting  a ten-minute  paper  shall 
be  read  by  one  of  the  members  and  opened  for 
discussion  by  all. 

In  the  course  of  the  last  6 months  we  have 
had  several  meetings,  each  pleasanter  and  more 
enjoyable  than  the  preceeding  one,  and  a feeling 
of  congenialty  has  noticeably  grown.  Our  idea 
of  gathering  around  the  dinner  table  and  swap- 
ping the  best  stories  and  incidents  of  the  day  to 
willing  listeners  is  the  foundation  for  the  success 
of  the  Medical  Club.  Furthermore,  we  try  to 
call  each  other  by  our  first  names  and  to  insist 
on  a full  attendance. 

We  organized  this  club  to  fill  a need  of  the 
younger  doctors,  not  in  opposition  but  as  an  ad- 
junct to  our  county  society.  In  our  informal 
meetings  opinions  are  crystallized  and  later 
brought  to  the  attention  of  the  older  society.  Some 
of  the  suggestions  that  we  have  discussed  to  bring 
before  the  meeting  of  the  county  society  are: 

(1)  To  have  symposiums  on  subjects  of  general 
interest.  (2)  To  plan  graduate  education — by  lec- 
tures and  by  clinics.  (3)  Periodic  health  ex- 
aminations. (4)  To  educate  the  public  on  health 
matters  by  instructive  publicity. 

Among  other  topics  of  our  frequent  discussions 
are: 

(1)  Our  hospital,  its  work  and  how  to  improve 
it. 

(2)  Our  individual  ambitions  to  follow  some 
special  field  of  work. 

(3)  Ethics  among  ourselves.  We  believe  that 


the  intangible  precepts  called  ethics  can  only  be 
founded  on  friendship.  For  instance,  when  we 
are  called  upon  to  treat  a patient  that  another 
physician  has  been  attending,  we  will  not  tell 
the  patient  to  notify  our  friend  that  he  has  been 
discharged  and  we  shall  be  glad  to  treat  the 
case,  but  we  will  tell  the  patient  that  our  friend  is 
an  excellent  doctor  and  has  been  giving  them  the 
best  advice  possible  and  that  the  patient  should 
retain  him.  We  believe  that  the  friendship  and 
cooperation  of  our  fellows  will  be  a large  factor 
in  our  own  success. 

Dinner  is  passed  bj^  10  o’clock  and  someone 
then  reads  a short  paper.  Usually,  the  topic  con- 
sists of  the  history  of  a recent  interesting  case 
from  the  doctor’s  practice  along  with  an  abstract 
of  the  latest  work  on  diagnosis  and  treatment  of 
that  condition.  For  instance,  recently  one  of  the 
doctors  reported  on  an  obstinate  case  of  acute 
articular  rheumatism  with  a review  of  the  latest 
literature  on  therapy  in  rheumatic  conditions, 
the  feature  of  another  monograph  was  “Medi- 
cine as  Practiced  in  Hackensack  10  lrears  Ago 
and  Now”.  A general  wholehearted  discussion 
of  the  paper,  in  which  every  one  joins,  is  called 
off  about  11  p.  m. 

At  our  last  meting,  at  the  Oritani  Club  on 
November  3,  Dr.  Blake,  of  Riveredge,  reported 
2 similar  cases  of  brain  tumor,  one  recovering 
and  the  other  autopsied. 

Case  1.  T.  S.,  male,  47  years  old.  A large 
plethoric  German,  first  seen  March  23,  1926. 

His  chief  complaint  was  severe  and  continuous 
occipital  headache.  Other  complaints  were  pro- 
gressive weakness  of  the  extremities,  irregular 
vomiting,  loss  of  weight  and  appetite,  impaired 
taste,  numbness  of  hands  and  feet,  gastric  dis- 
tress and  inability  to  maintain  equilibrium.  He 
was  melancholy,  morose  and  garrulous.  The 
onset  of  his  condition  was  slow  and  insidious, 
with  increasing  severity  over  a period  of  4 
months.  He  first  noticed  an  inability  to  walk 
well,  staggering  from  side  to  side  and  dragging 
his  foot.  Several  times  he  fell,  once  hitting  his 
head  against  a stone  step.  His  bowels  were  con- 
stipated and  urination  frequent  but  without 
burning.  Sleep  was  fitful  and  restless.  Nothing 
seemed  to  relieve  the  occipital  headache.  Fam- 
ily and  past  history  irrelevant. 

Physical  examination:  Pupils  equal  and  regu- 
lar. Reaction  slow  to  light  and  accommodation. 
Eye-grounds  negative.  Tongue  heavily  furred 
and  breath  very  foul.  Heart  and  lungs  normal. 
Blood  pressure,  systolic  108,  diastolic  7 4.  No 
signs  of  arteriosclerosis.  Abdomen  negative  ex- 
cept for  moderate  tenderness  in  epigastrium. 
Superficial  reflexes  normal.  Tongue  protruded 
in  straight  line.  Knee  jerks  slightly  diminished. 
No  Babinski.  Ataxic  gait. 

Tentative  diagnoses:  (lj  Malignancy  upper 

abdomen.  (2)  Locomotor  ataxia.  (3)  Brain 
tumor. 

Laboratory  examinations:  X-ray  of  intestinal 
tract  negative.  X-ray  of  head  showed  no  ab- 
normality. Urine  negative.  No  blood  in  vomitus. 
Blood  and  spinal  Wassermann  negative.  Spinal 
fluid  not  under  pressure.  Blood  count  within 
normal  limits.  Patient  was  hospitalized  and 
stomach  repeatedly  washed  out.  Light  diet. 
Bowels  evacuated.  Treatment  symtomatic.  K.  I. 
5 gr.  t.i.d. 

After  a week  of  unimprovement,  patient  was 
seen  by  Dr.  E.  D.  Friedman,  of  New  York  City, 
who  diagnosed  the  condition  as  one  of  neoplasm 
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in  the  posterior  fossa  of  cerebrum  and  rendered 
an  unfavorable  prognosis. 

At  the  suggestion  of  Dr.  R.  Gilady,  of  Hacken- 
sack, who  suspected  a luetic  diathesis,  patient 
was  given  a course  of  neosalvarsan  followed  by 
mixed  treatment.  The  headache  gradually  dis- 
appeared. Vomiting  ceased.  General  improve- 
ment took  place,  with  his  sense  of  taste  and 
weakness  the  slowest  to  respond.  His  right  leg 
is  still  weak.  His  fingers  and  toes  are  somewhat 
numb  but  otherwise,  after  8 months,  he  eats  and 
sleeps  normally,  does  a fair  days  work  about  his 
place,  and  is  enjoying  fairly  good  health.  Pres- 
ent diagnosis:  Gumma  of  brain. 

Case  2.  Female,  aged  43,  housewife.  Weight 
164.  First  seen  February  18,  1926.  Chief  com- 
plaint was  severe  headache,  both  occipital  and 
frontal.  Other  complaints  were:  Dizziness  and 
fainting  spells,  with  sharp  pains  on  either  side 
of  the  face  at  irregular  intervals;  vomiting  oc- 
cured  frequently  soon  after  eating  but  sometimes 
without  any  apparent  relation  to  meals. 

Present  illness:  Condition  began  some  3 or  4 
months  ago,  with  insidious  onset  and  gradually 
increasing  severity.  Patient  continued  to  do 
housework  but  with  frequent  periods  when  she 
had  to  go  to  bed.  Some  of  her  many  vague  com- 
plaints were  attributed  to  beginning  menopause. 
Family  and  past  history  irrelevant. 

Physical  examination:  Patient  was  a large,  well 
muscled,  well  nourished  individual  who  appeared 
somewhat  older  than  her  age  would  indicate. 
Pupils  slightly  sluggish.  Reaction  to  light  and 
accommodation  apparently  normal.  There  was  a 
glassy  look  to  the  eyes  and  the  eyeball  appeared 
to  rotate  more  than  normal,  giving  her  a sort  of 
wild  staring  appearance.  She  seemed  to  tip  her 
head  abnormally  backward  in  order  to  focus 
upon  the  object  before  her. 

The  patient  was  treated  symptomatically  and 
showed  improvement  with  remissions.  In  June, 
during  a period  of  improvement,  patient  took  a 
trip  to  Europe.  She  returned  in  September  re- 
porting sickness  most  of  the  time  while  away. 
Her  headache  was  much  worse,  the  vomiting  was 
aggravated  and  of  a projectile  character  and  she 
apparently  was  a very  sick  woman.  She  also 
was  referred  to  Dr.  E.  D.  Friedman,  of  New 
York  City,  who  made  a diagnosis  of  posterior 
fossa  neoplasm.  From  his  neurologic  examina- 
tion, Dr.  Friedman  reported  sluggish  pupils, 
bilateral  papilledema,  diminution  of  corneal  re- 
flexes, cerebellar  tilting  of  the  head  and  ataxia  of 
gait  and  station.  There  were  also  some  mental 
symptoms  and  twitching  of  the  right  upper  ex- 
tremity. Patient  was  referred  to  a New  York 
hospital  where  an  operation  was  attempted  but 
the  patient  died  on  the  table. 

Autopsy  report:  The  inner  surface  of  the  dura 
was  studded  with  more  than  25  smooth,  white, 
rather  hard  tumors  from  1 to  4 cm.  thick.  None 
of  these  tumors  infiltrated  the  brain.  In  the 
right  frontal  region  there  was  a large  area,  4x7 
cm.,  which  was  soft,  friable  and  discolored,  ap- 
parently neoplastic.  The  floor  of  the  third  ven- 
tricle was  bulging. 

Diagnosis:  Multiple  endothelioma  of  the  dura 
with  a large  mass  in  the  right  frontal  lobe. 


BURLINGTON  COUNTY. 

R.  I.  Downs,  M.  D.,  Reporter. 

A special  meeting  of  the  Burlington  County 
Medical  Society  was  called  Wednesday.  October 
27,  at  3 p.  m.,  at  the  Burlington  County  Hos- 


pital. There  were  15  members  present,  with  the 
President,  B.  K.  Brick,  in  the  chair.  The  visitors 
were  Architect  Richard  Erskine,  of  Philadelphia, 
Dr.  Goldwater,  of  New  York,  and  Mrs.  Hollings- 
head,  the  head  nurse  of  Burlington  County  Hos- 
pital. 

The  purpose  of  the  meeting  was  to  endorse 
the  architect’s  plans  for  the  new  Burlington 
County  Hospital.  These  plans  were  submitted 
by  the  Advisory  Board  of  Council  after  having 
been  approved  by  Dr.  Goldwater. 

Dr.  Longsdorf  reviewed  the  work  of  the  Ad- 
visory Board  of  Counsel  consisting  of  Drs.  Stokes, 
Marcy,  Newcomb,  Rogers,  and  Longsdorf.  The 
plans  were  reviewed  and  discussed  with  sugges- 
tions, especially  concerning  the  interns’  quarters 
and  position  of  operating  rooms. 

The  motion  of  Dr.  Darlington  that  the  Society 
approve  the  plans  of  the  new  Burlington  County 
Hospital  as  submitted  by  the  architect,  Richard 
Erskine,  was  passed,  and  the  President  and  Sec- 
retary of  the  Society  were  authorized  to  sign 
the  approval  and  forward  it  to  the  Chairman  of 
the  Building  Committee,  Mr.  Alfred  E.  Darnell, 
of  Medford. 


CAMDEN  COUNTY. 

Grafton  E.  Day,  M.D.,  Reporter. 

A special  combined  meeting  of  the  Camden 
( ounty  and  Camden  City  Medical  Societies  was 
held  at  the  Dispensary  Building  on  Tuesday  even- 
ing, November  9 at  9 p.  m.  This  was  the  regular 
monthly  meeting  night  of  the  City  Society  and  as 
the  County  Society  is  to  meet  monthly  in  the 
future  and  the  City  Society  but  quarterly,  the 
combined  meeting  was  held  at  this  time.  The 
session  opened  with  Dr.  Alfred  Cramer,  President 
of  the  County  Society,  in  the  chair. 

The  paper  of  the  eveing  was  by  Dr.  William 
Stroud,  of  Philadelphia,  who  discussed  “Cardiac 
Conditions’’  in  a most  interesting  and  decided- 
ly helpful  manner.  Dr.  Stroud's  optimism  is  born 
of  a conviction  that  comes  from  experience  in 
this  work.  He  spoke  of  congenital  defects  with- 
out clinical  signs,  when  the  patient  may  have 
a normal  life  expectancy;  of  acute  cardiac  in- 
flammatory affections  where  a proliferative  in- 
flammation may  be  dangerous  for  12  to  18 
months  after  the  acute  inflammation  subsides. 
The  3 favorable  symptoms  in  this  condition  are 
normal  pulse  and  temperature,  gain  in  weight, 
and  normal  leukocytosis.  Classification  of  car- 
diac cases  is  essential  to  the  getting  of  a true  pic- 
ture of  your  case  and  to  most  intelligent  prescrib- 
ing for  your  patient. 

Perpetuating  the  earning  capacity  of  disabled 
heart  cases,  through  bureaus  for  the  physically 
handicapped,  occupational  therapy  and  vocational 
guidence  was  stressed  by  the  speaker.  The  most 
essential  matter  in  the  treatment  and  prognosis 
of  heart  disease  is  study  of  the  myocardial  re- 
serve of  your  patient.  Dr.  Stroud’s  graphic  illus- 
tration of  the  effect  of  digitalis  will  not  soon  be 
forgotten  by  his  attentive  hearers. 

The  paper  was  voted  the  thanks  of  the  society 
and  comment  was  heard  that  it  was  one  of  the 
best  papers  that  our  society  has  heard  in  recent 
years.  We  hope  to  publish  the  paper  in  the 
Journal.  Dr.  Ralph  Hollingshead  and  Dr.  Lewis 
discussed  the  paper. 

Following  the  scientific  session,  the  business  of 
the  society  was  conducted,  the  most  important 
feature  being  the  adoption  of  an  amendment  to 
the  Constitution  changing  the  meetings  from 
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quarterly  to  monthly,  and  the  appointment  of  a 
■committee  of  5,  known  as  the  Business  Commit- 
tee, to  transact  the  business  of  the  society  and 
report  the  same  to  the  society  for  its  action. 

Dr.  Martin  H.  Collier,  Superintendent  of  Lake- 
land Hospital,  presented  a member’s  card  from 
the  Luzerne  County  Medical  Society,  Pennsyl- 
vania, and  elected  to  membership.  Dr.  Henry 
B.  Dunham,  Assistant  Superintendent  at  Lake- 
land Hospital,  was  transferred  from  the  Essex 
County  Medical  Society  to  the  Camden  County 
Medical  Society. 

LTpon  adjournment,  a buffet  luncheon  was 
served. 


ESSEX  COUNTY. 

Wm.  M.  Rathgeber,  M.  D.,  Reporter. 

The  regular  monthly  meeting  of  the  Essex 
County  Medical  Society  was  held  on  November 
23.  at  9 p.  m.,  in  the  auditorium  of  the  Academy 
of  Medicine,  91  Lincoln  Park,  Newark.  Presi- 
dent Sanford  Ferris  presided  over  an  attendance 
of  about  150. 

The  following  candidates  were  elected  to  mem- 
bership in  the  Essex  County'  Medical  Society: 
Drs.  A.  Bengelsdorf,  Irvin  M.  Bierman,  Henry 
A.  Brodkin,  Roscoe  W.  H.  Buckner,  Gibbs  Chis- 
holm, O.  Denes,  Ira  Flax,  Jacob  L.  Flax,  J. 
Freinkel,  Pasquale  D.  Gerardo,  Meyer  Levin, 
Alfred  M.  Mamlet,  Louis  Martticci,  Martin  M. 
Meehan,  M.  Openchowski,  Lucien  Quiton,  Frank 
A.  Roberts,  I.  B.  Rothstein,  J.  M.  Silverstein, 
Max  E.  Stern,  Amedeo  Turi,  Oscar  Ulan,  R.  W. 
Walton. 

The  subject  of  Group  Insurance  was  touched 
upon:  Dr.  Pinneo  giving  a short  talk  on  the 
benefits  of  such  insurance  and  urging  all  mem- 
bers wishing  such  insurance  to  make  their  ap- 
plications without  further  delay. 

Dr.  Lewis  Gregory  Cole,  of  New  York  City, 
was  the  speaker  of  the  evening,  demonstrating 
the  “Diagnosis  and  Classification  of  Pulmonary 
Tuberculosis”  by  a series  of  motion  pictures  and 
stereopticon  views.  Dr.  Cole  provided  a very  in- 
teresting evening  by  developing  the  etiology, 
pathology,  classification,  diagnosis,  and  progno- 
sis in  pulmonary  tuberculous  processes,  by  means 
of  well-arranged  moving  pictures  showing  the 
progress  of  destruction  caused  by  the  tubercle 
bacillus.  These  pictures  were  supplemented  by 
stereopticon  views  of  x-ray  plates  to  emphasize 
the  importance  of  taking  radiographs  during 
forced  inspiration,  thus  bringing  out  the  patho- 
logic lesions  in  sharper  relief  and  minimizing  the 
confusion  which  might  arise  from  normal  lung- 
markings.  Following  a short  discussion  by  Dr. 
Baker,  the  meeting  adjourned  at  11:30  p.  m. 


GLOUCESTER  COUNTY. 

Henry  B.  Diverty,  M.  D.,  Reporter. 

The  annual  meeting  of  the  Gloucester  County 
Medical  Society  was  held  at  the  Woodbury  Coun- 
try Club,  November  20,  1926.  The  following- 

named  members  were  present:  Drs.  S.  Ashcraft, 
H.  W.  Stout,  E.  E.  Downs,  B.  F.  Buzby,  David 
Brewer,  William  Brewer,  Duncan  Campbell,  J. 
H.  Underwood,  H.  B.  Diverty,  O.  A.  Wood,  J. 
Hunter,  R.  K.  Hollinshed,  H.  M.  Fisler,  W.  J'. 
Burkett  and  Emma  Richardson. 

The  scientific  program  consisted  of  papers  by 
Dr.  Joseph  E.  Roberts,  of  Camden,  on  “The 
X-Ray  Findings  in  Pulmonary  Tuberculosis’’,  and 


by  Dr.  Collier,  of  Lakeland  Hospital,  “The  Physi- 
cal Findings  and  Clinical  Symptoms  of  Pulmon- 
ary Tuberculosis”.  Both  speakers  were  listened 
to  with  marked  interest. 

Election  of  officers  for  the  ensuing  year  re- 
sulted in  choice  of  the  following:  President,  W. 
J.  Burkett;  Vice-President,  B.  F.  Buzby;  Secre- 
tary and  Treasurer,  R.  K.  Hollinshed;  Reporter, 
H.  B.  Diverty;  Censors — James  Hunter,  Duncan 
Campbell  and  C.  B.  Phillips;  Member  of  Nomi- 
nating Committee  to  State  Society,  James  Hun- 
ter. 

Board  of  Trustees  for  County  Society:  J.  Har- 
ris Underwood,  Duncan  Campbell  and  David 
Brewer. 

Essay  Committee:  Burkett,  Hollinshed  and  Di- 
verty. 

Delegate  to  Medical  Society  of  New  Jersey: 
O.  A.  Wood;  Alternates:  E.  E.  Downs  and  B.  F. 
Buzby. 

Delegates  to  Cape  May  County  Medical  So- 
ciety: Diverty  and  Hunter.  . 

Delegates  to  Salem  County  Medical  Society: 
S.  H.  Ashcraft,  E.  E.  Downs  and  H.  W.  Stout. 

Delegates  to  Camden  County  Medical  Society: 
S.  IT.  Ashcraft,  James  Hunter,  C.  F.  Fisler,  I. 
W.  Knight  and  H.  B.  Diverty. 

Delegates  to  Cumberland  County  Medical  So- 
ciety: C.  B.  Phillips,  William  Brewer,  J.  H.  Un- 
derwood and  Duncan  Campbell. 

Delegates  to  Burlington  County  Medical  So- 
ciety: O.  A.  Wood,  David  Brewer  and  James 

Hunter,  Jr. 

Delegates  to  Atlantic  County  Medical  Society: 
W.  J.  Burkett,  C.  B.  Phillips  and  H.  B.  Diverty. 


HUDSON  COUNTY. 

M.  I.  Marshak,  M.  D.,  Reporter. 

The  Hudson  County  Medical  Society  met  at  the 
Jersey  City  Hospital  on  November  3,  1926,  with 
Dr.  W.  Freile  presiding. 

Because  of  the  new.  parking  regulations  in- 
stituted in  Jersey  City,  which  are  rather  diffi- 
cult for  the  profession  to  observe,  a committee 
consisting  of  Drs.  Dickinson,  Spence,  Bartone, 
Kelly  and  Miner  was  appointed  to  confer  with 
the  Commissioners,  requesting  exemption  of  phy- 
sicians from  these  parking  regulations;  physi- 
cians cars  to  be  recognized  by  either  the  A.  M.  A. 
or  the  Hudson  County  Medical  Society's  insignia. 
The  Necrology  Committee  presented  resolutions 
on  the  death  of  Dr.  W.  J.  Rembe,  which  were 
ordered  spread  in  full  on  the  minutes  and  a copy 
sent  to  the  family. 

Mr.  Frederick  W.  Gehle,  Vice-President  of  the 
Chase  National  Bank,  New  York  City,  gave  a talk 
'c>n  the  “Doctor  and  His  Finances”.  He  stated 
that  the  average  income  of  the  people  of  the 
United  States  was  about  $600  per  capita  or  $2500 
per  average  family.  Of  a total  of  65  billions, 
about  10  billion  dollars,  or  an  average  of  $425 
per  family  was  considered  savings.  A great 
part  of  this  vast  sum  of  money  is  invested  in 
bonds,  stocks,  mortgages  and  other  evidences  of 
wealth,  for  future  advantages  and  safety.  Some 
part  of  the  savings  goes  into  speculation,  in  a 
spirit  of  adventure  and  willingness  to  take  a 
chance.  Without  some  speculation,  playing  safety 
first  at  all  times,  a country  tends  to  remain  sta- 
tionary or  goes  backward.  Speculation  based  on 
sanity  and  thought  is  good,  while  out  and  out 
gambling  is  bad.  He  told  some  stories  to  illus- 
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trate  how  easily  one  might  drift  into  gambling. 
It  is  difficult  to  say  at  times  where  speculation 
ends  and  gambling  begins.  According  to  an 
analysis  made  by  the  New  York  University,  the 
most  gullible  people  are  found  among  business 
men,  farmers  and  physicians — in  that  order. 

Between  the  ages  of  30  and  55  years  is  con- 
sidered a man’s  producing  period,  during  which 
time  a man  must  make  his  estate  for  himself 
and  family  and  produce  enough  as  well  to  keep 
him  comfortably  after  he  has  passed  5 5 years 
of  age.  Making  a will  is  the  first  essential  of 
sound  business  practice.  If  one  is  too  busy  with 

his  own  work,  a custody  account  will  take  care 

of  one’s  rights  aind  investments.  The  average 
estate  is  considerably  less  than  a person  thinks 
he  leaves,  because  of  taxes,  executor's  and  other 
fees.  Another  sound  business  practice  is  the 

keeping  of  a budget  “Match  your  expenses 

with  your  income”.  Still  aaiother  is — “Before  you 
invest,  investigate”.  This  last  is  the  slogan  of  the 
Better  Business  Bureau  of  the  New  Y"ork  Banker’s 
Association.  Invest  preferably  in  seasoned  se- 
curities yielding  between  5 and  5%%.  The 
feature  of  a voluntary  or  living  trust  is  the  ad- 
ministration of  securities  to  your  advantage,  at 
the  discretion  of  the  banker.  These  trusts  may 
be  made  either  revokable  or  irrevocable  during 
the  life  of  the  maker  of  the  trust.  The  average 
cost  of  such  a trust  is  fixed  by  law  at  J£%. 
Investments  in  good  seasoned  stocks  of  basic  in- 
dustries have  made  more  money  for  investors 
than  have  bonds.  Building  and  Loan  Associa- 
tion stock  will  as  a rule  return  more  than  pre- 
ferred bonds,  and  the  security  is  quite  as  good. 
Properly  administered  and  carefully  watched 
real  estate  bonds  should  be  good. 

As  an  example  he  cited  an  investment  rule  as 
follows:  Given  $10,000  to  invest;  $.5000  should 
be  placed  in  safe  bonds;  $3000  in  stocks;  $2000 
may  be  placed  in  speculative  securities. 


HUNTERDON  COUNTY. 

Leon  T.  Salmon,  M.  D.,  Reporter. 

At  a regular  meeting  of  the  Hunterdon  County 
Medical  Society,  held  at  Flemington  on  the  nine- 
teenth of  October,  Dr.  Frank  Pinneo  of  Newark, 
and  Dr.  Lauterborn  of  Patterso-n  were  present, 
augmenting  a representative  attendance  of  mem- 
bers. 

Some  Legal  Phases  of  Fractures  were  discussed, 
and  especial  consideration  of  x-ray  investigations 
made  plain  by  some  experiences  by  various  mem- 
bers of  the  society.  At  this  juncture  Dr.  Pinneo 
arrived  and  was  given  the  floor  for  his  explana- 
tion of  the  insurance  plans  proposed  for  the 
benefit  of  all  medical  men  In  this  state.  The 
society  put  itself  upon  record  as  approving  the 
plan  and  left  the  acceptance  of  the  proposed 
policies  with  the  individual  members  to  be  de- 
cided as  their  respective  needs  dictated. 

The  annual  election  of  officers  resulted  in  the 
following:  President,  Dr.  L.  C.  Williams;  First 
Vice-President,  Dr.  L.  A.  Hamilton;  Second  Vice- 
President,  Dr.  T.  B.  Fulper;  Treasurer,  Dr.  E.  W. 
Closson;  Secretary  and  Reporter,  Dr.  L.  T.  Sal- 
mon. 

The  communications  presented  by  the  Secre- 
tary requesting  the  Society  to  organize  a Womans’ 
Auxiliary  Society  and,  second,  a Medical  Relief 
in  Disaster  body  within  the  Society  were  dis- 
cussed and  as  they  were  deemed  impracticable 
in  this  county  the  communications  were  ordered 
filed. 


The  resolution  modifying  the  By-laws  to  in- 
crease the  number  of  meetings  of  the  society 
was  taken  up  and  it  was  decided  that  hereafter  4 
meetings  were  to  be  held  each  year.  These  meet- 
ings are  scheduled  to  occur  as  follows:- — Jan- 
uary meeting  at  Frenchtown;  April  session  at 
Flemington;  July  at  Glen  Gardner,  a-nd  in  Octo- 
ber again  at  Flemington.  The  fourth  Tuesday 
in  each  of  the  foregoing  months  was  determined 
as  the  meeting  date. 

Election  of  Delegates  to  the  State  Society  was 
postponed. 

Resolutions  were  ordered  drafted  upon  the 
demise  of  Dr.  George  N.  Best,  our  late  disting- 
uished member. 


MERCER  COUNTY. 

A.  D.  Hutchinson,  M.  D.,  Reporter. 

The  Mercer  County  Medical  Society  met  in  the 
Carteret  Club  on  November  10.  The  Annual 
Banquet  was  served  at  this  time,  following  which, 
the  members  were  treated  to  a most  interesting 
educational  discourse  by  Dr.  Henry  O.  Reik,  who 
illustrated  his  lecture  with  some  beautiful  lan- 
tern slides.  These  were  natural  color  negatives, 
photographing  the  actual  natural  coloring  found 
in  the  woods  and  forest  at  sunrise  and  eventide, 
in  all  the  seasons  of  the  year.  Dr.  Reik  ex- 
plained the  process  of  manufacture  of  these 
plates,  and  in  just  what  manner  the  delicate 
tints  of  the  human  body  were  produced  upon  the 
curtain.  His  extensive  travels  have  not  only 
taken  him  throughout  the  length  and  breadth  of 
the  United  States,  but  in  the  grandeur  of  the 
European  countries  he  has  found  and  brought 
back  to  us  many  of  the  wondrous  scenes,  both 
natural  handiwork  and  that  created  by  the  hum- 
ble toil  of  man. 

The  evening  was  all  the  more  interesting  be- 
cause of  the  genial  ability  of  Dr.  Reik  to  point 
out  the  most  beautiful  portions  of  these  won- 
derful artistic  colorings  both  Divine  and  human. 
The  members  enjoyed  the  lecture,  were  very 
enthusiastic  and  expressed  much  praise  of  the 
work  and  accomplishments  of  the  speaker. 


OCEAN  COUNTY. 

George  W.  Lawrence,  M.  D.,  Reporter. 

The  Annual  Meeting  of  the  Ocean  County 
Medical  Society  was  held  November  12,  at  4:30 
p.  m.,  at  the  Y.  M.  C.  A.  Building,  in  Lakewood. 
Dr.  Dennisto-n,  of  Point  Pleasant,  President,  be- 
ing in  the  chair  and  17  members  from  the  county 
being  in  attendance.  After  the  reading  of  the 
minutes,  the  following  officers  were  elected  for 
the  ensuing  year:  President,  Irwin  H.  Hance, 

Lakewood;  Vice-President,  F.  Bunnell,  Barne- 
gat;  Secretary,  T.  F.  Thompson,  Lakewood; 
Treasurer,  Frank  Brouwer,  Toms  River;  Re- 
porter, George  W.  Lawrence,  Lakewood;  Annual 
Delegate,  Frank  Denniston,  Point  Pleasant;  Al- 
ternate, H.  B.  Disbrow. 

A discussion  followed  concerning  new  By- 
Laws.  A committee  previously  appointed,  but 
not  yet  ready  to  present  the  same,  was  continued 
until  proper  By-Laws  may  be  prepared.  Dis- 
cussion was  also  taken  up  in  regard  to  having 
more  frequent  meetings  and  it  was  the  general 
sense  that  meetings  should  be  held  In  the  future 
at  least  4 per  annum. 

Three  new  names  were  presented  for  mem- 
bership and  referred  to  the  Membership  Commit- 
tee. 
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H.  B.  Disbrow,  of  Lakewood,  then  presented 
a paper,  which,  without  bearing'  any  specific 
title,  could  be  summed  up  as  “Points  on  Diag- 
nosis of  Abdominal  Conditions'’.  This  paper  will 
probably  be  available  for  later  publication  in  the 
Journal. 

The  meeting  was  adjourned  at  5:15,  subject  to 
call  of  the  President. 


PASSAIC  COUNTY. 

Donald  B.  Low,  M.  D.,  Secretary. 

The  annual  meeting  of  the  Passaic  County 
Medical  Society  was  held  November  18.  1926,  at 
the  Health  Center  Building,  Paterson,  N.  J.,  with 
26  members  present. 

Dr.  Levendusky,  of  Passaic,  and  Dr.  Hans 
Wassing,  of  Paterson,  were  elected  into  our  So- 
ciety. Dr.  L.  Bohl  read  the  treasurer’s  report 
and  it  was  ordered  to  be  audited. 

Dr.  O.  R.  Hagen,  of  Paterson,  was  elected 
President:  Dr.  G.  E.  Tuers,  First  Vice-President ; 
Dr.  William  Spickers,  Second  Vice-President:  Dr. 
Donald  B.  Low,  Secretary;  Dr.  Louis  Bohl. 
Treasurer:  and  Dr.  Chas.  R.  Mitchell.  Censor. 

The  annual  delegates  elected  are  as  follows: 
Chas.  Mura,  Wm.  Dwyer,  A.  M.  Schultz,  E.  A. 
Atwood,  I.  Feigenoff,  Leo  Becker,  and  A.  W. 
Macgregor.  Dr.  H.  H.  Lucas  was  elected  as 
representative  on  the  nominating  committee  of 
the  State  Society. 

Dr.  Cogan  called  the  society’s  attention  to  the 
fact  that  the  Haledon  Board  of  Education  re- 
scinded their  resolution  of  4 years  ago  concerning 
compulsory  vaccination  and  from  now  on  vac- 
cination is  not  required  in  the  Haledon  schools. 
The  Passaic  County  Medical  Society  ordered  the 
matter  to  be  referred  to  State  Welfare  Commit- 
tee with  the  object  of  having  vaccination  com- 
pulsory. 

The  proposed  amendment  to  the  by-laws,  given 
in  detail  in  last  month’s  Passaic  County  report 
was  discussed  by  Dr.  Yates  and  Dr.  Marsh.  The 
amendment  was  voted  upon  and  rejected. 

The  President  read  his  annual  address  after 
which  the  newly  elected  Pi  esident  was  presented 
to  the  Society. 

A collation  was  served  following  the  adjourn- 
ment. 


UNION  COUNTY. 


Westfield  Medical  Society. 

F.  A.  Kinch,  M.  D.,  Secretary. 

This  society  has  not  been  dormant,  even  if  the 
publicity  committee  has  not  reported  its  doings. 

Last  May,  arrangements  were  made  to  cele- 
brate the  twentieth  anniversary  of  its  organiza- 
tion and  give  Dr.  J.  B.  Harrison  a complimen- 
tary dinner  in  honor  of  his  5 0 years  of  active 
practice.  The  June  meeting  was  given  over  to  the 
anniversary  dinner  and  speeches.  Sixteen  mem- 
bers and  guests  attended  at  Echo  Lake  Country 
Club.  The  guests  were  Mayor  William  M.  Beard. 
D.  C.  Bowen,  of  the  State  Board  of  Health,  An- 
drew Carney,  of  the  local  Board  of  Health,  and 
A.  M.  Cartier,  of  the  Board  of  Education. 

Dinner  speeches  were  heard  from:  Dr.  C.  T. 
Decker,  “Introduction  and  Welcome”;  Dr.  J.  B. 
Harrison,  “History”;  Dr.  F.  A.  Kinch.  “Profes- 


sional Benefits”;  Dr.  R.  R.  Sinclair,  “Civic  Bene- 
fits”; Dr.  G.  S.  Laird,  “Personal  Benefits”;  and 
Mr.  D.  C.  Bowen,  “Local  Health  Benefits”.  These 
five-minute  talks  were  much  appreciated  by  the 
audience  and  brought  out  many  very  good  ideas 
on  the  subjects  named. 

At  the  annual  meeting  in  October,  the  election 
of  officers  was  held.  Dr.  J.  B.  Harrison,  Dean 
of  the  Profession  in  Westfield,  was  elected  Presi- 
dent of  the  society.  The  other  officers  were: 
Vice-President,  R.  G.  Savoye;  Secretary  and 
Treasurer,  F.  A.  Kinch;  Comptroller,  Dr.  C.  T. 
Decker. 

Tuesday  evening,  October  2 6 marked  an  epoch 
in  our  history,  for  on  this  evening  a dinner  was 
given  to  Dr.  J.  B.  Harrison  in  honor  of  his  50 
years  of  active  practice.  The  dinner  was  served 
at  Echo  Lake  Country  Club.  Dr.  Harrison  spoke 
of  5 0 years  of  active  work  and  of  his  appreciation 
of  the  thoughtfulness  of  the  society  in  honoring 
him  as  they  had.  Dr.  Decker  spoke  of  the  good 
fellowship  among  the  members  and  made  some 
very  happy  hits  on  the  characteristics  of  some 
members.  Dr.  Savoye  told  of  the  good  work  Dr. 
Harrison  had  done  on  the  local  Board  of  Health. 
Dr.  E.  W.  Hedges,  of  Plainfield,  related  some 
funny  incidents  in  Dr.  Harrison’s  career  and  told 
us  something  of  wrhat  the  physicians  in  the 
neighboring  cities  thought  of  him.  Dr.  Kinch, 
Chairman  of  the  Dinner  Committee,  acted  as 
Toastmaster,  and  gave  the  speech  of  welcome, 
wishing  the  Doctor  many  years  of  activity  and 
good  health. 

The  society  is  actively  interested  in  the  affairs 
of  the  town  and  many  public  medical  questions 
are  referred  it  for  consideration  and  advice. 


NEW  JERSEY  TUBERCULOSIS  LEAGUE. 

Ernest  D.  Easton,  Executive  Secretary, 
Newark,  N.  J. 

The  Twentieth  Annual  Meeting  of  the  League 
was  held  at  the  Hotel  Walt  Whitman,  Camden, 
October  21  and  22,  1926,  the  President,  Dr.  Sam- 
uel B.  English,  of  Gen  Gardner,  in  the  chair.  The 
attendance  was  large  and  the  conference  was 
considered  to  hdve  been  very  successful. 

President’s  Address. 

Dr.  English,  in  his  Presidential  Address,  re- 
viewed sketchily  the  advances  made  in  dealing 
with  the  tuberculosis  problem  during  the  life 
time  of  this  League,  and  followed  with  a con- 
sideration of  the  work  at  hand. 

“The  New  Jersey  Tuberculosis  League,  in  gyeat- 
ly  enlarging  its  scope  of  work,  including  much 
effort,  particularly  among  children  and  factory 
workers,  has  cetainly  made  no  mistake,  and  these 
departures  are  to  be  commended  and  encouraged. 
A study  based  upon  New  Jersey  records  has 
seemed  to  reflect  only  dimly  the  real  success  of 
our  campaign.  As  is  well  known  the  death  rate 
is  200  per  100,000  in  New  Jersey  at  the  present 
time.  This  means  the  saving  of  thousands  of 
lives  yearly.  According  to  the  impressions  of 
some  statisticians  this  decreasing  death  rate  will 
mean  but  % as  many  deaths  in  1930  as  there 
were  in  19  04.  It  might  begin  to  look,  therefore, 
that  the  slogan,  ‘No  Tuberculosis  in  1950’,  may  not 
seem  impossible. 

In  determining  how  we  may  continue  to  de- 
crease the  incidence  of  this  disease,  we  natural- 
ly fall  upon  the  expedient  of  attempting  to  analyze 
the  factors  involved  in  the  improvement  to  date. 
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Only  a few  of  these  will  *be  touched  upon,  in- 
cluding such  matters  as  virulence  of  the  tubercle 
bacillus,  the  general  resistance  of  our  popula- 
tion, the  influence  of  immigration,  education, 
and  our  general  standards  of  living.  We  should 
consider  more  fully  just  the  type,  size  and  gen- 
eral utility  of  our  various  sanatoriums,  upon 
which  we  know  as  yet  the  greatest  burden  of  out- 
fight is  still  to  rest.  It  is  fully  apparent  to  us 
who  have  given  the  matter  study  that  the  entire 
burden  of  the  fight  can  not,  however,  be  left 
upon  the  shoulders  of  those  conducting  these 
institutions.  Many  of  us  who  are  familiar  with 
the  situation  know  we  can  not  continue  to 
abandon  the  patient  after  he  leaves  the  sana- 
torium. These  and  many  other  factors  present 
themselves,  but  time  will  not  permit  their  an- 
alysis.” 

“It  is  likely  that  every  epoch  in  history  has 
ancied  that  the  standard  of  living  attained  has 
been  so  far  out  of  proportion  to  that  previously 
obtained  that  grave  fears  were  held  as  to  whether 
it  might  be  continued  or  sustained.  As  far  as  the 
question  of  feeding  and  resistance  is  concerned 
it  would  seem  difficult  to  ever  produce  a situa- 
tion  where  fewer  people  were  necessarily  subject- 
ed  to  undernutrition  than  in  our  ever-expanding 
country.  It  is  possible,  as  population  increases 
and  the  strife  of  existence  becomes  more  onerous, 
that  we  also  shall  arrive  at  some  such  situations 
as  have  recently  come  to  pass  in  countries  as 
well  organized  as  England,  particularly  where 
economic  stress  attendant  upon  unemployment 
arises.  In  fact,  many  observers,  instead  of  fear- 
ing that  our  people  are  to  suffer  from  under- 
nutrition, rather  fear  a wholesale  tendency  to 
obesity,  with  resultant  degenerative  diseases  has- 
tened by  too  rich  and  too  high  living  and  too  lit- 
tle physical  exercise.  As  far  as  we  are  concerned 
the  obvious  need  is  shown  for  us  to  continue  our 
interest  in  everything  that  will  keep  our  people 
properly  employed,  with  suitable  hours  of  work- 
ing and  with  a stability  of  existence  based  upon 
a fair  and  equitable  relationship  between  the 
forces  controlling  our  national  resources  and 
developing  our  industries.  This  calls  for  an  in- 
telligent interest  of  all  of  us  in  our  civic  and  po- 
litical growth.  We  are  possibly  inclined  to  feel 
a suspicion  of  those  constantly  striving  for  better 
hours  or  higher  wages,  but  it  is  manifestly  to  the 
advantage  of  general  health  conditions  if  the 
gi  eat  force  of  working  people  are  prosperous  and 
contented.  It  is  one  of  our  duties,  in  so  far  as 
we  can  to  bring  such  conditions  about.” 

' Education  is  always  mentioned  as  one  of  the 
chief  advantages  of  our  institutional  care.  Let 
us  ask,  how  and  why?  It  is  unfortunate  that 
education  has  an  influence  in  the  mass  but  is  of- 
ten by  no  means  reflected  in  the  individual.  A 
fair  sprinkling  of  mentally  alert  individuals  at 
sti  ategic  points  keeps  a horde  of  less  intelligent 
reasonably  employed.  Hence,  education  probably 
has  a reputation  far  out  of  proportion  to  its  real 
worth.  Education  and  intelligence  are  often  con- 
fused, the  one  may  be  acquired,  the  other  is  a 
birth  asset,  compared  with  which  all  our  bestowals 
of  opportunity  are  as  mists  'before  the  mounting 
sun.  Years  of  education  are  as  surely  wasted  on 
some  human  beings  as  if  Michael  Angelo  had 
done  his  heroic  tracings  in  sand.  Those  of  you 
who  have  said  so  much  about  teaching  the  pa- 
tient how  to  live  might  well  ask  yourselves  the 
question,  who  among  those  I am  teaching  are 
capable  of  being  taught?  The  answer  can  certain- 
ly neither  be  easily  nor  lightly  given.  This  prob- 
lem can  be  more  clearly  seen  possibly  by  noting 
that  it  is  totally  impossible  at  the  present  time 


to  give  our  best  and  most  successful  treatment 
for  diabetes  to  a patient  who  is  incapable  of  being 
taught.  It  is  certainly  accepted  that  it  is  impos- 
sible to  treat  the  unteachable  patient  with  in- 
sulin. Much  time  could  be  saved  in  many  insti- 
tutions and  clinics  if  conscientious  effort  could 
be  made  to  find  out  those  tuberculous  patients 
who  are  fundamentally  incapable  of  being  taught. 
1 heir  future  control  could  then  be  determined, 
with  the  addition  of  such  coercive  measures  and 
such  restraint  as  would  safeguard  others.  The 
rest  could  often  profit  greatly  by  more  intensive 
personal  training  where  more  time  was  available 
for  them.  The  campaign  for  general  education, 
however,  is  going  along  splendidly,  and  it  is 
doubtful  whether  we  could  improve  on  it  much 
at  the  present  time.” 

“I  have  collected  some  data  relative  to  the  de- 
velopment of  our  state  and  county  institutions. 
It  is  noted  that  this  list,  with  bed  capacities,  does 
not  take  into  consideration  certain  private  insti- 
tutions and  beds  that  are  available  in  conjunction 
with  other  public  hospitals.  It  is  quite  likely 
that  the  number  of  such  beds  will,  as  rightful 
responsibilities  for  proper  teaching  of  nurses,  in- 
terns and  other  members  of  the  medical  profes- 
sion, in  the  matter  of  the  care  of  the  tuberculous 
become  more  widely  understood,  be  increased. 

last  of  Beds  for  Tuberculosis  in  New  Jersey: 


New  Jersey  Sanatorium 298 

Allenwood  Sanatorium  55 

The  Nursing  Cottage  10 

Tuberculosis  Preventorium  for  Children  ..  ISO 

Lakeland  228 

Jersey  City  Hospital  24 

Shonghum  Sanatorium  44 

Newark  City  Hospital 25 

New  Lisbon  55 

Paterson  City  Hospital  75 

Pine  Rest  Sanatorium  43 

Bergen  Pines  150 

Bonnie  Burn  Sanatorium 200 

Hudson  County  Tuberculosis  Hospital 22l 

Municipal  Tuberculosis  Hospital  100 

Essex  Mountain  Sanatorium  250 


"Total  1963 


This  data,  while  probably  incomplete,  shows 
New  Jersey  to  have  fallen  behind  the  procession 
of  many  of  the  more  progressive  states  in  the 
determined  provision  of  1 bed  for  each  death. 
The  2 counties  in  which  this  is  most  evident  are 
Middlesex  and  Passaic.  While  these  2 counties 
are  spending  a considerable  sum  of  money,  it 
is  evident  that  this  is  being  spent  for  bed  care 
in  distant  institutions  at  the  insistence  of  inter- 
ested local  agencies.  When  our  local  institutions 
are  considered  as  centers  of  teaching  and  propa- 
ganda it  takes  little  argument  to  prove  that  these 
2 large  counties  are  not  doing  their  full  duty  to 
their  tnberculous  constituents.  The  4 counties, 
Sussex,  Warren,  Hunterdon  and  Somerset,  in  the 
North,  and  Cape  May,  Cumberland,  Gloucester,  Sa- 
lem and  Ocean,  in  the  South,  also  present  difficul- 
ties in  that  they  are  probably  of  insufficient  extent 
for  each  to  properly  maintain  an  institution. 
Proper  legislation  is,  however,  available  to  care 
for  the  problem  and  this  Association  is,  I believe, 
falling  short  of  its  duty  when  we  fail  to  continue 
to  develop  further  interest  in  these  sections.” 
“For  a continued  and  successful  fight,  much 
remains  yet  to  be  done.  It  is  my  firm  belief  that 
whatever  development  may  come  in  the  future, 
we  should  hold  rigidly  to  keeping  our  tubercu- 
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losis  clinics  and  our  visiting-  nurses  in  the  closest 
touch,  if  not  under  the  same  control,  as  our  insti- 
tutions. Our  goal  must  he  to  have  a registration 
within  our  districts  of  every  known  active  case 
of  tuberculosis.  This  means  increased  work.  Our 
present  proportion  of  deaths  to  report  is  1 to  1-6. 
The  information  collected  may  be,  when  properly 
•guarded,  transferred  to  various  health  boards, 
but  the  actual  control,  direction  and  supervision 
is  obviously  not  so  much  an  administrative  prob- 
lem as  it  is  a personal  one.  When  this  can  be 
carried  out  by  the  patient’s  own  physician  the 
nurses  in  connection  with  tuberculosis  clinics  and 
the  physicians  therewith,  as  well  as  the  institu- 
tions in  which  most  of  these  patients  have  spent 
more  or  less  time,  are  best  able  to  provide  this 
needful  and  necessary  diplomatic  oversight. 

Finally,  it  must  be  quite  evident  that  if  every 
positive  sputum  case  were  under  such  supervision 
and  control  as  to  give  him  such  surroundings 
as  to  make  unlikely  the  infection  of  others,  the 
control  of  tuberculosis  would  be  just  as  sure  as 
that  of  yellow  fever,  where  the  mosquitoes  are 
not  allowed  to  infect  the  human  being.  We  would 
undoubtedly  find  that  some  individuals  securing 
this  control  would  have  it  forced  upon  them  un- 
willingly. Sanatorium  trained  physicians  are  al- 
ways keen  upon  the  features  of  providing  such 
opportunities  for  work  and  self-sustenance  as 
are  hinted  at  in  various  ‘colonies’  provided  for 
that  purpose.  Even  where  this  excellent  de- 
velopment has  not  yet  come  about,  have  we  not 
at  the  present  time  an  extraordinary  network 
of  public  health  agencies  with  many  visiting  nur- 
ses in  the  field,  all  of  whom  can  be  readily  drawn 
into  a plan,  which  has  for  .its  ultimate  intention, 
as  far  as  tuberculosis  is  concerned,  the  placing 
of  an  hypothetic  cordon  about  the  positive  sputum 
case,  making  it  easy  for  him  to  do  his  obvious 
duty  in  safeguarding  his  fellowmen?  The  work 
necessary  to  bring  about  this  next  vital  step  is 
one  of  the  most  engaging  problems  yet  before 
us," 

Report  of  Executive  Secretary. 

In  presenting  his  report,  Mr.  Ernest  D.  Easton, 
Executive  Secretary,  pointed  out  that  rapid  strides 
are  being  made  in  conquering  a disease  which 
has  been  man’s  chief  enemy  since  the  time  of 
Hippocrates,  32  0 years  before  Christ.  The  death 
rate  from  tuberculosis  in  1925  was  82,9;  against 
86  for  1924  per  100,000  population,  when  the 
death  rate  for  the  United  States  registration 
area  was  90.6.  Eased  on  the  1908  death  rate 
from  tuberculosis,  183.3  per  100,000  population, 
26,742  lives  have  been  saved  in  the  past  18  years. 
In  other  words,  if  the  death  rate  of  1908  had 
continued,  over  26,000  more  deaths  would  have 
occurred  in  that  time.  Irving  Fisher  estimates 
the  value  of  a man’s  life  to  his  family  and  com- 
munity at  $5500.  The  money  value  of  these 
lives  saved  in  New  Jersey  since  1908  reaches  the 
staggering  sum  of  $146,961,000.  And  where  has 
all  of  this  money  gone?  Not  only  to  increase 
health  and  happiness  but  into  the  purchase  of 
autos  and  into  the  savings  banks  of  the  state,  as 
well  as  many  other  luxuries  for  individuals  and 
families. 

Reviewing  the  next  steps  in  the  fight  against 
tuberculosis  Mr.  Easton  stated  that  a large  pro- 
portion of  cases  leaving  our  sanatorium.?  lapse 
after  a period  of  from  3 to  5 years.  This  is  large- 
ly due  to  the  occupation,  physical  strain,  home 
life  and  the  economic  burden  placed  upon  the 
patient  in  the  years  immediately  following  his 
recuperation.  At  the  same  time,  something 


should  be  done  to  bridge  the  gap  and  save  more 
of  these  lives. 

Another  field  of  activity  which  seems  to  offer 
big  returns  is  use  of  the  x-ray  in  examination  of 
school  children.  Experience  shows  that  between 
1 and  2 % of  all  high  school  pupils  have  either 
active  or  healed  tuberculous  lesions.  Many  of 
our  athletes  are  actually  suffering  from  active 
tuberculosis.  An  x-ray  and  physical  examination 
might  save  many  of  these  lives.  Recent  experi- 
ments have  shown  that  much  infection  occurs 
from  dust,  droplets  or  spray.  We  should,  there- 
fore, press  forward  in  our  campaign  against  spit- 
ting and  urge  that  everyone  cover  his  cough  or 
sneeze.  As  so  many  of  our  respiratory  diseases 
are  developed  during  the  winter  months,  the  open 
window  campaign  was  urged  as  a good  preventa- 
tive. A campaign  against  measles,  whooping 
cough,  diphtheria  and  scalet  fever,  which  tend  to 
weaken  the  body  and  make  them  susceptible  to 
other  diseases,  would  be  one  of  the  next  steps. 

Mr.  Easton  praised  the  industrial  work  being 
done  and  urged  that  everyone  have  an  annual 
physical  examination,  to  the  end  that  all  bodily 
defects  may  be  found  and  corrected  before  the 
inroads  of  disease  have  manifested  themselves  to 
any  great  extent. 

Legal  Settlement  for  Tuberculosis  Patients. 

Commissioner  William  J.  Ellis,  Department  of 
Institutions  and  Agencies,  Trenton,  brought  up  the 
necessity  for  a change  of  legislation  regarding 
the  present  legal  settlement  which  must  be  made 
to  determine  financial  responsibility  for  the  care 
of  indigent  tuberculous  persons,  and  ui-ged  that 
a committee  be  appointed  by  the  League  in  the 
interest  of  such  legislation. 

Later,  at  a meeting  of  the  Board  of  Directors, 
a committee  was  appointed  consisting  of  Drs. 
Samuel  B.  English,  John  E.  Runnells  and  Hugo 
Alexander  to  work  with  the  Department  of  Insti- 
tutions and  Agencies  and  the  County  Adjustors 
to  suggest  suitable  legislation  to  be  brought  be- 
fore the  next  session  of  the  New  Jersey  Legis- 
lature. 

Industrial  Work. 

Dr.  William  J’.  McConnell,  Medical  Secretary 
Philadelphia  Health  Council,  in  his  address  on 
‘ Industrial  Work",  said  that  we  must  not  recom- 
mend industrial  health  work  as  a panacea  in  the 
control  of  tuberculosis  but  that  it  is  most  import- 
ant in  treatment;  that  there  are  3 periods  of  im- 
portance in  industrial  work:  first,  the  entrance 
physical  examination;  second,  the  promotion  or 
maintenance  of  health  during  employment;  third, 
care  after  convalescence,  through  illness  or  ac- 
cident. Dr.  McConnell  stated  that  about  7%  of 
employees  have  health  supervision  during  work- 
ing- hours.  It  is  our  duty  to  demonstrate  to  em- 
ployers the  value  of  medical,  service  and  how  it 
can  be  made  possible.  He  stated  also  that  in 
order  to  get  early  cases  it  was  necessary  to  go 
into  plants,  make  physical  examinations  and  get 
those  needing  it  under  treatment. 

Mr.  Coleman,  New  Jersey  Tuberculosis  League 
Industrial  Secretary,  discussing  Dr.  McConnell’s 
paper,  said  that  the  League  considered  industrial 
health  work  very  worth  while.  Started  I 
years  ago  in  Newark;  189  5 employees  have  been 
examined.  Practically  all  of  those  employees 
thought  they  were  in  good  health,  but  results  of 
examinations  showed  that  only  89  out  of  1800 
had  no  physical  defects.  In  fact,  130  lung  de- 
fects were  found;  1 % of  positive  tuberculosis;  34 
suspicious.  Reexaminations  have  been  made  in 
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several  of  the  factories  this  year,  and  in  the  fol- 
low-up work,  11  patients  were  transferred  to  the 
Venereal  Disease  Clinic.  Mr.  Coleman  pointed 
out  that  reports  from  the  Compensation  Bureau 
show  that  out  of  a 60  figure  of  absenteeism  in 
labor,  40%  is  due  to  sickness. 

Responsibility  of  the  Public  Health  Nurse  to 
Herself. 

Miss  Katharine  Tucker,  R.  N„  General  Direc- 
tor Philadelphia  Visiting  Nurses  Society,  said:  The 
public  health  nurse  has  a very  important  respon- 
sibility to  herself,  both  that  she  may  be  the  best 
possible  nurse  and  also  that  she  may  be  a well 
rounded  human  being.  Every  day  she  has  to 
meet  all  sorts  and  conditions  of  people,  not  only 
to  give  them  nursing  care  but  to  advise  them  as 
to  their  health  and  as  to  every  phase  of  their 
living.  In  order  to  do  this  she  needs  wisdom, 
judgment  and  perspective.  These  charateristics 
she  gets  not  just  from  her  nurse’s  training,  but 
from  her  own  life  and  experience.  If  this  is 
narrow  and  limited,  so  will  her  judgment  be. 

According  to  Dr.  Richard  C.  Cabot  there  are  4 
essentials  for  a full  life — work,  play,  love  and 
worship.  The  public  health  nurse  surely  has  all 
that  could  be  desired  of  the  first  of  these  ele- 
ments; it  is  essential  that  she  should  have  the 
other  3 in  equal  measure  if  she  is  to  give  and 
get  what  she  ought  from  the  first. 

Play  means  different  things  to  different  peo- 
ple. For  some  it  is  golf,  while  for  others  it  is 
garden,  theatre,  music,  dancing,  tramping,  and 
various  other  indoor  and  outdoor  activities.  In 
any  case  it  must  be  a change  from  work  and  a 
relaxation  that  brings  joy  and  rest.  Another 
way  of  putting  it  is  that  a public  health  nurse 
ought  to  have  an  avocation,  a hobby,  some  in- 
terest outside  of  her  daily  work.  She  ought  to 
read  books  that  have  no  bearing  on  health,  but 
have  much  bearing  on  life.  She  ought  to  asso- 
ciate with  other  people  who  are  not  nurses  or 
who  do  not  necessarily  have  a special  social  or 
health  interest.  In  arranging  her  life,  time 
should  be  set  aside  for  these  other  activities  with 
as  much  conscience  as  she  gives  time  to  her 
work. 

Association  with  friends  that  bring  comrade- 
ship and  satisfaction  to  the  affections  is  a par- 
ticular essential  to  anyone  who  is  giving  so  much 
of  herself  to  others  as  is  this  nurse.  For  that  rea- 
son I believe  that  often,  contrary  to  usual  opinion, 
the  married  nurse  may  have  an  unusual  amount 
to  give  to  those  whom  she  serves. 

How  much  time  does  the  public  health  nurse 
have  for  worship?  Not  just  in  churches,  but  time 
with  herself  to  consider  her  own  ideals,  to  realize 
beauty  wherever  she  may  find  it  in  the  world 
about  her.  Dr.  Cabot  says — "We  throw  ourselves 
into  worship,  as  we  dive  into  the  ocean,  confi- 
dent of  its  well-tested  power  to  lift  and  refresh 
us,  but  no  longer  balancing,  sustaining,  or  direct- 
ing ourselves  step  by  step  as  we  do  on  the  land 
of  ordinary  thought  and  action". 

The  public  health  nurse  is  responsible  to  her 
work  and  to  herself  to  be  a healthy,  well  round- 
ed human  being,  leading  a full  life,  full  of  varied 
interests  and  activities,  full  of  play  and  relaxa- 
tion, rich  in  friends  and  comradeship,  and  irra- 
diating that  sense  of  the  Divine  in  all  things. 

\ Complete  School  Program. 

Mrs.  1.  W.  Knight,  of  Pitman,  New  Jersey,  pre- 
sided over  the  Friday  morning  session,  at  which 
a series  of  short  papers  upon  the  general  topic 
were  presented. 


.Medical  Inspection. 

Dr.  A.  L.  Stone,  Director  Public  Health,  Cam- 
den, said:  Medical  inspection  in  its  relation  to 

a complete  tuberculosis  program  may  well  be 
termed  the  advance  guard  of  the  army  in  our 
welfare  against  the  so-called  "White  Plague". 
All  problems  in  preventive  medicine  are  best 
solved  when  we  apply  investigation,  demonstra- 
tion and  education.  Investigation  has  shown  that 
80%  of  all  children  are  born  healthy,  yet  80% 
of  all  persons  living  until  21  years  of  age  are  be- 
low normal;  also  that  60%  of  all  boys  rejected 
from  the  draft  because  of  10%  or  more  under- 
weight, were  tuberculous.  The  major  portion  of 
this  period  of  transition  from  high  normality  to 
low  normality  is  spent  in  schools.  Where  would 
it  be  possible  to  find  a greater  opportunity  to  ap- 
ply a tuberculosis  program  than  in  the  schools? 
Fifteen  years  ago  the  thought  that  children  con- 
tracted tuberculosis  of  the  lungs  had  not  been 
expressed  convincingly  in  medical  literature.  To- 
day more  definite  knowledge  is  at  hand  to  enable 
uS  to  approach  the  subject  with  hope  of  greater 
success. 

Tuberculosis  has  been  found  to  be  quite  a gen- 
eral infection.  A large  percentage  of  school  chil- 
dren in  the  higher  grades  show,  by  tests,  that 
they  have  been  sensitized  to  tuberculosis.  This 
may  be  taken  to  mean  that  practically  all  per- 
sons are  more  or  less  infected  by  the  disease,  and 
the  immunity  they  develop  determines  the  state 
of  their  heaith  and  the  length  of  their  lives  as 
regards  that  specific  disease.  At  present  no  meth- 
od of  artificial  immunization  is  known  but  it  is 
well  known  that  if  infection  is  discovered  early 
there  is  every  hope  that  a natural  immunity  may 
be  developed  by  proper  methods  of  hygiene  and 
diet. 

Early  detection  of  infection  is  of  utmost  im- 
portance and  it  is  in  the  routine  inspection  of 
school  children  that  we  should  discover  infection 
early  enough  to  do  the  most  good. 

When  the  reported  cases  of  tuberculosis  reach 
their  peak  in  the  8 to  15  year  group,  instead  of 
the  20  to  30  year  group  as  at  present,  we  will 
know  that  we  are  accomplishing  results.  The 
death  rate  from  tuberculosis  will  decrease  ac- 
cordingly. 

Loss  of  weight  in  adults  is  a sign  of  trouble, 
but  lack  of  weight  in  a child  as  compared  to  a 
normal  weight  indicates  a handicap,  retarding 
development.  We  should  be  prepared  in  school 
work  to  select  the  suspicious  cases  in  the  10%  or 
more  underweight  children  and  send  them  to  the 
special  tuberculosis  agency  for  complete  exami- 
nation of  the  chest,  a skin  test,  and  an  x-ray  ex- 
amination if  necessary. 

Medical  inspection  in  schools  covers  multiple 
defects  and  under  existing’  laws  a thoiough  chest 
examination  can  not  be  made  unless  with  con- 
sent of  the  parents  and  then  it  is  often  attempted 
under  unfavorable  surroundings.  The  skin  test 
can  be  given  only  to  clinic  cases  and  the  x-ray 
examination  only  with  proper  facilities,  nevei 
included  in  school  work. 

In  large  cities  or  • communities  the  regularly 
constituted  health  department  should  have  equip- 
ment to  take  this  work  along  with  the  school 
work  and  make  a continuous  chain  in  the  en- 
deavor to  combat  tuberculosis. 

Having  found  the  infected  children,  it  becomes 
our  duty  to  demonstrate  what  can  be  done  to  pro- 
duce immunity. 

Open  cases  of  tuberculosis  are  rare  in  chil- 
dren under  12  years  of  age,  hence  they  are  not 
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a menace  to  other  children  if  controlled  in 
groups. 

The  preventoriums  which  accompany  a com- 
plete program  would  be  inadequate  if  all  children 
infected  were  sent  for  admission.  School  care  and 
follow-up  work  in  the  homes  with  more  educa- 
tion of  the  parents  will,  in  the  end,  halt  the  ex- 
penditure of  vast  sums  of  money  for  hospitals 
and  allow  the  money  to  be  spent  nearer  the 
source  of  trouble — the  home. 

Education  along  health  lines  is  no  more  costly 
than  the  teaching  of  arithmetic  or  English,  and 
should  rightfully  be  included  in  a community’s 
responsibility  and  paid  for  out  of  taxation.  Many 
cities  and  states  are  following  this  plan  and  they 
find  it  productive  of  encouraging  results. 

Open  Air  Schools. 

Dr.  I.  E.  Gluckman,  Newark:  We  have  been 

teaching,  and  rightfully  so,  that  the  care  of  the 
infant  and  child  in  adolescent  state  is  essential 
in  our  prevention  work  in  tuberculosis.  We  have 
been  told  that  tuberculosis  in  adults  is  due  to 
infection  in  childhood.  If  these  facts  are  true, 
and  I have  no  reason  to  believe  they  are  not, 
what  is  more  natural  for  us  than  to  center  all 
work  upon  children  who  attend  schools?  It  is 
the  duty  of  the  Board  of  Education  to  watch  and 
maintain  the  health  of  the  children  who  attend 
schools,  not  alone  from  the  standpoint  of  keep- 
ing the  child  well,  but  also  as  a preventive  meas- 
ure. The  Board  of  Education  in  Newark  has 
taken  this  view  and  has  established  a school 
where  children  who  have  definite  signs  of  tuber- 
culosis of  the  chest,  who  give  a positive  reaction, 
and  who  show  positive  signs  on  x-ray  examina- 
tion, can  be  taken  from  their  regular  classes  and 
treated  while  attending  school.  I believe  that 
Newark  was  one  of  the  first  cities  to  see  the 
value  of  such  a school.  The  system  established 
in  Newark  is  simple  and  appears  very  effective. 
All  undernourished  or  underweight  children  are 
referred  to  the  school  physician,  and  if  he  finds 
any  signs  or  if  there  is  a history  of  tuberculosis, 
the  child  is  referred  to  the  clinic.  This  child  is 
given  a thorough  examination  and,  if  a suitable 
ease,  is  sent  to  the  special  school  where  he  is 
given  his  regular  work  in  the  open  air  instead 
of  in  the  closed  classroom.  All  children  are  given 
breakfast,  dinner  and  afternoon  lunch,  with  rest 
periods  of  1 hour  in  the  morning  and  afternoon. 

The  children  are  watched  and  examined  about 
every  2 months.  All  children  with  active  con- 
ditions are  advised  to  stay  in  bed,  and  the  family 
is  notified  to  have  their  physician  attend  the  child. 
This  method  of  treating  this  type  of  child  has 
proved  very  effective,  and  the  results  obtained 
have  warranted  the  small  extra  cost  entailed.  The 
class  consists  of  45  pupils,  and  2 experienced 
teachers  distribute  the  work  to  be  done.  A nurse 
is  in  attendance  most  of  the  day. 

I believe  there  is  a great  future  for  this  class 
of  work,  and  the  Board  of  Education  has  passed 
a resolution  to  spend  $150,000  to  build  an  up- 
to-date  open  air  school  where  sun  and  lamp 
treatments  may  be  given  in  conjunction  with  the 
schooling. 

What  Extension  Service  Can  Do. 

Girls'  Club  Work. 

Miss  Marion  Butters,  Assistant  Director  of  Co- 
operative Extension  Work  in  Agriculture  and 
Home  Economics:  Believing  that  it  is  better  to 
start  with  the  right  ways  of  doing  things  and  with 
correct  habits,  the  service  includes  work  with 
girls  of  school  age.  They  are  formed  into  clubs 
under  leaders  and  such  programs  as  appeal  to 


young  people  are  prepared  for  them.  They  learn 
how  to  do  many  of  the  tasks  of  life  through  their 
club  activities.  At  the  same  time  they  find  sat- 
isfaction through  accomplishment,  develop  habits 
of  thrift  and  orderliness,  form  friendships  through 
cooperative  effort,  learn  valuable  lessons  in  lead- 
ership through  their  club  activities  and  make 
contacts  with  home  and  community  problems. 

The  program  for  1926  and  1927  emphasizes 
particularly:  (l)  Healthful  conditions  in  the 

home;  home  management  clubs  study  the  care  of 
the  hair,  hands  and  feet;  the  daily  and  weekly 
care  of  the  girl’s  own  room.  (2)  Setting  up  right 
standards  for  feeding  the  family;  the  Food  Club’s 
program  includes  the  planning  and  preparation 
of  a healthful  menu.  (3)  The  development  of 
light  health  habits  among  children;  each  phase 
of  the  Extension  Program  for  Juniors  empha- 
sizes this  feature.  The  clothing  program  more 
than  any  other  can  feature  the  simplicity  of 
clothing  renovation  and  care. 

This  service  is  available  to  any  group  of  young 
people  especially  rural  girls  of  elementary  school 
age.  It  is  designed  especially  for  those  groups 
who  do  not  have  the  opportunity  of  getting  this 
information  through  the  schools. 

What  the  Tuberculosis  Association  Can  Do. 

Miss  Margaret  S.  Haines,  Burlington  County 
Tuberculosis  Association:  So  far  the  tuberculosis 
work  has  figured  most  actively  in  the  lower 
grades,  while  talks,  exhibits,  loan  collections  of 
posters,  and  literature  have  been  found  to  be  of 
great  assistance  to  classrooms  of  higher  grades. 
Many  teachers  appreciate  the  value  of  such  col- 
lections but  rarely  have  provision  made  for  the 
expenditure  it  requires.  Health  posters  made  in 
one  school  presented  to  the  League  may  be  used 
in  other  schools  where  the  enthusiasm  for  health 
work  is  not  so  apparent.  This  impresses  upon 
the  givers  the  important  part  they  play  and  the 
recipient  rarely  fails  to  compete  in  the  health 
work. 

I he  opportunity  knocks  at  the  door  of  every 
tuberculosis  league  to  make  itself  useful  with  a 
school  program  if  a feeling  of  good  fellowship  is 
cultivated;  a sympathetic  attitude,  consideration 
for  the  time  of  the  teacher,  and  appreciation  ex- 
pressed for  the, opportunity  to  speak  to  the  pupils, 
carries  great  weight  and  always  insures  a wel- 
come. No  school  equipment  is  too  poor  and  no 
knowledge  of  health  rules  too  slight  to  be  an 
excuse  for  not  teaching  health  habits,  but  the 
formation  of  health  habits  requires  a much 
longer  time,  so  the  gratitude  expressed  by  the 
teacher  for  help  is  due  to  the  fact  that  the  same 
message  brought  by  someone  outside  of  the  class- 
room helps  to  build  up  the  health  program. 

Correction  of  physical  defects  is  perhaps  one 
of  the  most  important  aids  rendered  to  the 
school  and  backing  up  the  teacher  to  demand 
badly  needed  equipment  is  a close  second.  It  has 
been  said  that  the  most  important  by-product  of 
public  school  system  is  the  quickening  interest 
in  the  physical  welfare  of  the  school  children. 

This  has  been  verified  recently  when,  in  an 
address  to  the  6 00  public  school  teachers  at  the 
Institute  in  Burlington  County,  the  County  Su- 
perintendent charged  them  to  feel  the  responsi- 
bility for  the  health  of  the  child  and  to  work 
heartily  with  the  Tuberculosis  League  and  all 
health  agencies. 

Miss  Laura  Woodruff,  R.  N.,  Hudson  County 
Tuberculosis  and  Health  Association:  A school 
program  is  not  complete  without  a complete 
health  program.  This  means:  (1)  A complete  ex- 
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amination  of  every  child  (stripped  to  the  waist). 
(2)  Compulsory  clearing  up  of  all  possible  physi- 
cal defects.  (3)  Weighing  and  measuring  all 
children  to  get  at  the  underweights  and  mal- 
nourished. We  all  agree  that  every  child  has  the 
right  to  be  born  of  clean,  healthy  parents.  In 
each  new  school  that  we  make  a survey  we  find 
at  least  1/3  of  the  children  are  10%  or  more 
underweight. 

I should  like  to  quote  right  here  from  one  of 
the  abstracts  of  papers  read  at  the  National 
Tuberculosis  Association’s  conference  in  Wash- 
ington, where  Professor  Leon  Bernard,  M.  D., 
Paris,  states  that  “Tuberculosis  starts  during 
childhood  and  most  often  during  early  infancy. 
What  is  called  in  the  adult  the  ‘onset’  is  merely 
a manifestation  of  the  fresh  infection,  or  more 
often,  of  a revival  of  the  old  infection. 

That  the  first  infection  do<$s  occur  during  child- 
hood is  due  to  the  susceptibility  of  the  race  as 
well  as  to  the  fact  that  man  comes  in  contact 
with  the  bacillus  in  the  early  years  of  life.  An 
etiologic  inquiry  into  the  first  years  of  life  always 
reveals  the  disease  as  of  famliy  or  domestic  ori- 
gin, most  often  maternal — later  in  life  the  origin 
becomes  increasingly  difficult  to  explain,  an  oc- 
cult infection  becoming  the  rule.  The  frequency 
of  a maternal  origin  leads  one  to  inquire  into 
heredity- — in  fact,  Fn  spite  of  the  recent  work  on 
the  transplacental  tranmission  of  filterable  forms 
of  Koch  bacillus,  the  genesis  of  tuberculosis  must 
still  be  attributed  to  contagion.  Tfre  relationship 
between  the  conditions  and  the  consequences  of 
the  contact,  the  results  obtained  by  separating 
children  exposed  to  infection  are  decisive  argu- 
ment in  favor  of  this  theory”. 

When  we  realize  that  every  case  of  malnutri- 
tion is  a potential  case  of  tuberculosis,  we  begin  to 
wake  up  to  the  fact  that  we  have  a tremendous 
piece  of  work  on  our  hands.  Just  how  we  shall 
attack  this  problem  is  a matter  for  each  associa- 
tion to  decide.  We  all  know  that  by  continued 
effort  with  nutrition  classes  in  our  schools,  we 
can  reduce  this  malnutrition  in  2 or  3 years  from 
33  1/3%  to  25% — is  this  enough?  Are  we  satis- 
fied with  our  results? 

We  must  get  cooperation  from  the  school  nurse 
that  will  be  adequate  first  in  home  visits  and  in 
clearing  up  of  physical  defects. 

There  is  no  question  but  that  it  is  the  job 
of  the  Tuberculosis  League  to  make  a demon- 
stration in  establishing  a preschool  clinic  if  there 
is  no  available  organization  to  do  this  piece  of 
work.  Where  there  are  infant  welfare  stations 
they  should  carry  these  children  and  their 
mothers  until  their  children  reach  school^  age 
and  can  be  delivered  to  the  school  with  a clean 
bill  of  health. 

The  Tuberculosis  Association  should  be  ready 
and  willing  to  turn  over  any  piece  of  demonstra- 
tion work  to  any  organization  which  is  equipped 
to  carry  it,  preferably  one  supported  by  public 
funds. 

What  should  be  our  next  step?  Should  an 
active  case  of  tuberculosis  be  allowed  to  remain 
in  a home  where  there  are  children? 

The  time  is  coming  when  every  child  who 
enters  our  public  schools  must  enter  with  a clean 
bill  of  health. 

I am  sure  you  will  feel  a sense  of  success  with 
me  in  this,  the  best  year’s  work  of  the  Hudson 
County  Tuberculosis  League,  which  was  organ- 
ized in  1919  with  a very  strong  group  of  public 
citizens  backing  it  and  has  continued  to  grow  and 
to  put  on  various  demonstrations  until  today  it 
is  free  to  do  only  preventive  work. 

Y^ears  ago  the  Christmas  Seal  organized  and 
financed  the  first  tuberculosis  clinic.  Now  there 


are  6 active  and  growing  clinics  under  the  direc- 
tion of  Dr.  B.  S.  Poliak.  The  first  open  air  class 
was  started  by  this  same  little  agent,  the  first 
nutrition  class  was  also  organized  and  today  all 
of  these  are  under  the  public  funds  except  2 
nutrition  classes  in  Secaucus  and  1 in  a parochial 
school  in  Jersey  City.  We  have  the  promise  that 
if  the  parochial  school  nutrition  class  proves  its 
worth,  funds  will  be  asked  for  the  1927  budget  to 
adequately  organize  such  classes  in  all  parochial 
schools  in  Jersey  City.  The  2 new  projects  start- 
ed in  the  county  this  past  year  were  pictures  in 
the  playgrounds  and  parks,  and  the  nutrition 
classes  in  the  parochial  schools.  Some  of  the 
things  that  the  sale  of  Christmas  Seals  made  pos- 
sible during  this  past  year  are  as  follows:  (1) 
Brought  back  436  lb.  more  of  boys  and  girls 
than  were  taken  to  camp.  (2)  Provided  the 
first  month's  care  of  49  families,  including  186 
children,  and  placed  them  under  the  State  Board 
of  Children  Guardians.  (3)  Provided  a full  time 
nurse.  (4)  Showed  health  motion  pictures  in 
the  parks  and  playgrounds  in  Hudson  County 
reaching  6700  persons.  (5)  Distributed  informa- 
tion in  regard  to  tuberculosis,  and  health  litera- 
ture to  over  27,000  persons.  (6)  Reached  over  6000 
persons  by  health  talks  in  a large  number  of  in- 
dustrial plants  and  before  organizations.  (7) 
Conducted  nutrition  classes  for  200  children,  25% 
of  whom  reached  their  normal  weight  for  height. 
All  but  about  6%  improved.  (8)  Furnished 
health  calendars  and  posters  for  26,000  children 
in  the  public  and  parochial  schools.  (9)  Main- 
tained 2 booths  reaching  300,000  people  where 
the  latest  information  about  the  prevention  and 
cure  of  tuberculosis  could  be  obtained.  (10i 
Weighed  and  measured  7000  persons,  both  chil- 
dren and  adults,  advising  them  as  to  proper 
weight  and  other  health  matters.  (11)  Furnished 
the  material  for  the  conduct  of  additional  nutri- 
tion classes  for  1500  children. 

From  the  start  of  1 nutrition  class  in  the  West 
Hoboken  section  there  is  now  1 class  in  each  pub- 
lic school  in  charge  of  the  regular  school  nurse. 

The  After-Care  of  the  Tuberculous. 

F.  J.  H.  Coutts,  M.  D.,  Senior  Medical  Officer, 
Ministry  of  Health,  London,  England.  (This  ad- 
dress, an  especial  feature  of  this  convention,  is  a 
very  interesting  contribution  and  will  be  pub- 
lished in  full  in  the  January  Journal.) 

Board  of  Directors  Meeting. 

At  a meeting  of  the  Board  of  Directors  and 
Executive  Committee  of  the  New  Jersey  Tuber- 
culosis League,  Inc.,  held  at  Lakeland,  Camden 
County  Hospital  for  Tuberculous  Diseases,  the 
following  officers  were  elected  for  a term  of  3 
years:  President,  Dr.  Marcus  W.  Newcomb,  Medi- 
cal Director  Burlington  County  Tuberculosis 
Hospital,  New  Lisbon;  Vice-President,  Dr.  John 
E.  Runnells,  Superintendent  Bonnie  Burn,  Union 
County  Tuberculosis  Hospital,  Scotch  Plains; 
Secretary  and  Treasurer  respectively,  Mrs.  E.  G. 
Shreve,  Atlantic  City,  and  Mr.  W.  L.  Kinkead. 
Ridgewood,  re-elected;  Executive  Secretary,  Mr. 
Ernest  D.  Easton,  Newark.  In  addition  to  the 
above,  the  following  were  named  as  Members 
of  the  Executive  Committee  to  serve  with  the 
aforementioned  officers:  Dr.  Samuel  B.  English, 
Superintendent  New  Jersey  State  Sanatorium, 
Glen  Gardner;  Dr.  B.  S.  Poliak,  Superintendent 
Hudson  County  Tuberculosis  Hospital,  Secaucus; 
Mr.  J.  M.  Waddell,  Blair  Academy,  Blairstown; 
Dr.  Joseph  R.  Morrow,  Superintendent  Bergen 
Pines,  Bergen  County  Hospital,  Ridgewood;  Mrs. 
Charles  A.  Bye,  Lakewood,  and  Miss  Buelah  Bain, 
Montclair. 
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Jffliscellaneous 


HYGEIA  AS  A HOLIDAY  GIFT. 

Recently  a letter  was  sent  • to  a selected  list 
of  laymen  announcing  that  the  American  Medi- 
cal Association  is  now  publishing  Hygeia,  and 
describing  the  features  of  the  magazine.  One 
of  the  letters  came  into  the  hands  of  a banker  in 
Asheville,  North  Carolina.  So  impressed  was  he 
with  the  value  of  Hygeia,  to  everyone  that  the 
bank  of  its  own  accord  and  at  its  own  expense 
took  large  display  space  in  two  Asheville  news- 
papers to  reproduce  portions  of  the  letter,  pub- 
licly endorse  Hygeia  and  let  citizens  know  that 
it  could  be  obtained  from  the  American  Medical 
Association,  535  North  Dearborn  Street,  Chicago. 

This  instance  in  itself  might  not  have  a great 
deal  of  significance,  but  it  is  typical  of  the  way 
in  which  influential  individuals,  organizations  and 
institutions  have  received  and  endorsed  Hygeia. 
Without  any  general  advertising,  and  with  con- 
servative efforts  to  promote  circulation,  Hygeia 
has  become  widely  known  among  intelligent  lay- 
men and  leaders  in  health  work. 

What  does  this  mean  to  the  medical  profes- 
sion? If  anything,  it  signifies  that  the  public  is 
awakened  and  eager  on  matters  of  health,  and 
that  it  looks  to  the  medical  profession  for  in- 
formation. Thousands  of  physicians  feel  this 
responsibility  and  help  to  meet  it  by  keeping  a 
copy  of  Hygeia  in  their  reception  room. 

Another  excellent  plan  which  finds  favor  vi^th 
many  physicians  at  the  holiday  season  is  to  give 
gift  subscriptions  for  Hygeia  to  patients  or  other 
friends.  It  is  something  that  can  be  given  with 
propriety  and  with  the  feeling  that  it  will  con- 
tribute to  the  welfare  and  happiness  of  the  re- 
cipient. 

The  special  holiday  rates  are  as  follows: 


One  subscription  $3.00 

Two  subscriptions  or  one  subscrip- 
tion for  two  years  5.00 

Three  subscriptions  or  one  sub- 
scription for  three  years 6.00 

Each  additional  subscription 2.00 


On  request,  a beautiful  gift  card  will  be  sent 
just  before  Christmas. 

Your  cooperation  will  be  appreciated. 


THE  DREAMERS. 

Reprinted  from  The  Johns  Hopkins  Alumni 
Magazine. 

They  are  the  architects  of  greatness.  Their 
vision  lies  within  their  souls.  They  never  see  the 
mirages  of  Fact,  but  peer  beyond  the  veils  and 
mists  of  Doubt  and  piece  the  walls  of  unborn 
Time. 

The  World  has  accoladed  them  with  jeer  and 
sneer  and  jibe,  for  worlds  are  made  of  little  men 
who  take  but  never  give — who  cheer  a grudge 
and  grudge  a cheer. 

Wherefore,  the  paths  of  progress  have  been 
sobs  of  blood  dropped  from  their  broken  hearts. 

Makers  of  empire,  they  have  fought  for  big- 
ger things  than  crowns  and  higher  seats  than 
thrones.  Fanfare  and  pageant  and  the  right  to 
rule  or  will  to  love  are  not  the  fires  which 
wrought  their  resolution  into  steel.  Grief  only 
streaks  their  hairs  with  silver,  but  has  never 
greyed  their  hopes. 


They  are  the  Argonauts,  the  seekers  of  the 
priceless  fleece — the  Truth. 

Through  all  the  ages  they  have  heard  the  voice 
of  Destiny  call  to  them  from  the  unknown  vasts. 
They  dare  uncharted  seas,  for  they  are  makers 
of  the  charts.  With  only  cloth  of  courage  at  their 
nlasts  and  with  no  compass  save  their  dreams, 
they  sail  away  undaunted  for  the  far,  blind 
shores. 

Their  brains  have  wrought  all  human  miracles. 
In  lace  of  stone  their  spires  stab  the  Old  World’s 
skies  and  with  their  golden  crosses  kiss  the  sun. 

The  belted  wheel,  the  trail  of  steel,  the  churn- 
ing screw,  are  shuttles  in  the  loom  on  which  they 
weave  their  magic  tapestries. 

A flash  out  in  the  night  leaps  leagues  of  snarl- 
ing' seas  and  cries  to  shore  for  help,  which,  but 
for  one  man’s  dream,  would  never  come. 

Their  tunnels  plow  the  river  bed  and  chain 
the  islands  to  the  Motherland. 

Their  wings  of  canvas  beat  the  air  and  add 
the  highways  of  the  eagle  to  the  human  paths. 

A God-hewn  voice  swells  from  a disc  of  glue 
and  wells  , out  through  a throat  of  brass,  caught 
sweet  and  whole,  to  last  beyond  the  maker  of 
the  song,  because  a dreamer  dreamt. 

What  would  you  .have  of  fancy  or  of  fact  if 
hands  were  all  with  which  men  had  to  build? 

Your  homes  are  set  upon  the  land  a dreamer 
found.  The  pictures  on  its  walls  are  visions  from 
a dreamer’s  soul.  A dreamer’s  pain  wails  from 
your  violin. 

They  are  the  chosen  few — the  Blazers  of  the 
Way — who  never  wear  Doubt’s  bandage  on  their 
eyes — who  starve  and  chill  and  hurt,  but  hold 
to  courage  and  to  hope,  because  they  know  that 
there  is  always  proof  of  truth  for  them  who  try — 
that  only  cowardice  and  lack  of  faith  can  keep 
the  seeker  from  his  goal,  but  if  his  heart  be  strong 
and  if  he  dream  enough  and  dream  it  hard 
enough,  he  can  attain,  no  matter  where  men 
failed  before. 

Walls  crumble  and  empires  fall.  The  tidal  wave 
sweeps  from  the  sea  and  tears  a fortress  from  its 
rocks.  The  rotting  nations  drop  from  off  Time’s 
bough,  and  only  things  the  dreamers  make  live  on. 

They  are  the  Eternal  Conquerors — their  vas- 
sals are  the  years. 


THE  GOVERNMENT  OF  A PROFESSION. 

(Reprinted  from  the  Journal  of  New  Y^ork  State 
Medical  Society,  Nov.  1,  1925.) 

By  George  W.  Whiteside,  Esq., 

Counsel,  Medical  Society  of  the  State. of  New  York. 

To  publish  the  erring  member  of  the  legal  pro- 
fession who  stray  from  the  paths  of  rectitude  has 
long  been  the  policy  of  the  Bar  Association  in 
New  York  City.  The  Committee  on  Grievances 
has  affored  the  aggrieved  client  a forum  wherein 
he  needs  no  lawyer  to  plead  his  cause,  and  has 
furnished  the  lawyer  complained  against  a tri- 
bunal composed  exclusively  of  lawyers,  who  are 
expert  in  applying  standards  of  professional  honor 
to  the  transaction  presented  for  their  scrutiny. 

This  Committee  has  gained  the  confidence  of 
the  public  and  of  the  profession.  It  is  composed 
of  9 unpaid  members  of  the  Association,  who  as- 
sume the  onerous  and  unpleasant  responsibility 
of  judging  their  brother  lawyers,  to  the  end  that 
pubilc  confidence  in  the  profession  may  not  be 
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shaken  by  failure  of  retributive  justice  to  the 
unscrupulous  and  unworthy  member.  It  is  not  a 
mere  gesture  or  an  abstract  declaration  of  pro- 
fessional principles  that  this  committee  makes. 
They  take  specific  complaints  and  dispose  of 
them. 

The  9 members  of  this  Committee,  in  the  year 
19  23-2  4,  held  49  meetings,  which  is  about  an 
average  of  a meeting  a week.  They  had  brought 
to  their  attention  in  that  period, 1234  complaints 
against  attorneys.  They  actually  tried  59  cases, 
and  in  29  of  these  cases  requested  that  disbar- 
ment proceedings  against  the  accused  attorneys 
in  the  Appellate  Division  be  instituted.  As  a re- 
sult of  their  work  in  the  year,  the  Appellate  Di- 
vision disbared  4 lawyers,  suspended  5 for  per- 
iods ranging  from  3 months  to  1 year,  censured 
1,  excused  1,  and  dismissed  the  proceedings  in  1 
case.  This  large  number  of  complaints  so  con- 
sidered covered  a broad  field.  In  386  cases  at- 
torneys were  charged  with  negligence,  careless- 
ness, bad  advice  and  collusion  against  their 
clients’  interests;  in  22  6 instances  they  were 
charged  by  clients  as  a result  of  disputes  over 
fees;  173  complaints  dealt  with  alleged  conver- 
sions of  money;  subornation  of  perjury  was 
charged  in  59  cases;  the  use  of  threats  and 
blackmailing  tactics  in  39  cases,  and  improper 
advertising  in  38  cases.  These  instances  cited  in- 
dicate the  type  of  matters  that  this  Committee 
considered  during  that  year.  This  activity  was 
supported,  during  that  time,  by  3 22  4 members, 
who  paid  dues  of  $182,655.00,  an  average  slight- 
ly under  $60.00  a year  per  member.  The  Com- 
mittee doing  this  work  spent  $19,319.49. 

■Suppose  there  had  been  no  such  body  func- 
tioning  in  the  legal  profession.  Where  would 
all  of  this  professional  dirty  linen  have  been 
washed?  How  many  innocent  lawyers  accused  in 
123  4 complaints  would  have  their  names  dragged 
before  the  public  and  their  professional  reputa- 
tion besmirched  ? How  many  of  the  guilty  would 
have  been  punished?  Was  it  worth  the  money 
that  was  spent  during  that  1 year  and  the  time  of 
the  9 members  of  that  Committee  to  accomplish 
the  results  so  essential  to  the  public  interests, 
so  important  to  the  profession  and  so  vital  to  the 
individual?  There  are  very  few  cases  brought 
against  lawyers  in  the  courts  for  their  alleged 
sshortcomings  and  there  is  little  publicity  that 
unfavorably  affects  the  profession — suing  law- 
yers does  not  seem  to  be  a very  popular  pro- 
cedure. Has  the  activity  of  this  Grievance  Com- 
mittee made  unnecessary  the  institution  of  many 
such  suits  against  lawyers  by  aggrieved  clients? 
Has  the  Committee  afforded  a fair  and  inex- 
pensive forum  for  the  aggrieved  client  to  have 
his  grievance  justly  considered?  Has  not  that 
Committee  done  much  to  elevate  the  standard  of 
professional  honor  and  save  the  weak  and  erring 
by  timely  warning  from  falling  from  the  height 
of  recognized  professional  responsibility  to  the 
depths  of  professional  degradation? 

Similar  work  is  done  by  other  bar  associations 
throughout  the  state. 

Is  there  any  food  for  thought  by  the  medical 
profession  in  'what  the  legal  profession  has  thus 
done  and  is  continuing  to  do? 


GIVE  YOURSELF  A TREAT. 

Those  members  who  live  in  the  northern  part 
of  the  state,  and  those  from  the  southern  sec- 
tion who  happen  to  be  in  New  York  on  business 
or  pleasure  bent  during  the  next  2 weeks,  should 


make  a point  of  visiting  the  Winter  Exhibition 
of  the  National  Academy  of  Design,  215  West 
57th  Street — open  until  December  19  between 
the  hours  of  10  a.  m.  and  6 p.  m.;  Sundays  1:30 
to  6 p.  m. 

This  year’s  exhibition  is  by  far  the  best  held 
for  a number  of  years,  and  if  you  have  any  in- 
terest whatsoever  in  art  as  exemplified  by  paint- 
ings and  sculpture,  you  will  be  well  repaid  for 
an  hour  or  two  devoted  to  observation  of  the 
many  excellent  pieces  displayed  at  this  salon. 
There  is  a striking  absence  of  the  bizarre  and 
freakish  paintings  so  common  at  many  art  ex- 
hibitions of  recent  years. 

One  can  scarcely  mention  pieces  of  excep- 
tional merit  without  risking  invidious  compar- 
sons,  and  we  have  not  sufficient  space  left  in 
this  issue  to  enter  into  detailed  descriptions.  We 
may,  however,  call  your  attention  to  the  large 
number  of  excellent  portraits  and  a series  of  re- 
markable pieces  of  sculpture.  Among  the  es- 
pecially noteworthy  exhibits  are: 

Portraits — “Murray  Marvin  ",  by  Wm.  J.  Baer. 
“Marjorie  Daingerfield”,  by  Rittenberg.  “Mrs. 
Trask”,  by  Whittemore.  “Blue  and  White”,  by 
Neilson.  “Mrs.  Sheppard”,  by  Jean  Mac  Lane. 
“Black,  White  and  Gold”,  by  Leslie  Thompson. 
"Romanza",  by  Francis  Day. 

Landscapes,  Etc. — .“Sisyphus”,  by  Will  Low. 
“Passing  Showers”,  by  Geo.  Inness,  Jr.  “The  Sail 
Maker”,  by  Frederick  Wright.  “Moonlight  in 
Normandy”,  by  A.  P.  Lucas.  Autumn  Decora- 
tion”, by  Vaillant.  “A  Pueblo  Indian  Fireside”, 
by'Couse.  “A  Discussion”,  by  Uffer.  “The  Shin- 
ing Brook”,  by  Palmer. 

Nudes — “Morning”  and  “Slumber”,  by  Andre; 
one  by  Sidney  Dickinson,  and  one  by  Harry  Far- 
low. 

Sculpture — -Among  these  you  will  wish  par- 
ticularly to  see:  “The  Awakening",  “The  Dance”, 
“As  I Saw  Her".  “La  Joie”,  and  "Melting  Snow” 
— all  works  of  rare  excellence. 


QUARANTINE. 

Doctor  comes  in  and  pulls  a face 
Nurse  arrives  in  quiet  grace 
Head  of  house  set  at  a pace — 

Quarantine. 

Days  go  by  in  silent  rush 
Work  goes  on  with  many  a hush 
No  time  now  to  weep  or  gush — 

Quarantine. 

Life  is  such  a paltry  mess 
Home  made  up  of  nothingness 
Naught  all  day  to  do  but  rest — 

Quarantine. 

Mail  comes  in  but  none  goes  out, 

Folks  pass  by,  but  sure  keep  out 
We're  in  an  awful  world  of  doubt — 

Quarantine. 

’Phone  rings  up,  Oh  friends  are  dear. 
Not  by  sight,  but  just  by  ear, 

Oh,  it  does  all  seem  so  queer — 

Quarantine. 

When  this  cruel  time  is  o'er, 

We  ll  beat  it  for  another  shore, 

And  won’t  come  back  here  any  more — 

Quarantine. 

— Hannah  Bennett. 
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